Adult Day Care General Liability Application

Applicant’'s Name Agent Name

Mailing Address Address

Location PROPOSED EFFECTIVE DATE:
From To

12:01 A.M., Standard Time at the address of the Applicant.

Applicantis: _ Individual _ Corporation _ Partnership _ Joint Venture
—  Limited Liability Company —  Other (Specify):
LIMITS OF LIABILITY REQUESTED PREMIUMS
General Aggregate $ Premises/Operations
Products & Completed Operations Aggregate $ $
Personal & Advertising Injury $ Products/Completed Operations
Each Occurrence $ $
Fire Damage (any one fire) $ Other
Medical Expense (any one person) $ $
Other Coverages, Restrictions, and/or Endorsements Total
Deductible $ $
N = T ] o] 1T o= 1 | A o = £ =To 1SRRI U Yes O No
B. What is maximum number of clients permitted by license?
C. What is maximum number of clients on premises at any one time? Average daily attendance?
D. Please describe all the activities at this facility:
E. Indicate type of facility: _  Social - Medical - Mental
Indicate type of counseling, if any, provided: _  Financial _  Medical
G. Inthis an iN-NOME FACIHITY? ..ueieii e e e e e e e e re e e e e s s e s aba e e e e eeeesesanrraneeas O Yes O No
If yes, please explain:
H. Isthere aswimming pool 0N the PremMiSES? ... e e dYes O No
LS TS T ES TN 1 B =T T =T o USRS U Yes O No
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Describe any special equipment on premises:

ANY Off-PremMiISES fIBIA trIPS 2 i e e e e e e e e e e e e s e sttt e e e e eaeessasannbaaeeeaeessannnnes U Yes
If so, how many?

U No

Describe:

Describe the building, including age, construction, number of stories, alarms, sprinklers, etc.:

Are there any non-ambulatory attENAEES? .......evuiiiiiii e e e e e U Yes
If yes, how many?

4 No

Are there any Alzheimer’s afflicted adUITS?.......ccuviiiiii i e d Yes
If yes, how many?

U No

Describe how injuries or illnesses are handled:

IS there a doCtor 0N STAFf OF ON CAIl? .eeiiee et e et e et e e e e e e e et e e e eaa e e s erans 4 Yes
If yes, please explain:

4 No

Does applicant have Workers’ Compensation coverage in fOrce? ..o O Yes O No
Does applicant [€aSE EMPIOYEES? .....ccoi i e e e e e e s e e e e e e e e st re e e e e e e e e snnrrrraraaaeaaan O Yes O No
Total number of employees:

IS there any OVErNIGNT EXPOSUIE? ..o s e e e e e e s s e e e e e e e s saiaatbeeeeeaeessasrataneeaaeeesannnnes dYes O No
If yes, please explain:

Is there any physical therapy exposure at this faCility? ... U Yes U No
Is there any administering of medicine at this faCility?.......ccccoeeiiiiic e U Yes O No
If yes, please explain:

During the past three years has any company ever cancelled, declined or refused to issue

similar insurance to the applicant? (Not applicable in MiSSOUIL.) ........cviviiiiiiiiiiiiiice e -Yes _No
If yes, explain:

Does applicant have accident and health POIICY? ......ooo e U Yes U No

If yes, what limits?
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Previous Insurer: Indicate premium and losses for the past three years. Describe all losses.

POLICY LOSSES LOSSES
YEAR COMPANY NO. PREMIUM PAID RESERVED DESCRIPTION

This application does not bind the applicant nor the Company to complete the insurance, but it is agreed that the
information contained herein shall be the basis of the contract should a policy be issued.

APPLICABLE IN THE STATE OF NEW YORK:

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, 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.

FRAUD WARNING:

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 and subjects such
person to criminal and civil penalties.

APPLICANT’S SIGNATURE: DATE:

AGENT NAME: AGENT LICENSE NUMBER:
(Applicable to Florida Agents Only.)

NAME AND PHONE NUMBER OF INDIVIDUAL TO CONTACT FOR INSPECTION/AUDIT:

IMPORTANT NOTICE

As part of our underwriting procedure, a routine inquiry may be made to obtain applicable information concerning
character, general reputation, personal characteristics and mode of living. Upon written requests, additional information
as to the nature and scope of the report, if one is made, will be provided.

ANSWER ALL QUESTIONS—IF THEY DO NOT APPLY, INDICATE NOT APPLICABLE

WHI-APP-100 (8-02) Page 3 of 3


Michelle
Text Box




