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NOTICE
 ADVANCE  \y 680  ADVANCE  \y 0 THE LIABILITY COVERAGE PARTS, IF PURCHASED, ARE ON  A CLAIMS MADE AND REPORTED BASIS AND COVER 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
	     

	
	(Wherever used, applicant means the entity named above and all Subsidiaries)

	Street Address
	     
	City
	     
	State
	     
	Zip Code
	     

	

	1.
	Indicate whether an increase is desired.  If yes, complete the information for that coverage.

	
	
	Increase
	
	

	
	COVERAGE PART/COVERAGE
	Yes
	No
	Current Limit
	Requested Limit

	
	Management Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Non-Indemnifiable Excess DIC Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Private Company Securities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Public Company Securities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Employment Practices Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Third Party Discrimination Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Fiduciary Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Professional Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Lender Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Trust Department Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Security & Privacy Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Internet Media Liability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     

	
	Other
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$
	     
	$
	     


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.
	Provide the reason the increase(s) is desired (provide explanation for each increase requested above):

	
	     

	
	     

	With respect to this Supplemental Application and coverage request for increased limits:

	3.
	Has any director or officer of any entity(ies) or any entity(ies) proposed for this insurance been a party to any of the following:

	
	a.
any representative actions, class actions or derivative suits?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	b.
any civil, criminal, or administrative proceeding alleging or investigating a violation of any security law or regulation?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	If any part of Question 3 is answered yes, provide details as an attachment.

	4.
	Is there any material litigation threatened or pending against the applicant or any person in his or her capacity as a director, officer, employee or spouse or domestic partner of a director or officer of the applicant?  If yes, provide details as an attachment.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	5.
	Have any claims been made against any entity(ies) or any person(s) proposed for this insurance in their capacity as a director, officer, employee or spouse or domestic partner of a director or officer of the applicant, such as would fall within the scope of the proposed insurance?               If yes, provide details as an attachment.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	6.
	Does any director or officer of any entity(ies) or any entity(ies) proposed for this insurance 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?       If yes, provide details by attachment.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


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 RESPONSE TO QUESTIONS 4, 5 AND 6 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 documents or information submitted herewith shall be the basis of the change in coverage should an endorsement be issued and are to be considered as incorporated in and constituting part of the policy(ies).  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.
FRAUD NOTICES: Prior to signing this supplemental application form, 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.
Signatures
	By:
	     

	Title:
	     
	Date:
	     

	Licensed Agent or Broker:
	     

	License Number:
	     


COVERAGE CANNOT BE ISSUED UNLESS THIS SUPPLEMENTAL APPLICATION IS PROPERLY SIGNED AND DATED.
U-DOP-1218-A CW  (01/10)
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