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EMPLOYMENT PRACTICES LIABILITY COVERAGE for Professional  Firms Application

NOTICE

THE POLICY YOU ARE APPLYING FOR APPLIES ONLY TO ANY CLAIM FIRST MADE DURING THE POLICY PERIOD.  CLAIMS MUST BE REPORTED TO THE COMPANY IN ACCORDANCE WITH SECTION V.  CLAIMS EXPENSES ARE WITHIN THE LIMITS OF LIABILITY.
PLEASE REVIEW THE POLICY CAREFULLY AND DISCUSS THE COVERAGE WITH YOUR INSURANCE AGENT OR BROKER.
PLEASE NOTE THAT THE COMPLETION OF THIS APPLICATION BY THE APPLICANT DOES NOT BIND THE COMPANY TO ANY OBLIGATION TO SUBSEQUENTLY ISSUE A POLICY OF INSURANCE.

If the space given is insufficient, please attach a separate sheet referenced to the specific question being answered.

	1.
a.
	Name of applicant:
	     





(Name of Firm)

	
b.
	Address of principal office:
	     





(Number and Street)

	     
	
	   
	
	     
	
	     

	(City)
	
	(State)
	
	(Zip Code)
	
	(Telephone Number)


	c.
Website:
	     


d. List the addresses of all branch offices (if applicable):

	City
	
	State
	
	Years in Operation

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     


e.   Date firm established.     

2.
a.
List prior employment practices liability insurance for the past three (3) years (either stand-alone policies or supplemental coverage provided under some other type of insurance).  Please use a separate addendum if necessary.

	
	
	
	Period
	
	Insurer
	
	Limit
	
	Retention
	
	Coinsurance

	
	
	
	     /     /
to      /     /
	
	     
	
	     
	
	     
	
	     

	
	
	
	     /     /
to      /     /
	
	     
	
	     
	
	     
	
	     

	
	
	
	     /     /
to      /     /
	
	     
	
	     
	
	     
	
	     


	b.
	Has a previous insurer ever canceled or non-renewed the Firm for
employment practices liability insurance (either on a stand-alone basis or as supplemental coverage provided under some other type of insurance)?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “Yes,” provide details of the circumstances of cancellation or non-renewal.

	c.
	Desired coverage:
	
	Limit of liability:
	     
	
	Retention:
	     

	
	Coinsurance (if other than 10%)
	     


3.  
EMPLOYEES

	a.
	Current Number of Partners:
	
	     

	
	Associates/of Counsel:
	
	     

	
	All other full-time employees:
	
	     

	
	Part-time employees (including seasonal and temporary):
	
	     


(Please provide a separate breakdown for each office.)

b.
What was the annual employee (including all professionals) turnover rate for the last four (4) years?

	
	20     :
	
	     %
	20     :
	
	     %
	20     :
	
	     %
	20     :
	
	     %


c. How many involuntary terminations have occurred in the past two (2) years?  

	
	Employees:
	     
	All professionals:
	     


d. Percentage of employees (including all professionals) with salaries (including bonuses):

	
	Less than $50,000:
	
	     %

	
	$50,000 - $100,000:
	
	     %

	
	$100,000 - $250,000:
	
	     %

	
	Greater than $250,000:
	
	     %


	e.
	Are there any written employment agreements with any employee?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



If “Yes”, with whom and please attach copies of the specimen agreement(s).

    f.       Current number of dedicated independent contractors, not included above?  Please describe the nature of their work.

4.
CLAIMS HISTORY
	a.
	During the last five (5) years, have any of the Insureds been a party
to any employment or labor-related litigation?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “Yes”, please complete the attached Claim Summary Supplement for each claim or suit.

	b.
	During the last five (5) years, have any of the Insureds been a party
to any administrative proceeding before:
	
	

	
	
	
	

	
	(1)
the Equal Employment Opportunity Commission (“EEOC”)?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
	
	
	

	
	(2)
the U.S. Department of Labor including the Office of Federal Contract Compliance Programs (“OFCCP”)?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(3)
any state or local government agency whose purpose is to address employment-related claims?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



If “Yes” to any of the above, please state the number of each type of proceeding and, for each proceeding which has or is expected to exceed $50,000 in Loss (including Defense Costs), attach full details.
	Type of Proceeding
	
	Number of Proceedings

	
	
	

	EEOC
	
	     

	OFCCP
	
	     

	State/Local Government
	
	     

	Agency
	
	     


	c.
	Are any of the Insureds currently required to comply with any judicial
or administrative agreement, order, decree or judgment relating to employment?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


              Have any of the Insureds ever pleaded guilty to or been adjudicated guilty of any 

              criminal charge?

                If “Yes”, please attach a copy or provide details.

	d.
	(1)
Has the Firm had any layoffs, staff reductions, facility closings
or consolidations during the last three (3) years which resulted in 
termination of more than 5% of the work force at any one business location?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(2)
Has the Firm announced its intention to conduct in the future any 
such layoffs, staff reductions, facility closings or consolidations?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “Yes” to either question, please attach full details.

        e.   Do you utilize any form of  alternative dispute resolution in connection with employment
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

              practices if so please describe?    

5.
HUMAN RESOURCES
	a.
	Does the Firm have a full time human resources manager?    


	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	b.
	Do managers receive updated information and training on human 
resource issues, including performance appraisals, discipline and
workplace harassment, at least annually?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “Yes”, please attach a detailed description.

c.
Does the Firm have written guidelines or procedures for addressing human resource or personnel management in the following areas :

	
	(1)
Hiring/interviewing?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(2)
Employee at will statement and employee contract disclaimer?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(3)
Performance appraisal?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(4)
Discipline?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(5)
Accommodating the disabled?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(6)
Grievance procedure?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(7)
Sexual harassment?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(8)
Use of Firm electronic mail, voicemail and Internet access?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	Do all employees receive a copy of these guidelines or procedures ?

How often are these written guidelines updated ?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	d.
	When an employee is discharged:
	
	


	
	(1)
Are human resources personnel directly involved?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(2)
Is an employment law attorney consulted prior to discharging
an employee?
	
	
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(3)
Does the Firm provide references for former employees, any
information other than dates of employment, title(s) and compensation?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(4)
Does the Firm have an agreement or policy requiring employees to
arbitrate all employment-related claims?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	e.
	Do you use an employment application for all of your applicants for hire? 
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “Yes”, please provide a detailed description or copy of the application.


     
	f.
	Do you use any tests to screen applicants for employment or to 
promote employees? Have these tests been validated by outside advisors?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “Yes”, please provide a detailed description.


     
	g.
	Do you have a formal orientation program for all new employees
and is an orientation checklist maintained for each other?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	h.
	Do you provide regular, written performance evaluation for all employees?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


i.
Does the applicant require terminations to be reviewed by:

	
	(1)
Its Human Resources Department?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(2)
Its Legal Department?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	
	(3)
Its Outside Counsel?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	j.
	Does the applicant conduct exit interviews?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	k.
	Are “acting” positions used as a means of promoting from within.?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	l.
	Do you have a job posting system?  If so, are there any restrictions on applying for open positions, such as   supervisory approval?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


6.
FIRM HISTORY
If the Firm answers “Yes” to any of the following questions, please provide further details on a separate addendum.

	a.
	Has the Firm acquired any other entities in the last ten (10) years?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	b.
	If “Yes” to Question (6.a.), did the acquisition include the assumption
of liabilities?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	c.
	With respect to any acquisitions, were any employees, partners, or 
other professionals terminated, or does the Firm plan in the next eighteen
(18) months to terminate any employees, partners, or other professionals?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


d.
Please attach a copy of the following:

(
Current employee handbook,

(
Current employment application form,

(
Current employment termination/disciplinary procedures,

(
Most recent EEO-1 reports.

(
Listing of current non-EPL liability insurance (Professional Liability, CGL
and Umbrella). Include details of carriers, limits, premium and expiration date.

How often is the employee handbook updated?
	e.
	Do you have an individual who acts as “of counsel” to the Firm?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	f.
	Has a review of your employment practices been performed by inside or outside counsel?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


7. POTENTIAL CLAIMS

	
	After inquiry, do the persons responsible for receiving notice of 

Employment practice claims in the Insured’s Human Resources 
Department, or Management Committee (or similar to the foregoing)
know of any facts, incidents, acts, events, or circumstances that may
result in employment practice claims being made against any Insured?
	
	
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, please provide full details.


     
WARRANTY

None of the proposed Insureds has knowledge or information of any Wrongful Employment Practice or fact, circumstance or situation which (s)he has reason to suppose might result in a future Claim, except as follows (if answer is "None", so state.):___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________
· It is agreed by all concerned that if any of the proposed Insured Persons are responsible for or have knowledge of any Wrongful Employment Practice, 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 therefrom shall be excluded from coverage under the proposed insurance as to (i) such Insured Persons and (ii) the Named Insured or subsidiary if any such proposed Insured Person is or was an executive officer or partner or in-house general counsel of such entity.  ;

1. 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.

2. It is declared that this application and any materials submitted or required (which shall be maintained on file by the Company 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 proposed Insureds 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 Company of such occurrence, event or circumstance and shall provide the Company with information that would complete, update or correct such information.  Any outstanding quotations may be modified or withdrawn at the sole discretion of the Company.

4. The information requested in this application is for underwriting purposes only and does not constitute notice to the Company under any Policy of a Claim or potential claim.  All such notices must be submitted to the Company pursuant to the terms of the Policy, if and when issued.

The undersigned acknowledges that he or she is aware that Claims Expenses reduce and may exhaust the applicable Limits of Liability. The Company is not liable for any Damages or Claims Expenses in excess of the applicable Limits of Liability.

WARNING - Colorado, Florida, Hawaii, Kentucky, 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.)

The Employment Practices Liability Application must be signed by the person responsible for human resources management. The person confirms that to the best of their  knowledge and belief ,after reasonable enquiry, the statements  made  are true and complete. 

Authorized Signature of Firm
Date

Print Name
Title

APPLICATION FOR EMPLOYMENT PRACTICES LIABILITY INSURANCE
FIRM FINANCIAL INFORMATION SUPPLEMENT

	Name of Firm:
	     


This supplement is part of the Application for Employment Practices Liability Insurance.

Please supply the following information and the source financial documents listed below.  For items 1, 2, and 3, supply information for your latest completed fiscal year and the prior two (2) fiscal years.  For items 4, 5, and 6, please supply the amount at year end.

	
	
	Latest Fiscal Year

(ending 
     /     /     )
	1st Prior Fiscal Year

(ending 
     /     /     )
	2nd Prior Fiscal Year

(ending 
     /     /     )

	
	
	
	
	

	1.
	Gross Revenues:

Cash receipts from professional services, excluding expense reimbursements.
	     
	     
	     

	2.
	Net Income:
Total net income for distribution to active equity partners or shareholders.
	     
	     
	     

	3.
	Total Debt (Net present value):

The sum of long- and short-term debt to all creditors.  Please indicate the discount rate used to compute net present value.  (If net present value estimate is not available, list each obligation and its maturity date).
	     
	     
	     

	4.
	Lease Obligations (Net present value):

Please include all leases – e.g., for real estate, furnishings, office equipment, etc.  Please indicate the discount rate used to compute net present value.  (If net present value estimate is not available, list all leases and show payment due by year for each).
	     
	     
	     

	5.
	Obligations to Former Partners/
Shareholders (Net present value):

Total of all payments due to retired partners/shareholders or former partners/ shareholders, for whatever reasons.  Please indicate the discount rate used to compute net present value.  (If net present value estimate is not available, please list obligations per year for each individual).
	     
	     
	     

	6.
	Partner or Shareholder Equity:

Total partner or shareholder equity.


	     
	     
	     

	Please provide fiscal year financial statements (income statement and balance sheet), audited if available, with this supplement.



	
	
	     

	Authorized Signature of Firm (Principal, Partner or Shareholder)
	
	Date

	
	
	

	     
	
	

	Print Name
	
	


Claim Summary Report

Please use separate sheet of paper(s), if necessary.

	1.
Name of Firm:
	     


	2.
Name of Claimant(s):

	
	     

	
	     

	
	     


	3.
Name of Defendant(s):

	
	     

	
	     

	
	     


	4. Date of:

	
a.
	claim or suit:
	     


	
b.
	Notification to insurer(s):
	     


	5. Description of the case and events, including:

	
a.
	Claimant(s)’ allegation and demand













     
	
b.
	Amount(s) paid in settlement













     
	
c.
	Defense costs paid













     
	6.
If claim is still open, insurer(s) reserve:
	     


	7.
	Firm’s evaluation of likelihood of liability:


1
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