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NOTICE

THIS LIABILITY COVERAGE PART, IF PURCHASED, IS ON  A CLAIMS MADE AND REPORTED BASIS AND COVERS ONLY CLAIMS FIRST MADE AGAINST THE INSUREDS DURING THE POLICY PERIOD OR THE EXTENDED REPORTING PERIOD OR RUN-OFF COVERAGE, IF EXERCISED, AND REPORTED TO THE INSURER AS REQUIRED BY THIS POLICY. THE LIMITS OF LIABILITY AND RETENTION SHALL BE REDUCED BY AMOUNTS INCURRED AS DEFENSE COSTS. PLEASE REVIEW THE POLICY CAREFULLY AND DISCUSS THE COVERAGE HEREUNDER WITH YOUR INSURANCE AGENT OR BROKER AND YOUR ATTORNEY.
	Name of Applicant:
	     

	Principal Address:
	     

	A.
General Information
Note:
If this information has been provided in conjunction with another Application, this section need not be completed.

	1.
Applicant – For the purposes of the policy, applicant means the Company, subsidiaries and directors and officers, including any such organization as a debtor in possession under United States bankruptcy law or an equivalent status under the law of any other country, and for the purposes of the bond, the insured.  Provide the following information for each applicant (other than directors and officers) proposed for coverage.  If more space is necessary, provide an attachment.

	
	Name of Applicant
	Date Est.
	Owned by
	% Owned
	Description of Business

	
	     
	     
	     
	     %
	     

	
	     
	     
	     
	     %
	     

	
	     
	     
	     
	     %
	     

	2.
Notices for the policy required to be given to the applicant named first shall be addressed to:

	
	     

	3.
Is the address above within the corporate limits of the city above?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	B.
Employee Information

	1.
Are any proposed applicants outside the United States?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If "yes":

	a.
State the total number of foreign employees
	     

	b. Does the applicant seek an international insurance program for its foreign employees? 
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


NOTICE OF DISCLOSURE FOR AGENT & BROKER COMPENSATION

If you want to learn more about the compensation Zurich pays agents and brokers visit:

http://www.zurichnaproducercompensation.com or call the following toll-free number:  (866) 903-1192.
This Notice is provided on behalf of Zurich American Insurance Company and its underwriting subsidiaries.
	2.
List the current number of employees by state, beginning with the five states in which the largest numbers of employees work, and then a combined total for all remaining states.

	
	
	State
	Full-Time
	Part Time
	Seasonal and Temporary
	Volunteer
	Independent Contractors
	Full Time Union
	Part Time Union

	
	1
	     
	     
	     
	     
	     
	     
	     
	     

	
	2
	     
	     
	     
	     
	     
	     
	     
	     

	
	3
	     
	     
	     
	     
	     
	     
	     
	     

	
	4
	     
	     
	     
	     
	     
	     
	     
	     

	
	5
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	All Other States
	     
	     
	     
	     
	     
	     
	     

	
	
	Total
	     
	     
	     
	     
	     
	     
	     

	3.
List the percentage of employees with salaries, including bonuses, of:

	
	Less than $50,000:
	     %
	$50,001 - $100,000:
	     %
	$100,001 - $150,000:
	     %

	
	150,001 - $250,000:
	     %
	Greater than $250,000:
	     %
	

	4.
State your annual turnover rate of employees for each of the past three (3) years.  (Turnover rate is the number of employee separations during the year divided by the average number of employees on payroll during the year.)

	
	Year
	Turnover Rate (%)

	
	     
	     %

	
	     
	     %

	
	     
	     %

	
	     
	     %

	5.
How many employee terminations, not including layoffs, reductions-in-force, or downsizings, have occurred within the previous 12 months?
	     

	a.
Provide a breakdown of terminations into the following categories:

	
	Terminations
	Number of Employees Terminated

	
	1.
Voluntary or Mutual Termination with Severance 
	     

	
	2.
Voluntary or Mutual Termination without Severance
	     

	
	3.
Involuntary Termination with Corrective Action
	     

	
	4.
Involuntary Termination with Learning Period (failure to meet standards)
	     

	b.
Are releases always utilized when Mutual Terminations with Severance occur?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	C.
Employment Practices and Procedures

	1.
Who is responsible for Personnel/Human Resource functions?

	
	 FORMCHECKBOX 
 HR Dept
	 FORMCHECKBOX 
 Senior Management
	 FORMCHECKBOX 
 Risk Mgmt Dept
	 FORMCHECKBOX 
 Legal Dept
	 FORMCHECKBOX 
 Outsourced
	 FORMCHECKBOX 
 None

	2.
Provide the name, job title and contact information for the individual who performs personnel/human resources functions:

	Name:
	     
	Title:
	     
	Phone:
	     

	E-mail Address:
	     
	Physical Address:
	     


	3.
Application

	a.
Does the applicant use a standardized employment application for all applicants?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	b.
Is the application uniform at all of the applicant's locations?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	c.
Has the application been reviewed by an attorney?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	d.
Does the application contain an “employment at will” statement?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	e.
Is the prospective employee's signature required?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If any answer is "no", provide a detailed explanation for each "no" response by attachment.

	4.
Does the applicant publish an employee handbook?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If "yes",
	

	a.
Is the handbook issued to all employees with written acknowledgement of receipt?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	b.
Does the handbook contain a(n):
	

	
	Anti-Harassment Policy
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	ADA Compliance Policy
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	Anti-Discrimination Policy
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	FMLA Compliance Policy
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	Anti-Sexual Harassment Policy
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Employee-At-Will Statement
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	Termination Procedure
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Employee Complaint/Grievance Procedure
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	Employee Evaluation Procedures
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Layoff / Early Retirement Procedure
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	5.
Does the applicant provide discrimination and harassment prevention education:

	a.
For all employees?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	If "yes", how often is the training provided and when was it last held?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	b.
For all managers?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	If "yes", how often is the training provided and when was it last held?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	6.
Does the applicant provide regular written performance evaluations for all employees?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	7.
Does the applicant practice progressive disciplinary action for all employees?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	8.
Does the applicant maintain written records of all disciplinary actions?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	9.
Does the applicant require terminations to be reviewed?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If "yes", by whom?
	 FORMCHECKBOX 
 HR Dept
	 FORMCHECKBOX 
 Senior Management
	 FORMCHECKBOX 
 Risk Mgmt. Dept

	
	 FORMCHECKBOX 
 Legal Dept.
	 FORMCHECKBOX 
 Other
	     

	10. Does the applicant conduct or utilize drug or medical testing?
If yes, provide details by attachment.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	11. Are all test results utilized for all employees and prospective employees?
If "no", provide details by attachment.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	12.
Does the applicant have a written policy on the retention of

	
	Computer data?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	E-Mail data?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Documents?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	If yes, attach a copy of such policies, where applicable.

	13.
Has any proposed applicant been investigated by or is there any current investigation of any proposed applicant by the OFCCP?
If "yes", provide details by attachment and include a copy of any audit, investigation or inquiry.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	14.
Does the applicant require mandatory arbitration of employment and labor related claims?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	D.
Third Party Discrimination Liability

	1.
Does the applicant have a written policy of treating all non-employees without discrimination or harassment?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If "yes", are all employees trained on this policy?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	2.
Indicate the customers served by the applicant:

	 FORMCHECKBOX 
 Individuals but not entire General Public
	 FORMCHECKBOX 
 Corporate/Business clients only
	 FORMCHECKBOX 
 General Public

	 FORMCHECKBOX 
 Mix of Individuals and Corporate/Business clients
	 FORMCHECKBOX 
 Other
	     

	3.
Indicate the size of the customer base:
	 FORMCHECKBOX 
 1 -1,000
	 FORMCHECKBOX 
 1,001 – 10,000
	 FORMCHECKBOX 
 10,001 – 25,000
	 FORMCHECKBOX 
 >25,000

	E.
Corporate History

	1.
Has the applicant acquired any companies in the past three (3) years?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If "yes",

	a.
Did the acquisition include assumption of employment liabilities?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	b.
Were any officers or employees other than officers of the acquired company terminated?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	c. Does the applicant plan to terminate any employees or officers of the acquired company within the next twelve (12) months?

If the answer is "yes" to any of the above, provide details as an attachment.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	2.
Does the applicant anticipate any closings, consolidations, spin-offs or layoffs within the next twelve (12) months?
If "yes", complete and attach the Downsizing or Layoff Information Form.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	3.
Has any proposed applicant location been closed or consolidated or have any layoffs occurred within the previous twelve (12) months?

If "yes", complete and attach the Downsizing or Layoff Information Form.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	4.
Does the applicant anticipate any mergers or acquisitions in the next eighteen (18) months?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	F.
Claims Handling

	1.
Provide the name, title and contact information for the individual who handles employment claims:

	Name:
	     
	Title:
	     

	Physical Address:
	     

	Phone:
	     
	E-mail Address:
	     

	2.
Does the applicant have a written procedure for the investigation of claims, complaints or incidents?  If yes, please attach a copy.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	G.
History

	Answer the following three (3) questions if this is a request for a new policy, or, if any optional coverages have been requested for the first time on a renewal policy, answer the following with respect to those optional coverages in Section H.

	1.
During the last 3 years:

	a. Has any proposed applicant been the subject of any employment-related claims or is any claim now pending against any proposed applicant?
If "yes", complete and attach the Claim Information Form.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	b.
Has any insurer refused, cancelled or nonrenewed employment practices liability coverage or third party discrimination liability?  (not applicable in Missouri)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If yes, has the discovery or extended reporting period option been exercised for the cancelled or nonrenewed coverage?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	c.
Has any proposed applicant been the subject of any claims by third parties for discrimination, harassment or sexual harassment within the last five years?

If yes, provide details by attachment.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	2.
Does any applicant as defined in A 1 above or the employees of the applicant, have knowledge of any fact, circumstance or situation which they have reason to suppose might afford grounds for any claim such as would fall within the scope of the proposed insurance (including optional coverages for which a quote is desired)?  If yes, provide details by attachment.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	3.
Have any claims been made against any applicant as defined in A 1 above or any persons(s) in their capacity as an employee of the applicant or a spouse or domestic partner of the applicant such as would fall within the scope of the proposed policy (including optional coverages for which a quote is desired)?  If yes, provide details by attachment.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	H.
Coverage Schedule

	Note:
If this information has been provided in conjunction with another Application, this section need not be completed.

	Coverage Part/Coverage
	Limit
	
	Retention

	1.
	 FORMCHECKBOX 
 Employment Practices Liability
	$     
	
	$     

	
	 FORMCHECKBOX 
 New or  FORMCHECKBOX 
 Renewal

	2.
	 FORMCHECKBOX 
 Third Party Discrimination Liability
Sublimit of Employment Practices Liability Limit
	$     
	
	$     

	
	
	
	
	

	
	 FORMCHECKBOX 
 New or  FORMCHECKBOX 
 Renewal

	I.
Provide the following by attachment:

	
	 FORMCHECKBOX 
 Consolidated EEO-1 Reports for the past three (3) years (only if Company has 3,000 or more Employees)


J.
Disclosures

WITHOUT PREJUDICE TO ANY OTHER RIGHTS AND REMEDIES OF THE INSURER, ANY CLAIM ARISING FROM ANY CLAIMS, FACTS, CIRCUMSTANCES OR SITUATIONS REQUIRED TO BE DISCLOSED IN THE RESPONSE TO QUESTIONS G. 2 and G. 3 ABOVE IS EXCLUDED FROM THE PROPOSED INSURANCE.
The undersigned President or Chairman of the Board of Directors represents that to the best of his/her knowledge the statements set forth herein and any documents and information submitted in connection herewith are true, accurate and complete and that every effort has been made to obtain sufficient information from each and every entity and director and officer proposed for this insurance to facilitate the proper completion of this Supplemental Application.  The Insurer is hereby authorized to make any investigation and inquiry in connection with this Supplemental Application.  The undersigned further agrees that if the information supplied on or in connection with this Supplemental Application changes between the date of this Supplemental Application and the effective date of the insurance, the undersigned will immediately notify the Insurer and the Insurer may withdraw or modify any outstanding quotations or authorization or agreement to bind insurance.  The signing of this Supplemental Application does not bind the undersigned to purchase the insurance.  However, it is agreed that this Supplemental Application (and any previously executed proposal forms or applications) and any documents or information submitted herewith shall be the basis of the contract should a policy be issued and are to be considered as incorporated in and constituting part of the policy.  Acceptance of this Supplemental Application does not bind the Insurer to complete the insurance.
IT IS ALSO AGREED THAT DISCLOSURE OF ANY INFORMATION ON THIS SUPPLEMENTAL APPLICATION DOES NOT CONSTITUTE NOTICE AS REQUIRED IN GENERAL TERMS AND CONDITIONS SECTION VIII.  REPORTING AND NOTICE, SHOULD A POLICY BE ISSUED.
K.
FRAUD NOTICES: Prior to signing this supplemental application, review the following statutory fraud notices as they may apply to the applicant’s domicile.
Any person who knowingly and with intent to defraud any insurance company or another 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 the person to criminal and [NY: substantial] civil penalties.  (Not applicable in CO, DC, DE, FL, HI, MA, NE, OH, OK, OR, VT or WA; in LA, ME, TN and VA, insurance benefits may also be denied).
COLORADO: 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 policy holder or claimant for the purpose of defrauding or attempting to defraud the policy holder or claimant with regard to a settlement of award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.
DISTRICT OF COLUMBIA: WARNING:  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.
FLORIDA: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.
HAWAII: For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a loss of benefit is a crime punishable by fines or imprisonment, or both.
MASSACHUSETTS, OREGON, NEBRASKA, VERMONT: Any person who knowingly and with intent to defraud any insurance company or another 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, may be committing a fraudulent insurance act, which may be a crime and may subject the person to criminal and civil penalties.
OHIO: Any person who, with the intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deception statement is guilty of insurance fraud.
OKLAHOMA: WARNING:  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.
WASHINGTON: 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.
L.
Signatures

	By:
	     

	Title:
	     
	Date:
	     

	Licensed Agent or Broker:
	     

	License Number:
	     


COVERAGE CANNOT BE ISSUED UNLESS THIS SUPPLEMENTAL APPLICATION IS PROPERLY SIGNED AND DATED.
	

	Downsizing Or Layoff Information Form

	


	1.
	Date of downsizing or layoff:
	     

	2.
	Number of employees that have been or will be affected:
	     

	3.
	How will the downsizing or layoff be implemented (e.g. departmental closings; seniority; random; etc.):

	
	     

	
	     

	4.
	Was or is severance available to all employees?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	5.
	Were or are the employees required to sign a release for any severance package?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	If "yes", please answer the following:

	
	a.
Number of employees who signed:
	     

	
	b.
Number of employees who did not sign:
	     

	6.
	Did the applicant perform an adverse impact study prior to the downsizing or layoffs?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	If "yes", were they performed by outside counsel or an outside consulting firm?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	7.
	Are outplacement services provided?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	8.
	Are exit interviews conducted?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	

	Claim Information Form

	


	1.
	Date claim was made:
	     

	2.
	Nature of claim:
	     

	3.
	Type of claim:
	 FORMCHECKBOX 
 EEOC
	 FORMCHECKBOX 
 Lawsuit
	 FORMCHECKBOX 
 Other (Please specify)
	     

	4.
	Name of Complainant(s):
	     

	5.
	Names of Defendant(s):
	     

	6.
	Status of claim:
	 FORMCHECKBOX 
 Pending
	 FORMCHECKBOX 
 Closed

	
	If Closed:
	What was the total loss paid?
	$     

	
	
	What were the total expenses paid:
	$     

	
	
	What was the date closed:
	$     

	
	If Pending:
	What are the total costs to date?
	$     

	
	
	Is there a settlement demand?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	
	If yes, what is the amount?
	$     

	7.
	Provide a detailed description of the allegations in the claim(s):

	
	     

	
	     

	
	     

	8.
	What steps have been taken to reduce the chances of a similar claim in the future?
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