
750 Terrado Plaza, suite 238 | Covina, CA 91723

Mailing Address :

Do you currently have any General Liability coverage in force? Y: N:

Prior Carrier Effective dates Limit Premium Retro Date
(if claims made)

Description of all services:

Please complete all sections and send them to our office through email or fax.

(Attach brochure) 
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GENERAL LIABILITY & PROFESSIONAL LIABILITY

GENERAL INFORMATION

If YES, please provide our office with currently valued loss runs for the past five (5) years and complete the following:

$ $

$ $

$ $

$ $

$ $

Provide details of all claims/occurrences that may give rise to claims, for the past five (5) years

Check here if no claims:

Name of Organization:

Street Address :

Contact Person & Title :

Website: Years in Business:

Fax:

FEIN :

Phone :E-Mail :

If NONPROFIT, attach a copy of the IRS 501(c)(3) letter.

Limited Liability Corporation: Individual:Corporation:Nonprofit :

Has any insurance company cancelled/declined to renew insurance? Y: N: If YES, please explain below

Limits Requested: Proposed effective date:

Check here if no prior coverage 

Professional Liability: Y: N:

Abuse and Molestation Coverage: Y: N:
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$If YES, Annual Payroll:Are interns compensated? 

Annual Budget / 
Gross Receipts Annual Payroll Annual Sales Number of

Employees
Number of
Volunteers

Number of
contractors

Y: N: If YES, explain:

If YES, How many?

If YES, where:

Y: N:

Y: N:

Does your organization  provide services out of state? Y: N:

Any mergers or operations under a different name within the past five (5) years? Y: N:

Any mergers planned or anticipated for the coming year? Y: N:

If YES to either, explain:

Is your organization presently in bankruptcy/contemplated filing bankruptcy during the past six (6) months?

Y: N: If YES, explain:

Federal State County Other:

Y: N: If YES, explain:

Do you have employees that work from home? 
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GENERAL INFORMATION (Continued)

Please complete the following:

$ $ $

Primary Source of  Funding:

Are you required to maintain licenses or accreditation:

In the past five (5) years, have you received any citations, violations, penalties, or fines by any  administrative or
licensing organization?

If YES, explain:

Any parking facilities owned/rented?

If YES, is a fee charged for parking?

Y: N: If YES, explain:

If YES, explain:Y: N:

Any medical facilities provided or medical professionals employed or contracted? Y: N:

Do you have procedures in place to verify annually  the existence of personal auto insurance for employees and/or
volunteers who use their autos on behalf of the organization?

INDEPENDENT CONTRACTORS

Do you hire contractors?Y: N:

Are independent allowed to work without providing you with a certificate of insurance? Y: N:

If YES, explain:

Do independent contractors carry liability limits less you ? Y: N:

Describe the work independent contract do for your organization:

If YES, explain:

Y: N:
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# of Full Time # of Part Time # of Volunteers # of Contractors

Administrators

Clerical

Counselors:

Therapist: Speech/Hearing

Therapist: Occupational

Nurses

Psychologist

Social Workers

Other:

Other:
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SCHEDULE OF EMPLOYEES /VENDORS/CONSULTANTS

SPECIAL EVENTS

Do you hold events/activities outside of your normal program and/or operation? Y: N:

Date Describe event & location # of
participants Alcohol Receipts?

Gross 
Revenue Addional Insured

$

$

$

$

Describe security and safety procedures in place for the events listed above:

If YES, explain:

Do any events have bounce houses, inflatables, and/or climbing structures? Y: N:

Do vendors/exhibitors  provide proof of General Liability insurance naming you as an Additional insured? Y: N:
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Name & Address of 
Additional Insured

Reason for interest Contract # or
other requirement

E-mail address 

ADDITIONAL INTEREST
If you required by contract to add another entity as an additional insured, please complete the following information and
provide us with a copy of the contract with the insurance requirements.

Please provide a copy of the contract(s) with the insurance requirements. 

(i.e., landlord, funder, contract requirement)

LOCATIONS
List ALL locations. Complete even if you do not need building coverage.  
The insurance company will require the information for rating purposes

Locations Yr Built, Sq Footage,   
# of Stories, 

Construction Type Burglar Alarm Sprinkler
System

Use of Space 
 ( Address & zip code)

Location 1:

Location 2:

Year Built:

Sq. Footage:

# of stories:

Year Built:

Sq. Footage:

# of stories:

Frame:

Masonry:

Noncombustible:
Concrete/Steel

Frame:

Masonry:

Noncombustible:
Concrete/Steel

None

Local

Central

Station

None

Local

Central

Station

N:

Y:

N:

Y:

If residential,
Provide # of beds:

If residential,
Provide # of beds:

i.e. office, classroom, clinic, residential

ABUSE AND MOLESTATION
Does your current insurance program include abuse and molestation coverage? if applicableY: N:

If YES, what are the limits?

Is there a written supervision plan that monitors staff in day-to-day relationships with clients, both on and off the
premises? Y: N:
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Has any insurance carrier canceled, non-renewed, or declined to issue a professional liabilty policy to your
organization?

Are there formal written procedures in place for hiring? Y: N:

Are there written procedures prohibiting closed door on-on-one meetings/counseling? Y: N:

Are criminal background checks conducted ? Employees: Y: N: Volunteers: Y: N:

PROFESSIONAL LIABILITY

Do you currently have an a professonal liability insurance? Y: N: If YES: Occurrence Claims Made:

Limits: Effective Dates: Carrier: 

Do you verify licenses and other credentials of staff before hiring? Y: N:

If YES, are procedures in place to verify current licenses are maintained and in good standing? Y: N:

If NO,  please explain:

Have you had any claims and/or incidents in the past five (5) years? Y: N:

If YES,  please explain:

Do you have knowledge or information of any incident which may give rise to a claim? Y: N:

If YES,  please explain:

Y: N:

If YES,  please explain:

The information provided above and in the supplemental is accurate to the best of my knowledge 

Please complete this application with the supplemental (if applicable) and send it back to our office to obtain a quote. 

Name & Title of person who completed application 

Date

Signature

Contractors: Y: N:

Describe professional services provided by your organizations below:

Does your organization:
a. Provide medical services (e.g., skilled nursing medical treatment, etc.)?
b. Provide services to medically fragile clients.
c. Provide any type of scope or invasive procedures. 
d. Provide services in owner, director, or professional’s home.
e. Provide swallowing therapy or evaluation.
f. Provide services in Medical and Surgical Hospitals, Rehabilitation, Home Healthcare, and Nursing Care
Facilities. 
If yes to any listed above, describe: 

Y: N:
Y: N:

Y: N:

Y: N:
Y: N:

Y: N:
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