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	INSURANCE COMPANY E&O
 Application for Insurance Coverage 



NOTICE:

THIS IS A CLAIMS-MADE POLICY AND, SUBJECT TO ITS PROVISIONS, APPLIES ONLY TO ANY CLAIM FIRST MADE AGAINST THE INSURED DURING THE POLICY PERIOD. NO COVERAGE EXISTS FOR CLAIMS FIRST MADE AGAINST AN INSURED AFTER THE END OF THE POLICY PERIOD UNLESS, AND TO THE EXTENT THAT, THE EXTENDED REPORTING PERIOD APPLIES.  DEFENSE COSTS REDUCE THE LIMIT OF LIABILITY. THE INSURER DOES NOT ASSUME ANY DUTY TO DEFEND UNDER THIS POLICY. PLEASE REVIEW THE POLICY CAREFULLY AND DISCUSS THE COVERAGE WITH YOUR INSURANCE AGENT OR BROKER.

GENERAL INFORMATION 
1.
a.
The Applicant Company to be named in item 1 of the Declarations:

     ___________________________________________________________________________

b.
Street Address (no P.O. Box):
     ______________________________________________
City:
     ______________________
State:
     
Zip Code:
     
Telephone:
(     )      -     

Fax:
(     )      -     
Web Address:
     _____________________________________________________________
c. Officer designated to receive correspondence and notices from the Insurer:

Name:
     ____________________________
Title:
     _________________________

2.
During the past twelve (12) months, has the Applicant or any Subsidiary:


a.
filed a registration statement with the Securities and Exchange Commission?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No
b.
been involved in any merger, consolidation, acquisition, tender, offer, or divestment or sale of it’s stock in an amount in excess of 10% of the total stock outstanding? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

If “yes” to a or b above, provide details:
     ___________________________________________

________________________________________________________________________________

3.
Within the past twelve (12) months have the Applicant’s outside auditors stated that there are any material weaknesses in its systems of internal controls?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No
If “yes”  provide details:
     _____________________________________________________

________________________________________________________________________________

4.
Provide the dates of the last three (3) regulatory exams for the Applicant and each subsidiary, and the name of the respective examining agency:
	Date
	Name of Examining Agency

	     
	     

	     
	     

	     
	     


5.
Within the past five (5) years has the Applicant or any Subsidiary received a Cease and Desist Order from any regulator, or entered into any other type of written agreement concerning its operations with any regulator?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

6.
a.
Provide the following information with respect to any applicable insurance coverage currently maintained by the Applicant or any subsidiary:

Limit
Carrier
Expiration Date


Fidelity Bond:
     
     
     


General Liability:
     
     
     


Errors & Omissions (E&O):
     
     
     


Directors & Officers (D&O):
     
     
     
D&O Premium:
$     ___________
D&O Retention:
     ___________
b.
Has any previous D&O liability insurer indicated to the Applicant an intent to not offer renewal terms?






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

c.
During the past three (3) years, has the Applicant made any Claim in excess of $100,000 under its financial institution bond?




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

If “yes” provide details:

     ______________________________________________________________________

     ______________________________________________________________________

     ______________________________________________________________________

7. During the past three (3) years have any of the Insureds have been involved in:
a.
any anti-trust, copyright or patent litigation?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

b.
any civil or criminal action  or administrative proceeding charging a violation of any federal, state, or local law or regulation?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No


c. 
any representative actions, class actions or derivative suits?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

d.
any other material litigation?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No


e.
any regulatory action, agreement, order or memorandum?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No


f.
any Claim or notice of any potential Claim made under any D7O liability policy? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No


If “yes” to any of the above attach full details. 

8.
Indicate type of ownership structure:

a.
 FORMCHECKBOX 
 
STOCK OWNERSHIP

(i)
Do any individual shareholders own greater than 5% of the Applicant company? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

(ii)
If “yes” do these shareholders have board representation? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No


(iii)
What percentage of the Applicant Company do the Directors and Officers own?
     %




b.
 FORMCHECKBOX 
 
MUTUAL INSURANCE COMPANY

(i)
Is the Applicant converting, or does it plan on converting within the next twelve (12) months to a Mutual Holding Company, or undertaking a full demutualization? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No


If “yes” explain: 
     ________________________________________________

Please attach any Notice of Annual Meeting to Stockholders that was sent within the last twelve (12) months and the current indemnification provisions of the charter and bylaws. If the Applicant Company is not publicly traded, submit audited financial statement s for the last three (3) years. 






INSURANCE COMPANY PROFESSIONAL LIABILITY

9.
Type of Insurance Companies within the Group:
 FORMCHECKBOX 
  Property & Casualty
 FORMCHECKBOX 
 Life, Accident & Health
 FORMCHECKBOX 
 Title Insurance
 FORMCHECKBOX 
 Other

10.
a.
Indicate which of the following Professional Services you currently provide, offer or plan to offer policyholders and non-policyholders, either directly (through one or more Subsidiary), or indirectly (through non-owned agents and/or independent contractors):
Professional Service
Approximate % of Entity Revenue
 FORMCHECKBOX 
  Actuarial Consulting
     %

 FORMCHECKBOX 
 Claims Handling & Adjusting
     %

 FORMCHECKBOX 
 Data Processing
     %

 FORMCHECKBOX 
 Personal Injury Rehabilitation Services
     %

 FORMCHECKBOX 
 Premium Financing
     %

 FORMCHECKBOX 
 Safety Inspection /  Loss Control
     %

 FORMCHECKBOX 
 Salvage and Subrogation
     %
 FORMCHECKBOX 
 Insurance Agency / Broker Operations
     %

 FORMCHECKBOX 
 Third Party Administrator
     %

 FORMCHECKBOX 
 Financial Planner
     %
 FORMCHECKBOX 
 Investment Advisory Services
     %

 FORMCHECKBOX 
 Mutual Fund Operations
     %

 FORMCHECKBOX 
 Pension Consulting
     %

 FORMCHECKBOX 
 Asset Management
     %

Provide a description of any professional services that the Applicant provides for a fee whether on the above list or not, and whether it is performed for policyholders or for third parties. For services not listed, provide the percent of revenue received from these services.   

b.
Are any of the services described above performed pursuant to a written contract?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “yes”, who, if anyone reviews the contracts?
     ____________________________



c.
Do any of the written contracts described above contain hold harmless or indemnification provisions?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
d.
If such services are provided to third parties, has any management personnel been alerted to any potential conflicts of interest between the Applicant and such third party??
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
11.
Claims Handling and Adjusting
a.
Provide the total number of Claims Personnel for the most recent and prior year:

	Claims Personnel:
	Most Recent Year
	Prior Year

	Claims Officers:
	     
	     

	Claims Managers / Supervisors
	     
	     

	Senior Adjustors / Examiners
	     
	     

	Junior Adjustors / Examiners
	     
	     

	Secretary & Clerical
	     
	     

	TOTAL CLAIMS PERSONNEL:
	     
	     


What is the turnover rate for Claim perssonel (not including secretary and clerical):
     _____
b.
Provide the total annual number of Claims handled as of most recent year-end:
	Line of Business:
	Most Recent Year
	Prior Year

	Liability
	     
	     

	Property
	     
	     

	Life / Annuity
	     
	     

	Accident & Health
	     
	     

	Other
	     
	     


c.
Provide the following current regional and branch office information:
Total number of regional / branch claims handling offices:
     
Percentage of claims handled in regional offices:
     %
Type s of claims handled by regional offices:
     ___________
Regional claims offices settlement authority
     
Are there any types of claims not handled in regional offices?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “yes” what type?
     _________________________________________
d.
Is the Company’s Claims handling and adjusting:
 FORMCHECKBOX 
 Centralized  (all Claims handled in Home Office); or

 FORMCHECKBOX 
 De-centralized  (Claims are handled in both Field and in Home Office)

e.
What percentage of Claims adjusting is performed by outside firms?
     %

f.
Are hold-harmless or indemnification provisions contained in any contract for outside claims adjustment services?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Please attach contract.

g.
Are the Applicant’s agents granted authority to settle Claims?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “yes” how much settlement authority do agents have?
     
h.
Does the applicant have written claims handling procedures?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

(i)
If “no” under what guidelines do adjusters operate?      ___________________________
(ii)
If “yes” are all adjuster provide with a copy of the manual?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

(iii)
If  there is a manual, how often is it updated?
     _____________________________

i. 
What , if any, are the education requirements of  claims adjusters?
     ______________

_________________________________________________________________________
j.
Does the Applicant provide any formal training for claims adjusters?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

k.
Are there claim file documentation procedures in place?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

l.
How often, if at all, are claims files audited either internally or by an outside auditor?

 (i)
Internally?
     ________
(ii)
Outside Auditor?
     ________

m.
Who, if anyone, reviews claim file audits?
     ________
n.
Are loss reviews conducted by management?

If “yes” how often are the performed?
     ________
by who?
     ________

o.
Are there measures in place to ensure that all adjusters are licensed in compliance with any applicable state regulations?




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

p.
Are there written procedures for the handling of claims again the Applicant or any subsidiary, or any other potential insured alleging errors, omissions, misstatements, acts or breach of fiduciary duty seeking extra contractual, punitive, exemplary, multiplied or bad faith damages I connection with claims handling or adjusting?




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 If “yes” please attach a copy of the procedures. 
If “no” how are such claims handled?
     _______________________________________

q.
Are the procedures the same for handling excess of limit demands or claims?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

(i)
If “no” please describe:
     ________________________________________________

(ii)
Who is responsible for handling such claims?
     ____________________________

If outside counsel is used please specify. 
     ____________________________
12.
Safety Inspection and Loss Control
a.
Loss Control / Safety Engineering Services are provided to:  


 FORMCHECKBOX 
 policyholders
 FORMCHECKBOX 
non-policyholders  (Annual Revenue:  $     ___)

b. Specify the total number of individuals performing such service by category:






Loss Control Representatives:
      






Safety engineers:
     
c. Specify the total number of surveys/inspections performed as of most recent year-end:






Engineering surveys:
      

Safety engineers:
     
d.
What types of inspection/loss control does the company perform?
     ______________________
13.
Personal Injury Rehabilitation
a.
Personal Injury Rehabilitation Services are provided to:
 FORMCHECKBOX 
 policyholders
 FORMCHECKBOX 
non-policyholders  (Annual Revenue:  $     ___)

b.
Specify the total number of personal injury rehabilitation specialists employed:
     
c.
Percentage pf rehabilitation services performed for outside firms:
     
14. 
Premium Finance
a.
Premium Finance  Services are provided to:
 FORMCHECKBOX 
 policyholders
 FORMCHECKBOX 
non-policyholders  (Annual Revenue:  $     ___)

b.
Specify the percentage of premium finance services performed by outside firms:
     %
15.
Insurance Pool Management/Captive Management

a.
Are management services provided to insurance pools and/or captive insurance companies in which the Applicant and the subsidiaries do not participate?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

b.
Check ALL services provided to the pool and/or captive by the Applicant and the subsidiaries:
 FORMCHECKBOX 
 Actuarial Consulting 
 FORMCHECKBOX 
 Claims Handling and Adjusting
 FORMCHECKBOX 
 Data Processing
 FORMCHECKBOX 
 Personal Injury Rehabilitation Services

 FORMCHECKBOX 
 Return Processing
 FORMCHECKBOX 
 Safety Inspection / Loss Control

 FORMCHECKBOX 
 Salvage and Subrogation
 FORMCHECKBOX 
 Other describe): 
     ________________
16.
Other Third-Party Professional Services

For the third-party services listed below, answer ONLY if the Applicant or any subsidiary provides these services to non-policyholders. 
a.
Actuarial Consulting Services

(i) 
Annual Revenue:
$     
(ii)
Primary Customer for service: 
 FORMCHECKBOX 
 Insurance Companies
 FORMCHECKBOX 
 Captive/PGs/RRGs

 FORMCHECKBOX 
 Self-Insured Programs/METS
 FORMCHECKBOX 
 Other

(iii)
Actuarial services provided:

 FORMCHECKBOX 
 Loss Reserve Analysis/certification
 FORMCHECKBOX 
 Other
b.
Electronic Data Processing

(i) 
Annual Revenue:
$     
(ii)
Primary Customer for service: 
 FORMCHECKBOX 
 Insurance Companies
 FORMCHECKBOX 
 Captive/PGs/RRGs

 FORMCHECKBOX 
 Self-Insured Programs/METS
 FORMCHECKBOX 
 Other

c.
Salvage and Subrogation

(i) 
Annual Revenue:
$     
(ii)
Primary Customer for service: 
 FORMCHECKBOX 
 Insurance Companies
 FORMCHECKBOX 
 Captive/PGs/RRGs

 FORMCHECKBOX 
 Self-Insured Programs/METS
 FORMCHECKBOX 
 Other

d.
(i)
Are there any written guidelines or procedures for professional services offered?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
(ii)
If “yes” how often are they updated?
         
(Attach copy of procedures)
(iii)
Have any management personnel been alerted to any violation of these procedures?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
17.
a.
Is the Applicant a Life Insurance Company?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
b.
If “yes” is it currently or does it plan on becoming a member of IMSA?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

c.
If “yes” what operations, management or procedural changes were made, or are going to be made to bring the Applicant into compliance with IMSA?

     _________________________________________________________________________

______________________________________________________________________________

18.
Sales and Market conduct issues.  Only complete this question if the Applicant is a Life Insurance Company. 
a.
Does the Applicant  currently use, or has it used in the past, or allowed the use of illustrations that use the terms “vanishing”, “vanishing premium”, or other terminology that implies the policy becomes paid up? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
b.
Has the Applicant received any indication of potential policyholder action regarding sales practice / market conduct issues?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “yes” please explain:  
     ___________________________________________________
____________________________________________________________________________

c.
Do the Applicant’s marketing materials currently comply with the NAIC Sales Illustration Model Regulation Standards?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “no” what corrective procedures need to be implemented in order to be in compliance?  


     ________________________________________________________________________

19.
Vicarious Liability from Agents
a.
Does the Applicant maintain educational, professional, or professional qualifications for a person to become an agent of the Applicant?

  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “yes” what are these requirements:  
     ________________________________________

____________________________________________________________________________

b.
Does the Applicant require that the agents purchase Individual E&O coverage (either on their own or through the Applicant)?

  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “yes” who provides the coverage?  
     ________________________________________

____________________________________________________________________________

c.
What Corporate supervisory procedures are in place to monitor independent agent activity?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

How often does the company audit its agency force.       _____________________________

____________________________________________________________________________

20.
Claims History

a.
Have any Professional Liability (E&O) judgments, settlements, payments, Claims or suits seeking punitive or exemplary or extra contractual damages been made during the past five years against the Applicant or any of its past or present directors, officers, employees or any predecessors in business?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “yes” provide the following information for each judgment, settlement, payment, claim or suit made in the past five years:

(i) the date the underlying claim was reported to the Applicant.

(ii) The date the E&O action was made against the Applicant.

(iii) A narrative of the facts and circumstances which led to the E&O action against the Applicant.

(iv) The current status of the E&O action, and the following information: 

IF OPEN:

a)
the current demand by the plaintiff for:  Contractual Damages; Extra Contractual Damages; Punitive/Exemplary Damages

 b)
the current reserve established for each claim

IF CLOSED:

a)
date of judgment or settlement

b)
the judgment, settlement o payment made for: Contractual Damages; Extra Contractual Damages; Punitive/Exemplary Damages; Defense Expenses

b.
Is there a separate unit to monitor ECO/Bad Faith matters?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
c.
What are the Applicant’s procedures for handling, assessing and monitoring E&O-related threats (i.e. demands, threats or non-suited matters which allege bad faith or E&O which seek Extra-contractual or Punitive damages)?

      ______________________________________________________________________

___________________________________________________________________________

d.
Does the Applicant have any contingent commission or placement service agreements in place with any insurance brokerages?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “yes” describe the nature of such agreement and the parties involved: 

     ______________________________________________________________________

___________________________________________________________________________

WARRANTY
No insured is responsible for or has knowledge of any wrongful act, or fact , circumstance or situation which they have reason to suppose might result in a future claim, except as follow (if  “None” check appropriate box): 
 FORMCHECKBOX 
 None; or
     _______________________________________________________________________________________________

____________________________________________________________________________________________________

Applicant hereby declares, after inquiry, that the information contained herein and in any supplemental applications or forms required hereby, are true, accurate and complete, and that no material facts have been suppressed or misstated. Applicant acknowledges a continuing obligation to report to the CNA Company to whom this Application is made (“the Company”) as soon as practicable any material changes in all such information, after signing the application and prior to issuance of the policy, and acknowledges that the Company shall have the right to withdraw or modify any outstanding quotations and/or authorization or agreement to bind the insurance based upon such changes. 

Further, Applicant understands and acknowledges that: 

1) Completion of this application and any supplemental applications or forms does not bind the Company to issue the policy; 

2) If a policy is issued, the Company will have relied upon, as representations, this application, any supplemental applications and any other statements furnished to the Company in conjunction with this application; 

3) All supplemental applications, statements and other materials furnished to the Company in conjunction with this application are hereby incorporated by reference into this application and made a part thereof; 

4) This application will be the basis of the contract and will be incorporated by references into and made a part of such policy; 

5) If a policy is issued, the limit of liability contained in the policy shall be reduced and may be completely exhausted by the payment of damages and claims expenses. In such event the Company shall not be liable for damages or claims expenses to the extent that such cost or amount exceeds the limit of liability of this policy; 

6) If a policy is issued, claims expenses which are incurred shall be applied against the deductible or retention amount as provided in the policy; 

7) Applicant’s failure to report to its current insurance company any claim made against it during the current policy term, or act, omission or circumstances which the Applicant is aware of that may give rise to a claim before expiration of the current policy, may create a lack of coverage. 
Applicant hereby authorizes the release of claim information to the Company from any current or prior insurer of the Applicant or any Subsidiary or Predecessor Firm listed in this application.  Application must be signed by the Chairman, CEO or President, and by the CFO. 
	 Signature of Applicant 

Chairman, CEO or President: 
	

	Printed Name:
	     

	Title:
	     
	Date:
	     


	Signature of Applicant CFO: 
	

	Printed Name:
	     

	Title:
	     
	Date:
	     


	Insurance Agent Signature:
	
	Date:
	     


	FRAUD NOTICE –  Where Applicable Under The Law of Your State

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 or incomplete information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime and may be subject to  civil fines and criminal penalties (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 Pennsylvania Residents only:  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 year and payment of a fine of up to $15,000.) (For Tennessee Residents only:  Penalties include imprisonment, fines and denial of insurance benefits.)
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