
COMMITTED

MAKING
TO

ADIFFERENCE

SSEECCTTIIOONN  II..    OORRGGAANNIIZZAATTIIOONN  BBAACCKKGGRROOUUNNDD

1. Name of Entity: ____________________________________________________________________________________________________________

Primary Address: __________________________________________________________________________________________________________

Website Address: ________________________________________________ E-mail Address:________________________________________

Person to receive all notices on behalf of the Insured: ________________________________________________ Title:__________________

Phone Number: __________________________________________________________________________________________________________

2. Year Entity was established: ______________________________________

3. Describe service(s)/function(s): ______________________________________________________________________________________________

__________________________________________________________________________________________________________________________

4. What does the applicant feel is the greatest exposure for this coverage? 

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

5. Does the applicant have any subsidiary(ies) requiring coverage? � Yes � No

If Yes, provide name(s), nature of operation and percentage of ownership the organization has in the subsidiary.

__________________________________________________________________________________________________________________________

SSEECCTTIIOONN  IIII..    IINNSSUURRAANNCCEE  CCOOVVEERRAAGGEE  IINNFFOORRMMAATTIIOONN

6. Current General Liability carrier: ____________________________________________________________________________________________

7. Current Public Officials or Directors & Officers Liability insurance carrier, expiration date, premium, limit, deductible:

__________________________________________________________________________________________________________________________

8. Has any insurance been declined, cancelled or not renewed in the past 5 years? � Yes � No

If “Yes,” please explain: ____________________________________________________________________________________________________

SSEECCTTIIOONN  IIIIII..    DDIISSTTRRIICCTT  IINNFFOORRMMAATTIIOONN  

9. Latest Bond Rating (Standard & Poor’s or Moody’s) ____________________ Not applicable (explain) ________________________________

10. Has the applicant ever been in default on principal or interest of any bond? � Yes � No

If “Yes,” explain ____________________________________________________________________________________________________________

11. Has the applicant in the past or is the applicant currently in the process of foreclosing a property due to non-payment of

a special assessment? � Yes � No �No assessments issued

If “Yes,” explain: __________________________________________________________________________________________________________

12. Has there been or is there any anticipated reduction in funding in the past or next 12 months? � Yes � No

If “Yes,” explain ____________________________________________________________________________________________________________

13. Do you provide any of the following:

Power services? � Yes � No

Loans? � Yes � No If “Yes,” # in past 12 months? __________ # in Default? ________

Inspections of property? � Yes � No If “Yes,” explain: ____________________________________________

Operate a landfill? � Yes � No If “Yes,” is it a hazardous waste or Superfund site? � Yes � No

Provide Security services? � Yes � No If “Yes,” explain: _______________________________________________________

14. Have you conducted a survey or evaluation to ensure compliance with all state and federal environmental and hazardous 

waste laws, rules or recommendations including but not limited to such items as underground storage tanks, pipelines 

and landfills? � Yes � No Not applicable (explain) ________________________________________________

PPUUBBLLIICC  OOFFFFIICCIIAALLSS  LLIIAABBIILLIITTYY  FFOORR  SSPPEECCIIAALL  SSEERRVVIICCEE  DDIISSTTRRIICCTTSS  AAPPPPLLIICCAATTIIOONN
All Questions Must Be Answered And Application Must Be Signed By the President or Chairperson of the applicant. This Is An Application For A Claims Made

Policy. Please Read Your Policy Carefully. Defense Costs Shall Be Applied Against The Retention.
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15. Has the applicant acquired property in the past two years using “eminent domain” powers? � Yes � No

If “Yes,” were any of these properties private residences or businesses that were displaced as a result? � Yes � No

If “Yes,” explain: __________________________________________________________________________________________________________

16. Size of population served:______________ If there is any seasonal increase in population, what is the % increase? __________________

17. Does the applicant have an emergency procedure for natural and terrorist catastrophe? � Yes � No

Not applicable (explain) ____________________________________________________________________________________________________

18. Does the applicant have a written master plan for economic development?    

� Yes Date adopted ____________ � No Not applicable (explain) ________________________________________________

19. Is the applicant involved in Public Housing Management? � Yes � No

If “Yes”, what was your most recent Public Housing Management Assessment Program score from HUD? ____________________________

20. Does the applicant have zoning authority? � Yes (explain) ________________________________________________________

� No or Not applicable (explain) ________________________________________

SSEECCTTIIOONN  IIVV..    EEMMPPLLOOYYMMEENNTT  PPRRAACCTTIICCEESS  LLIIAABBIILLIITTYY

21. Total number of employees: Current Prior

12 months 12 months Anticipated next 12 months

Full Time: ________________ ______________ ____________________________________

Part Time: ________________ ______________ ____________________________________

Temporary: ________________ ______________ ____________________________________

Seasonal: ________________ ______________ ____________________________________

Independent Contractors:  ________________ ______________ ____________________________________

Leased: ________________ ______________ ____________________________________

Other: ________________ ______________ ____________________________________

22. Has the Organization closed, downsized, laid off, reduced staff, sold, merged or acquired any company in the past 

12 months? � Yes � No

Does the Organization anticipate doing so in the next 12 months? � Yes � No

If yes, please attach details: 

SSEECCTTIIOONN  VV..    FFIINNAANNCCIIAALL  IINNFFOORRMMAATTIIOONN

Please provide the following financial information for the last three years. (If the organization is in existence less than three years, provide a 

budgeted Revenue/Expense statement for the next three years.)

Year Total Revenues Net Income (Loss) Current Fund Balance*

__________ ______________________ ____________________________ ______________________________

__________ ______________________ ____________________________ ______________________________

__________ ______________________ ____________________________ ______________________________

* Fund Balance = Total Assets minus Total Liabilities

SSEECCTTIIOONN  VVII..    CCLLAAIIMM  IINNFFOORRMMAATTIIOONN

23. Within the last 5 years has any claim, suit, inquiry, complaint, investigation, indictment or notice of hearing, employment 

related or otherwise, been made against the Entity named in question #1 of this application or any other entity or individual 

proposed for Insurance? � Yes � No

If “Yes,” please complete a United States Liability Insurance Group Supplemental Claims application.

24. Is any person proposed for this Insurance aware of any fact, circumstance or situation which may result in a claim, suit, 

inquiry, complaint or notice of hearing, employment related or otherwise, against the Entity named in question #1 of this

application or any other entity or individual proposed for insurance? � Yes � No

If “Yes,” please complete a United States Liability Insurance Group Supplemental Claims application. 

SSEECCTTIIOONN  VVIIII..    FFIIDDUUCCIIAARRYY  LLIIAABBIILLIITTYY  ((AAVVAAIILLAABBLLEE  FFOORR  110000  EEMMPPLLOOYYEEEESS  OORR  LLEESSSS))

((AAllll  qquueessttiioonnss  mmuusstt  bbee  aannsswweerreedd  iinn  oorrddeerr  ffoorr  FFiidduucciiaarryy  LLiiaabbiilliittyy  ccoovveerraaggee  ttoo  bbee  bboouunndd))

1. Does each Pension Plan use an outside Investment Manager?(  If No, Fiduciary will not be offered.) � Yes � No

2. Does each Plan subject to ERISA comply with all applicable requirements of ERISA and the Internal Revenue Code of 1982, 

as amended (the “Code”) including eligibility, participation, vesting, fiduciary responsibility and funding standards?  

If “No,” please attach details. � Yes � No
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3. In the past two years has there been or is there now under consideration any material changes to a Plan or termination/

consolidation of a Plan?  If “Yes,” please attach details. � Yes � No

4. Has there been or are there now pending any claim against any proposed Insured arising out of any Plan?

If “Yes,” please attach details. � Yes � No

5. Does any proposed Insured have knowledge or information of any act, error or omission that might give rise to a claim under 

the proposed Fiduciary Liability Coverage?  If “Yes,” please attach details. � Yes � No

6. Is the applicant the sole sponsor of each pension plan?  If “No,” please attached details. � Yes � No

SSEECCTTIIOONN  VVIIIIII..    PPLLEEAASSEE  CCOOMMPPLLEETTEE  TTHHEE  FFOOLLLLOOWWIINNGG  IIFF  EEMMPPLLOOYYMMEENNTT  PPRRAACCTTIICCEESS  LLIIAABBIILLIITTYY  IISS  RREEQQUUEESSTTEEDD::

MMaannddaattoorryy  WWrriitttteenn  EEmmppllooyymmeenntt  PPoolliicciieess..    PPlleeaassee  iiddeennttiiffyy  ppoolliicciieess  AApppplliiccaanntt  hhaass  iinn  ppllaaccee:: If you do not have these written policies in 

place, the Company will provide you with sample policies at the time of binding this insurance.

Anti-Harassment Policy � Yes � No 

Anti-Discrimination Policy � Yes � No 

Please forward copies of the policies identified above along with this signed and dated application.

RReeccoommmmeennddeedd  WWrriitttteenn  EEmmppllooyymmeenntt  PPoolliicciieess.. Please identify policies Applicant has in place: 

Employment Application � Yes � No

Employee Handbook � Yes � No

E-mail/Internet Policy � Yes � No

As a condition precedent to issuance of the Policy for Insurance the Applicant agrees: 

1) to implement and distribute to each employee the Mandatory Written Employment Policies identified above which are

currently not in place as soon as possible, but no later than 21 days after the inception date of this insurance. Failure of

the Company to receive these policies within 21 days after the inception date of this insurance will result in rescission of

the binder for this insurance.

2) to adopt and distribute to each employee all changes required by the Company to the Applicant's Written Policies, as 

soon as possible, but no later than 21 days after receipt of notice of the changes required by the Company. 

SSEECCTTIIOONN  IIXX..  RREEQQUUIIRREEDD  IINNFFOORRMMAATTIIOONN

A. United States Liability Insurance Group Application (PO-APP 9-05) signed and dated by the President or Chairperson of

the Board.

B. If revenues are over $2 million attach most recent 12-month financial statement (if financial statement is not audited, 

attach an unaudited 12-month financial statement or a 990 Tax form).

NNeeww  YYoorrkk  DDiisscclloossuurree  NNoottiiccee:: This policy is written on a claims made basis and shall provide no coverage for claims arising out of incidents,

occurrences or alleged wrongful acts that took place prior to the retroactive date, if any, stated on the declarations.  This policy shall cover only

those claims made against an insured while the policy remains in effect and all coverage under the policy ceases upon termination of the policy

except for the automatic extended reporting period coverage unless the insured purchases additional extend reporting period coverage.  The

policy includes an automatic 60 day extended claims reporting period following the termination of this policy.  The Insured may purchase for an

additional premium an additional extended reporting period of 12 months, 24 months or 36 months following the termination of this policy.

Potential coverage gaps may arise upon the expiration for this extended reporting period.  During the first several years of a claims-made

relationship, claims-made rates are comparatively lower than occurrence rates.  The insured can expect substantial annual premium increases

independent overall rate increases until the claims-made relationship has matured.

VViirrggiinniiaa  NNoottiiccee::  Statements in the application shall be deemed the insured’s representations.  A statement made in the application or in any

affidavit made before or after a loss under the policy will not be deemed material or invalidate coverage unless it is clearly proven that such

statement was material to the risk when assumed and was untrue.

MMiinnnneessoottaa  NNoottiiccee::  The clause “and/or authorization or agreement to bind the insurance” is replaced with “Authorization or agreement to bind

the insurance may be withdrawn or modified based on changes to the information contained in this application prior to the effective date of the

insurance applied for that may render inaccurate, untrue or incomplete any statement made with a minimum of 10 days notice given to the

insured prior to the effective date of cancellation when the contract has been in effect for less than 90 days or is being canceled for 

nonpayment of premium.

CCoolloorraaddoo  FFrraauudd  SSttaatteemmeenntt:: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for

the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil

damages. 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.

DDiissttrriicctt  ooff  CCoolluummbbiiaa  FFrraauudd  SSttaatteemmeenntt::    WWAARRNNIINNGG::  It is a crime to provide false or misleading information to an insurer for the purpose of

defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if

false information materially related to a claim was provided by the applicant.
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FFlloorriiddaa  FFrraauudd  SSttaatteemmeenntt::  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an

application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

KKeennttuucckkyy  FFrraauudd  SSttaatteemmeenntt::  Any person who knowingly and with intent to defraud any insurance company or other person files an application

for insurance 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.

MMaaiinnee  FFrraauudd  SSttaatteemmeenntt:: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the 

purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.

NNeeww  JJeerrsseeyy  FFrraauudd  SSttaatteemmeenntt::  Any person who includes any false or misleading information on an application for an insurance policy is 

subject to criminal and civil penalties.

NNeeww  YYoorrkk  FFrraauudd  SSttaatteemmeenntt::  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.

OOhhiioo  FFrraauudd  SSttaatteemmeenntt:: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an 

application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

OOkkllaahhoommaa  FFrraauudd  SSttaatteemmeenntt::    WWAARRNNIINNGG:: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim

for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

PPeennnnssyyllvvaanniiaa  FFrraauudd  SSttaatteemmeenntt:: 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.

TTeennnneesssseeee  aanndd  VViirrggiinniiaa  FFrraauudd  SSttaatteemmeenntt::    It is a crime to knowingly provide false, incomplete or misleading information to an insurance 

company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

FFrraauudd  SSttaatteemmeenntt  ((AAllll  OOtthheerr  SSttaatteess)):: Any person who knowingly presents a false or fraudulent claim for

payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty

of a crime and may be subject to fines and confinement in prison.

If the primary address of the entity listed in item #1 is in the state of NNeeww  YYoorrkk,,  IIoowwaa  oorr  FFlloorriiddaa,,  the states of NNeeww  YYoorrkk,,  

IIoowwaa  aanndd  FFlloorriiddaa require that we have the name and address of your (insured’s) authorized Agent or Broker.

Name of authorized Agent or Broker _____________________________________________________________________________________________

Address_______________________________________________________________________________________________________________________

Agent or Broker License number _________________________________________________________________________________________________

The undersigned represents that to the best of his/her knowledge and belief the particulars and statements set forth herein are true and 

agrees that those particulars and statements are material to acceptance of the risk assumed by the Company. The undersigned further

declares that  any changes to the information contained in this application prior to the effective date of the insurance applied for which may

render  inaccurate, untrue, or incomplete any statement made will immediately be reported in writing to the Company and the Company may

withdraw or modify any outstanding quotations and/or authorization or agreement to bind the insurance. The Company is hereby authorized, but

not required to make any investigation and inquiry in connection with the information, statements and disclosures provided in this application.

The decision of the Company not to make or to limit any investigation or inquiry shall not be deemed a waiver of any rights by the Company

and shall not estop the Company from relying on any statement in this application. The signing of this application does not bind the

undersigned to purchase the insurance, nor does the review of this application bind the Company to issue a policy. It is understood the

Company is relying on this application in the event the Policy is issued. It is agreed that this Application, including any material submitted

therewith, shall be the basis of the contract should a policy be issued and it will be attached and become a part of the policy.

Signature:_____________________________________________________________________________________________________________________
(Chairperson of the Board or President)

Title: __________________________________________________________ Date: ____________________________________________________
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