
SSEECCTTIIOONN  II..    GGeenneerraall  IInnffoorrmmaattiioonn::

1. Name of Organization:______________________________________________________________________________________________________

2. Mailing  Address: ___________________________________________________________________________ Zip Code: _________________

3. Location  Address: ___________________________________________________________________________ Zip Code: _________________

4. Description of Operation (including any activities, programs or services provided): _________________________________________________

__________________________________________________________________________________________________________________________

5. Purpose and Mission of the Organization: ____________________________________________________________________________________

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

6. Number of Years in Operation:_______________________________________________________________________________________________

7. Does the organization have tax exempt status as defined by the I.R.S.? � Yes � No

8. Website Address: __________________________________________________________________________________________________________

9. E-mail Address:____________________________________________________________________________________________________________

10. Inspection Contact: ______________________________________________________________ Phone: _______________________________

11. Functioning Smoke Detectors in all common areas: � Yes � No

12. Annual Revenues:__________________________________________________________________________________________________________

13. Number of Members: _______________________________________________________________________________________________________

SSEECCTTIIOONN  IIII..    BBuussiinneessssoowwnneerrss  LLiiaabbiilliittyy::

AA.. GGeenneerraall  LLiiaabbiilliittyy::

14. Limit of Coverage Selected: � $300,000/$600,000 � $500,000/$1,000,000 � $1,000,000/$2,000,000 � $1,000,000/$3,000,000

15. Check all that apply:

� Products Sold - __________________ (Annual Sales)  _______________________________________________  (Type of Product)

� Office owned or leased - __________ (Square Footage) � Membership Organization - ______________ (Number of members)

� Concession Sales - _______________ (Annual Sales) � Hall Rental - ___________________________ (Square Footage)

� After school programs � Overnight/Residential

� Retreat/Camp � In Home Services

� Other

16. Details for above that are checked: __________________________________________________________________________________________

__________________________________________________________________________________________________________________________

17. Have there been any general liability claims in the last 5 years? (If yes, please provide details separately.) � Yes � No

18. Additional Insured’s to be included (List name, address and relationship to the applicant):___________________________________________

__________________________________________________________________________________________________________________________

BB.. PPrrooppeerrttyy  ((CCoommpplleettee  tthhiiss  sseeccttiioonn  ffoorr  eeaacchh  llooccaattiioonn  ttoo  bbee  iinnssuurreedd))::

19. Building Address (if different than above): ______________________________________________________ Zip Code: _________________

20. Building Value (at 80% Coinsurance/Replacement Cost): _______________________________________________________________________

21. Personal Property Limit (at 80% Coinsurance/Replacement Cost): _______________________________________________________________

22. Total Square Footage of building: __________________________ Area occupied by the Applicant-Square Footage: ___________________
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Type of coverage being requested: � Businessowners (General Liability and Property)      � Non Profit D&O

Please fill out the General Information section, along with the section(s) you are requesting coverage.

Specialty Non Profit Package
Package Policy designed for office based Non Profit organizations (including, but not limited to Chamber of Commerce, Trade Associations, Business 
Associations, Charitable Organizations, and Counseling and Referral Agencies).

Specialty Noon Profit Package Application



23. Building Interest: (please check one): � Owner � Tenant

24. Building Age: ___________________________________________ Roof Age: _____________________________________________________

25. Building Construction (please check one):

� Frame � Joisted Masonry � Non-Combustible � Masonry Non-Combustible � Fire Resistive

26. Protection Class (1-10): _____________________________________________________________________________________________________

27. Type of roof? �Flat �Wood Shake �Shingle �Metal �Tile �Slate

�Other _____________________________________________

28. When were the following last updated? Electrical ______________ Heating ______________ Plumbing ______________

29. Is all electrical wiring on functional and operational circuit breakers? � Yes � No

30. Is there any Aluminum Wiring or Knob and Tube Wiring? � Yes � No

31. Central Station Burglar Alarm: � Yes � No

32. Type of plumbing? �PVC/Plastic �Copper �Iron �Lead �Galvanized �Other______________

33. Loss Payee: ______________________________________________________________________________________________________________

34. Mortgagee Clause (if applicable): ___________________________________________________________________________________________

__________________________________________________________________________________________________________________________

35. Have there been any property claims in the last 5 years? (If yes, please provide details separately.) � Yes � No

CC.. OOppttiioonnaall  CCoovveerraaggee  ((CChheecckk  iiff  ccoovveerraaggee  iiss  ddeessiirreedd))::

36. � Counseling and Referral Services (Professional/Abuse & Molestation)

Please complete our Counseling and Referral Addendum, NPP ADD CRS.

SSEECCTTIIOONN  IIIIII..    OOppttiioonnaall  CCoovveerraaggee  ((CChheecckk  iiff  ccoovveerraaggee  iiss  ddeessiirreedd))::

3377.. �� HHiirreedd  aanndd  NNoonn  OOwwnneedd  AAuuttoo

a. Does organization have an automobile policy in place? � Yes � No

b Does organization own any autos or lease any autos on a long term basis? � Yes � No

c. Does organization require its employees or volunteers to use their personal automobile to conduct the applicant’s

business on a regular basis? � Yes � No

d. Does organization regularly deliver goods or products or require its employees or volunteers to transport clients? � Yes � No

3388.. �� EEmmppllooyyeeee  BBeenneeffiittss

a. Number of Employees: __________________

3399.. �� EEmmppllooyyeeee  DDiisshhoonneessttyy

a. Limit: $ ________________________________.

b. Number of Employees: __________________

c. Is an annual audit performed by a CPA or a Public Accountant? � Yes � No

d. Bank accounts reconciled by someone not authorized to deposit or withdraw? � Yes � No

e. Countersignature of checks required? � Yes � No

4400.. �� MMoonneeyy  aanndd  SSeeccuurriittiieess

a. Limit Inside: $ _______________________________________ Limit Outside: $ _______________________________________________

4411.. �� OOuuttddoooorr  SSiiggnnss

a. Limit: $ _____________________________________________

4422.. �� AAccccoouunnttss  RReecceeiivvaabbllee

a. Limit:$______________________________________________

4433.. �� VVaalluuaabbllee  PPaappeerrss

a. Limit: $ _____________________________________________

4444.. �� PPeerrssoonnaall  PPrrooppeerrttyy  ooff  OOtthheerrss

a. Limit: $ _____________________________________________

4455.. �� FFiirree  LLeeggaall  LLiiaabbiilliittyy  (($$110000,,000000  iinncclluuddeedd,,  pplleeaassee  cchheecckk  iinnccrreeaasseedd  lliimmiitt  iiff  ddeessiirreedd)):

� $250,000 � $300,000 � $500,000 � $1,000,000

4466.. �� SSppeecciiaall  EEvveenntt

Do you host any Special Events involving those other than your employees/volunteers? � Yes � No

If YES,  please complete our Non Profit Package Special Events/Liquor Liability Addendum for each event

(NPP ADD SPE).
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SSEECCTTIIOONN  VV..    NNoonn  PPrrooffiitt  DDiirreeccttoorrss  &&  OOffffiicceerrss  aanndd  EEmmppllooyymmeenntt  PPrraaccttiicceess  LLiiaabbiilliittyy::

47. Is the Organization involved in product research, development, testing and/or certification? � Yes � No

48. Does the Organization engage in any disciplinary actions as a result of peer review activities? � Yes � No

49. Does the Organization administer or sponsor any insurance programs? � Yes � No

50. Is the Organization involved in any accreditation or standard setting activities? � Yes � No

51. Is the Organization involved in any labor/union negotiations or collective bargaining activities? � Yes � No

52. Total number of Employees: Full Time ___________ Part Time _________ Volunteers ___________ Seasonal ___________________

53. Number of chapters: _______________________________________________________________________________________________________

If there are chapters, is coverage requested for them under this Policy? � Yes � No

54. Does the Applicant have any Subsidiaries requiring coverage? � Yes � No

If yes, please complete the Non Profit Subsidiary Addendum (NPSADD).

55. Name and title of individual designated to receive all notices on behalf of the Insured: _____________________________________________

Title: _______________________________________________________ Phone Number: _____________________________________________

56. Directors and Officers Liability Insurance carried:

Insurer Limits of Liability Premium Retention Policy Period

____________________________ ___________________ ____________________ __________________ ____________

57. Does the organization currently carry General Liability Insurance? � Yes � No

58. Please provide the following financial information for the last three (3) years. (If organization in existence less than 3

years please provide Budgeted Revenue/Expense statement for next 3 years.)

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

____________ $ __________________________ $ ______________________________ $ _____________________________

____________ $ __________________________ $ ______________________________ $ _____________________________

____________ $ __________________________ $ ______________________________ $ _____________________________

** FFuunndd  bbaallaannccee  ==  TToottaall  AAsssseettss  --  TToottaall  LLiiaabbiilliittiieess

59. Within the last 5 years, has any inquiry, complaint, notice of hearing, claim or suit been made (including, but not limited

to, Equal Employment Opportunity Commission, State Human Rights Boards, Municipal, State or Federal Regulatory

Authorities), against the Organization, or any person proposed for Insurance in the capacity of Director, Officer, Trustee,

Employee or Volunteer of the Organization? � Yes � No

(If yes, please forward a completed USLI supplemental claims application.)

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

against the Organization or any of its Directors, Trustees, Officers, Employees or Volunteers? � Yes � No

(If yes, please forward a completed USLI supplemental claims application.)

SSEECCTTIIOONN  VVII..  FFiidduucciiaarryy  LLiiaabbiilliittyy ((AAvvaaiillaabbllee  ffoorr  110000  eemmppllooyyeeeess  oorr  lleessss))::

61. Does each Pension Plan use an outside Investment Manager? � Yes � No

(If No, Fiduciary will not be offered.)

62. 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? � Yes � No

If no, please attach details.

63. In the past two (2) years has there been or is there now under consideration any material changes to a Plan or

termination / consolidation of a Plan? � Yes � No

If yes, please attach details.

64. Has there been or is there now pending any claims(s) against any proposed Insured arising out of any Plan? � Yes � No

If yes, please attach details.

65. Does any proposed Insured have knowledge or information of any act, error or omission which might give rise to a

claim under the proposed Fiduciary Liability Coverage? � Yes � No

If yes, please attach details.

NNeeww  YYoorrkk  DDiisscclloossuurree  NNoottiiccee:: This policy is written on a claims made basis and shall provide no coverage for claims arising out of incidents,
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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::  You have an option to purchase a separate Limit of Liability for the extension period, policy common conditions I.  If you do not

elect this option, the Limit of Liability for the extension period shall be part of and not in addition to the limit specified in the declarations.

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.

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  aanndd  WWaasshhiinnggttoonn  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.

Applicant’s Signature_____________________________________________ Title________________________ Date______________________
(President, Chairperson or Executive Director)

If the primary address of the location listed in item #1 is in the state of NNeeww  YYoorrkk, IIoowwaa, or FFlloorriiddaa, the states of NNeeww  YYoorrkk, IIoowwaa and 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 _________________________________________________________________________________________________

Mail complete application through local Agent or Broker to:__________________________________________________________________________

______________________________________________________________________________________________________________________________
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