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Epack Application For Hospital and Healthcare Risks


NOTICE

WITH RESPECT TO ALL COVERAGE PARTS, THE POLICY YOU ARE APPLYING FOR IS A CLAIMS-MADE POLICY, AND SUBJECT TO ITS PROVISIONS, APPLIES ONLY TO ANY CLAIM FIRST MADE DURING THE POLICY PERIOD. NO COVERAGE EXISTS FOR CLAIMS FIRST MADE AFTER THE END OF THE POLICY PERIOD UNLESS, AND TO THE EXTENT, THE EXTENDED REPORTING PERIOD APPLIES.

DEFENSE COSTS, AS WELL AS ANY LOSSES AS DEFINED IN EACH APPLICABLE COVERAGE PART, REDUCE THE LIMIT OF LIABILITY AND ARE SUBJECT TO THE RETENTION.  PLEASE REVIEW THE POLICY CAREFULLY AND DISCUSS THE COVERAGE WITH YOUR INSURANCE AGENT OR BROKER.

	INSTRUCTIONS FOR COMPLETING THIS APPLICATION

	Please read this application carefully.  Complete and submit all requested information and attachments for those Coverage Parts you have checked (X) below.  Note:  The Applicant must complete Part I and Part VI of this application.  All information and all submitted materials shall be held in confidence.  

The Applicant is applying for the following coverages and has completed Parts I, VI and the following sections of this application: 

	
	
	
	# pages

	
	 FORMCHECKBOX 
  Directors & Officers Liability
	Part II
	     3

	
	 FORMCHECKBOX 
  Entity Liability (Privately held Companies only)
	Part II
	     incl

	
	 FORMCHECKBOX 
  Employment Practices Liability
	Part III
	     1

	
	 FORMCHECKBOX 
  Third Party Liability
	Part IV
	     1

	
	 FORMCHECKBOX 
  Fiduciary Liability
	Part V
	     1

	
	TOTAL NUMBER OF APPLICATION PAGES:
	All Parts (including Parts I and VI)
	     11


PART I – GENERAL QUESTIONS

Must be completed by Applicant
	I.
	GENERAL INFORMATION
	



1.
a.
The Applicant to be named in Item 1. of the Declarations (the Named Insured):




     ______________________________________________________________________________________


b.
Street Address  (no P.O. Box):
     ________________________________________________



City:
     ________________________________
State:
     
Zip:
     



Telephone:
     ________
Fax:
     _______



Website Address:
     _____________________

2.
Applicant is (please check all that apply):


 FORMCHECKBOX 
 General Hospital
 FORMCHECKBOX 
 Operated for Profit


 FORMCHECKBOX 
 Children’s Hospital
 FORMCHECKBOX 
 Not-for-Profit


 FORMCHECKBOX 
 Teaching Hospital
 FORMCHECKBOX 
 Medicare Approved


 FORMCHECKBOX 
 Psychiatric Hospital
 FORMCHECKBOX 
 Partnership


 FORMCHECKBOX 
 Research Hospital
 FORMCHECKBOX 
 Corporation



 FORMCHECKBOX 
 Convalescent or Nursing Home
 FORMCHECKBOX 
 Licensed by the State



 FORMCHECKBOX 
 Clinic


 FORMCHECKBOX 
 Charitable Organization



 FORMCHECKBOX 
 Community Health Center
 FORMCHECKBOX 
 Surgical Center



 FORMCHECKBOX 
 Governmental

 FORMCHECKBOX 
 Insurer / Self-Insured / Captive Insurance Company



 FORMCHECKBOX 
 Captive Insurance Company
 FORMCHECKBOX 
 Other (explain):      


 FORMCHECKBOX 
 HMO / PPO


	II.
	BACKGROUND INFORMATION
	



1.
Proposed effective date of coverage being applied for: 
      /       /      

2.
Officer designated to receive correspondence and notices from the Insurer: 



Name:
     _________________________________________________




Title:
     ______________________ 
Email: 
     _________________________



3.
a.
Business Type:
 FORMCHECKBOX 
 Corporation
 FORMCHECKBOX 
 Partnership
 FORMCHECKBOX 
 Sole Proprietorship
 FORMCHECKBOX 
 LLC
 FORMCHECKBOX 
 Other



b.
Years in Business: 
      
SIC Code:
     
# of Locations: 
     
Foreign Parent: Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


4.
During the last 18 months has the Applicant or any Subsidiary been involved in any: 



a.
merger, consolidation, acquisition, tender offer or divestment of stock?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





b.
layoffs, staff reductions or facility closings?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





c.
material changes in the nature of operations?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





d.
senior management changes?




Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If “yes” to any of the above please provide details: 
     ____________________________________________


5.
During the next 12 months does the Applicant or any Subsidiary: 



a.
plan on transacting any mergers or acquisitions, where such merger or acquisition would involve more than 50% of the total assets of the Applicant?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





b.
anticipate any changes in the nature or size of the Applicant’s business?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





c.
expect any layoffs, staff reductions or facility closings?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





If “yes” to any of the above please provide details: 
     ____________________________________________


6.
Since the passing of the Sarbanes-Oxley Act, has the Applicant and all Subsidiaries adopted corporate governance standards as defined by the provisions of Sarbanes-Oxley? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

	III.
	FINANCIAL INFORMATION
	



1.
As of the most recent fiscal year-end, please provide the following information for Applicant and Subsidiaries: 


a.
Total Assets:
$     
d.
Total Equity:
$     

b.
Long Term Debt:
$     
e.
Net Income:
$     

c.
Revenues:
$     

2.
Within the last 24 months, has the Applicant’s or any Subsidiaries’ outside auditors: 



a.
stated that there are any weaknesses in the Applicant’s or any Subsidiaries’ system of internal controls?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





b.
rendered a “going concern” opinion?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



	IV.
	EXPIRING COVERAGE INFORMATION



1.
Please complete the following for those coverages you currently have or previously had insurance coverage for:
	
	
	Coverage
	Limit
	Retention
	Coverage Trigger Date *
	Premium
	Carrier
	Expiration Date

	
	
	D&O
	$     
	$     
	     
	$     
	     
	     

	
	
	Entity Liability
	$     
	$     
	     
	$     
	     
	     

	
	
	EPL
	$     
	$     
	     
	$     
	     
	     

	
	
	Fiduciary Liability
	$     
	$     
	     
	$     
	     
	     

	
	
	Hospital Prof. E&O or Medical Malpractice
	$     
	$     
	     
	$     
	     
	     

	
	
	General Liability
	$     
	$     
	     
	$     
	     
	     


* Coverage Trigger Date means the “prior & pending litigation date”, the “prior acts date” or “retroactive date” shown on the current policy declarations page.

	V.
	CLAIMS INFORMATION



1.
Has any claim or notice of potential claim been given to the carrier under any of the above coverages?


 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If “yes” please provide details: 
     ____________________________________________


2.
Has the carrier under any of the coverages listed above indicated an intent not to offer renewal terms?


 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


3.
Within the last 3 years, has the Applicant, any Subsidiary or any person associated with such entities for whom this insurance is being sought, been the subject of or involved in any claim,  written demand, notice, proceeding or litigation alleging: 



a.
merger, anti-trust, copyright or patent violation?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





b.
violations of any federal or state securities laws or regulations?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





c.
discriminatory practice violation or litigation?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





d.
violation of the Employee Retirement Income Security Act of 1974 as amended or any similar law?






Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



e.
negligence in providing professional services?



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



f.
deceptive trade practices or consumer fraud?



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


4.
Within the last 3 years, has any Director or Officer been involved in any litigation concerning any business venture or entity?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


5.
Within the last 3 years, has the Applicant, any Subsidiary or any person associated with such entities for whom this insurance is being sought been the subject of disciplinary action by a regulatory agency or associations?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


6.
Within the last 3 years, has the Applicant, any Subsidiary or any person associated with such entities for whom this insurance is being sought been the subject of action where a license was revoked or suspended?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


If “yes” to any of the above please provide details: 
     ____________________________________________

NOTICE

Providing information about a claim or potential claim in response to any question in any Part of this Application does not create coverage for such claim or potential claim.  Applicant’s failure to report to its current insurance company any claim made against it during the current policy term, or to report any act, omission or circumstance which Applicant is aware of which may give rise to a claim, before the expiration of the current policy may create a lack of coverage.

PART II – DIRECTORS & OFFICERS LIABILITY

To be completed only if Applicant is seeking D&O Liability Coverage


1.
If an Applicant is privately held or is an LLC, please complete the following: 



a.
Total number of common shares outstanding:
     




b.
Total number of common shareholders:
     




c.
Total number of common shares owned by Directors and Officers of the Applicant:
     



2.
Within the last 18 months, has the Applicant or any Subsidiary transacted or attempted: 



a.
a private debt or equity offering of securities?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





b.
a public debt or equity offering of securities?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





If “yes” to any of the above please provide details: 
     ____________________________________________


3.
Within the next 12 months, does the Applicant or any Subsidiary anticipate any: 



a.
private debt or equity offering of securities?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





b.
public debt or equity offering of securities?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





If “yes” to any of the above please provide details: 
     ____________________________________________


4.
Does any shareholder own (directly or beneficially) five (5) percent or more of the common shares outstanding?  If “yes” complete the chart below. 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

	Shareholder Name
	Percentage of Ownership
	Director/Officer?

	
	
	Yes
	No

	1.       
	     %
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2.       
	     %
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.       
	     %
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.       
	     %
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5.       
	     %
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6.       
	     %
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Please attach the following for the Applicant: 

	If you are requesting policy limits over $1mm, or your Company’s asset size is over $50mm please attach most recent audited financial statement.


PART II.A - HOSPITAL D&O QUESTIONS

To be completed  by Hospitals if seeking D&O coverage

General Information

1.
Does the Applicant contract with more than twenty percent (20%) of the physicians in any given field of practice within its geographical service area?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If “yes” please provide market share percentage: 
     %

2.
Do the Applicant’s members control more than twenty percent (20%) of the healthcare services within its geographical service area?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If “yes” please provide market share percentage: 
     %

3.
Does the Applicant perform peer review and credentialing? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” please answer the following questions: 




a.
Does the Applicant have written policies and procedures in place for peer review, credentialing, re-credentialing, and making decisions which adversely affect a provider’s credentials?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





b.
Is legal counsel consulted before any recommendation or decision which adversely affects a provider’s privileges or credentials becomes final?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





c.
Have any providers been removed or disqualified from the Applicant’s panel in the last twelve (12) months?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


If “yes” how many?
      



4.
Is the Applicant managed or administered by any third party under contract or agreement?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


5.
Does the Applicant manage or provide administrative services for any medical and/or non-medical facility under any contract or agreement?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Collection Procedures

6.
Does the Applicant utilize the services of an outside, unrelated entity to collect outstanding patient balances?



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


7.
Does the applicant have written policies and procedures with respect to the billing and collection of the unpaid balances of underinsured and uninsured patients?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Regulatory Compliance Information

8.
Does the Applicant have a Compliance Program in effect?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” date implemented:
     /     /      



9.
Does the Applicant maintain a process, such as a hotline, to receive complaints and allegations of wrongdoing and/or compliance violations?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” are all hotline complaints or allegations investigated?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “no” explain: 
     __________________________________________________________


10.
Has the Applicant developed and distributed written standards of conduct (such as a compliance code) to employees?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


11.
Does new employee orientation for each Applicant include training on compliance?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


12.
Has any Applicant proposed for this insurance been subjected to any type of audit investigating whether it allegedly: (1) received overpayments for services provided or (2) violated any law?



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” explain (use separate sheet if necessary):
     _____________________________

_____________________________________________________________________________ 



13.
Has any Applicant proposed for this insurance: (a) voluntarily disclosed to any governmental Agency or (b)  retained outside legal counsel to provide an opinion as to whether or not a certain course of conduct would be a violation or potential violations of the Civil False Claims Act (31 U.S.C. § 3729-3732); the Physician Ownership & Referral law {Stark Self-Referral Law} (42 U.S.C. § 1395 nn); acts potentially giving rise to Medicare/Medicaid Civil Money Penalties (including false claims and kickbacks) (42 U.S.C. § 1320a-7a(a)) or acts potentially giving rise to Program Fraud Civil Remedies (31 U.S.C. § 3801)?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” explain (use separate sheet if necessary):
     _____________________________

_____________________________________________________________________________ 



14.
Has any Applicant proposed for this insurance entered into a criminal or civil settlement with the United States or with some party acting on behalf of the United States by which claims against such Applicant were resolved?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” explain (use separate sheet if necessary):
     _____________________________

_____________________________________________________________________________ 


​​​​​​​​​​​​​
PART II.B – HEALTHCARE (non-hospital) D&O QUESTIONS

To be completed by healthcare applicants (other than hospitals) if seeking D&O coverage

Collection Procedures

1.
Does the Applicant utilize the services of an outside, unrelated entity to collect outstanding patient balances?



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


2.
Does the Applicant have written policies and procedures with respect to the billing and collection of the unpaid balances of underinsured and uninsured patients?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Other Healthcare Questions

3.
Does the Applicant contract with more than twenty percent (20%) of the physicians in any given field of practice within its geographical service area?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If “yes” please provide market share percentage: 
     %

4.
Do the Applicant’s members control more than twenty percent (20%) of the healthcare services within its geographical service area?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If “yes” please provide market share percentage: 
     %

5.
Does the Applicant have a Compliance Program in effect?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” date implemented:
     /     /      



6.
Does the Applicant maintain a process, such as a hotline, to receive complaints and allegations of wrongdoing and/or compliance violations?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


7.
Has the Applicant developed and distributed written standards of conduct (such as a compliance code) to employees?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


8.
Has any Applicant proposed for this insurance been subjected to any type of audit investigating whether it allegedly: (1) received overpayments for services provided or (2) violated any law?



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” explain (use separate sheet if necessary):
     _____________________________

_____________________________________________________________________________ 



9.
Has any Applicant proposed for this insurance: (a) voluntarily disclosed to any governmental Agency or (b)  retained outside legal counsel to provide an opinion as to whether or not a certain course of conduct would be a violation or potential violations of the Civil False Claims Act (31 U.S.C. § 3729-3732); the Physician Ownership & Referral law {Stark Self-Referral Law} (42 U.S.C. § 1395 nn); acts potentially giving rise to Medicare/Medicaid Civil Money Penalties (including false claims and kickbacks) (42 U.S.C. § 1320a-7a(a)) or acts potentially giving rise to Program Fraud Civil Remedies (31 U.S.C. § 3801)?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” explain (use separate sheet if necessary):
     _____________________________

_____________________________________________________________________________ 



10.
Has any Applicant proposed for this insurance entered into a criminal or civil settlement with the United States or with some party acting on behalf of the United States by which claims against such Applicant were resolved?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes” explain (use separate sheet if necessary):
     _____________________________

_____________________________________________________________________________ 


PART III – EMPLOYMENT PRACTICES LIABILITY 

To be completed only if Applicant is seeking EPL Coverage


1.
Applicant Employee Information: 



a.
For the Applicant and all Subsidiaries combined, what is the current total number of:





full-time employees: 
     



part-time seasonal employees: 
     



independent contractors: 
     


volunteers: 
     

Do you want independent contractors covered under this policy? 

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



b.
How many such employees are highly-compensated individuals?($100,000 or more per year)
     




c.
Of the current total, how many employees are in the following jurisdictions:






California:
     







Outside the U.S:
     




d.
What was the Applicant’s and all Subsidiaries’ total number of employees 1 year ago?
     




e.
What is the percentage of such employees that have turned over in the past year?
     %




f.
How many of such employees have been terminated over the past 3 months?
     



2.
During the last 3 years, has the Applicant or any Subsidiary been involved in any administrative proceeding before:





a.
the Equal Employment Opportunity Commission?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





b.
the U.S. Department of Labor including the Office of Federal Contract Compliance Program (OFCP)?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





c.
any state or local government agency whose purpose is to address employment-related claims?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





If “yes” to any of the above please provide details: 
     ____________________________________________


3.
Is the Applicant or any Subsidiary a Federal Contractor?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If “yes”, is the required Affirmative Action Plan in place?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


4.
Do the Applicant and all Subsidiaries have written guidelines or procedures for addressing human resource personnel management in the following areas:



a.
Discrimination?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





b.
Employee at will statement and employee contract disclaimer?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





c.
Sexual harassment?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





d.
Employee grievances or complaints?




Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



e.
Employee terminations / hiring?




Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



f.
Accommodating the disabled?




Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



g.
Discipline?






Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



h.
Orientation of all new employees?




Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



i.
Employment evaluations?





Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


5.
Do the Applicant and all Subsidiaries distribute written guidelines or procedures to all employees?



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


6.
Are all employees terminations reviewed with human resources and inside/outside counsel?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


7.
Do the Applicant and all Subsidiaries use outside counsel for employment advice?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


8.
Do the Applicant and all Subsidiaries have a full-time human resource manager?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


9.
Have all management staff and officers of the Applicant or any Subsidiary attended training and education programs on sexual harassment and discrimination within the last 24 months?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

PART IV – THIRD PARTY LIABILITY
To be completed only if the Applicant is seeking Third Party EPL coverage


1.
Does the Applicant have written procedures for handling complaints of discrimination and/or harassment from third parties?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


2.
Does the Applicant record all complaints of discrimination or sexual harassment by third parties?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


3.
Has the Applicant received any complaints alleging discrimination and/or harassment from third parties?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If  “yes” provide the total number of complaints received:         and provide full details on a separate sheet. 




4.
Does the Applicant’s public facilities have access for the disabled in compliance with A.D.A. law?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If  “no” provide an explanation on a separate sheet. 




5.
Does the Applicant take steps to ensure that its operation complies with A.D.A. requirements?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If  “no” are you willing to do so? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


6.
Does the Applicant provide training to its employees regarding discrimination and harassment of third parties (including the disabled)?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If  “yes”, is the training part of a formalized course? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



Is the training compulsory? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


7.
Does the Applicant have employees that work at customer locations or perform a majority of their functions off site?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If  “yes”, what percentage?
     % 


Application continued on next page
PART V – FIDUCIARY LIABILITY

To be completed only if Applicant is seeking Fiduciary Liability Coverage

(Single Employer Plans Only; multi-employer and/or union ERISA plans are not covered by this application)


1.
Indicate the type of plans for which insurance is requested:


	
	Type
	Name of Plan(s)
	Assets
	Trustee
	Plan Administrator

	
	     
	     
	$     
	     
	     

	
	     
	     
	$     
	     
	     

	
	     
	     
	$     
	     
	     

	
	     
	     
	$     
	     
	     

	
	     
	     
	$     
	     
	     

	
	     
	     
	$     
	     
	     

	
	
	Total asset value of all plans: 
	$     



Types: 
DB = Defined Benefit
DC= Defined Contribution
P = Pension



W = Welfare Benefit
E= ESOP
O = Other


2.
Total number of participants (including retirees) enrolled in all plans:
     

3.
Do any plans not conform to the standards of eligibility, participation, vesting and other provisions of the Employee Retirement Income Security Act of 1974 (ERISA) as amended or similar laws?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


4.
Are any of the plans under funded by more than twenty percent (20%), or is the Applicant delinquent in contributing to any plan?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


5.
Have any plans been terminated, suspended, merged, dissolved, or converted to a cash balance plan within the last 24 months?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


6.
Does the Applicant or any Subsidiary plan on terminating, suspending, merging, or dissolving any plan within the next 12 months?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


7.
Are more than ten percent (10%) of the assets of any plan (other than an ESOP) invested in any securities of or loan to the Applicant in any real estate?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



If “yes” to any of questions 3-7 above please provide details:      _____________________________________


8.
Are plan participants educated annually regarding investment alternatives?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


9.
Are the plans reviewed annually to assure there are no violations of any trust agreements, prohibited transactions, or party-in-interest rules?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

PART VI 

To be completed by Applicant
	
	Place a check next to the boxes below where Applicant has current coverage in place either with CNA or with any other carrier:
	Place a check next to the boxes below where Applicant has no current coverage in place:

	
	                 FORMCHECKBOX 
  Directors and Officers Liability
	                      FORMCHECKBOX 
  Directors and Officers Liability

	
	                 FORMCHECKBOX 
  Employment Practices Liability 
	                      FORMCHECKBOX 
  Employment Practices Liability 

	
	                 FORMCHECKBOX 
  Entity Liability
	                      FORMCHECKBOX 
  Entity Liability

	
	                 FORMCHECKBOX 
  Fiduciary Liability
	                      FORMCHECKBOX 
  Fiduciary Liability

	
	*The Warranty set forth below is inapplicable to those coverages checked above and should not be completed if the Applicant is requesting continuity.
Current Coverage has been in place since      
	The Warranty set forth below applies only to those
coverages checked above.

	
	

	
	Warranty:  None of the individuals to be insured under any Coverage Part (the “Insured Persons”) is responsible for or has knowledge of any wrongful act or fact, circumstance or situation which (s)he has reason to suppose might result in a future claim, except as follows:

      A.   Exceptions to the Warranty:     Yes  FORMCHECKBOX 
 (please attach details)

      B.   No Exceptions:  Please check here if there are no exceptions to the Warranty  FORMCHECKBOX 



1.
It is agreed by all concerned that if any of the Insured Persons is responsible for or has knowledge of any wrongful act, fact, circumstance, or situation which s(he) has reason to suppose might result in a future claim, whether or not described above, any claim subsequently emanating there from shall be excluded from coverage under the proposed insurance as to (i) such of the insured persons and (ii) the applicant, subsidiaries and the plan if such insured persons are executive officers. The responsibility or knowledge of any individual shall not be imputed to any other individual for the purposes of determining the availability of coverage.
2.
It is declared that this application and any materials submitted or required (which shall be maintained on file by the Insurer and be deemed attached as if physically attached to the proposed Policy) are true and are the basis of the proposed Policy and are to be considered as incorporated into and constituting a part of the proposed Policy.
3.
The undersigned declares that to the best of his/her knowledge the statements set forth herein are true and correct and that reasonable efforts have been made to obtain sufficient information from all of the Insured Persons to facilitate the proper and accurate completion of this application for the proposed Policy.  Signing of this application does not bind the undersigned to purchase the insurance, but it is agreed that this application shall be the basis of the contract should a Policy be issued, and this application will be attached to and become part of such Policy.  The undersigned agrees that if after the date of this application and prior to the effective date of any Policy based on this application, any occurrence, event or other circumstance should render any of the information contained in this application inaccurate or incomplete, then the undersigned shall notify the Insurer of such occurrence, event or circumstance and shall provide the Insurer with information that would complete, update or correct such information.  Any outstanding quotations may be modified or withdrawn at the sole discretion of the Insurer.

4.
The information requested in this application is for underwriting purposes only and does not constitute notice to the Insurer under any Policy of a claim or potential claim.  All such notices must be submitted to the Insurer pursuant to the terms of the Policy, if and when issued.
The undersigned acknowledges that he or she is aware that defense costs reduce and may exhaust the applicable Limits of Liability. The Insurer is not liable for any loss (which includes defense costs) in excess of the applicable Limits of Liability.

WARNING – Arkansas, Colorado, Florida, Hawaii, Kentucky, Louisiana, New Jersey, New York, Maine, Ohio, Oklahoma, Pennsylvania and Virginia Residents only

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 (for New York residents only:  and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.)  (For Colorado Residents only:  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.)  (For Hawaii residents only: 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.)

This application must be signed by the Chairman of the Board, Chief Executive Officer or by the President.

	Signed:
	

	
	

	Title:       
	                         

	
	

	Corporation:
	     

	
	

	Date:   
	     


[image: image2.png]
Please submit this application, when completed, signed and dated to your Regional Underwriter Technician.
     For a complete listing of Regional Underwriters and Underwriter Technicians, log on to www.cnapro.com and click on Contact/Submission Information[image: image1.png]
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