CHERNIN INSURANCE AGENCY

10 Madison Avenue, Suite 002

Morristown, N.J.  07960

(800) 340- 5401

FAX (973) 292- 7575

BUS/LIMOUSINE  INSURANCE  APPLICATION

Producer Name: E-Mail Application
Effective Date:       


Named Insured:      
DBA ( if any):      
Mailing Address:      
Garaging Address, if different:      
Telephone #:      
FAX #:      
Contact Person:      
E-mail:       
GENERAL INFORMATION

Number of Years in Business:     
Number of Years in Transportation  Business:     
Business is a :  FORMCHECKBOX 
 Sole Proprietorship    FORMCHECKBOX 
 Corporation      FORMCHECKBOX 
 Partnership      FORMCHECKBOX 
 Other     
Percentage of Business Derived from the Following:

Corporate Accounts:    %
Airports:    %
Sporting Events:    %

Weddings:    %
Proms:    %
Other (specify):      

   %

Operating areas & the amount of business conducted in each city/town:

City
     
   %
City
     
   %

City
     
   %
City
     
   %

Are  ICC, PUC, DOT or other filings required?



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

ICC # :  MC        
(or copy of Operating  Authority)



States where filings are required:       


 Are customers accepted on a pre-arranged basis?



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Do any vehicles use fare boxes or meters?




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Is this a “black car” operation?





 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Are dispatch services shared with any other company?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Are alcoholic beverages served in the passenger compartments?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

VEHICLE  INFORMATION

Do vehicles display promotional lettering or advertising?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Do vehicles have special equipment to transport passengers

with disabilities?






 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Are vehicles serviced on a regular basis?




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Do you operate a repair or service garage?




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Do you repair vehicles other than your own?




 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
 No

Do state or local governments require annual inspections?   


 FORMCHECKBOX 
 Yes  

 FORMCHECKBOX 
 No


If Yes, attach copy

Do you meet all applicable Vehicle Inspection requirements?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


 FORMCHECKBOX 
  Federal  FORMCHECKBOX 
  State  FORMCHECKBOX 
  County  FORMCHECKBOX 
  City  FORMCHECKBOX 
  Other      

Do you own any fuel storage tanks?





 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

SCHEDULE OF VEHICLES TO BE INSURED

#
Year
Make
Vehicle ID Number (VIN)
Capacity
Model
Stated Value

1
    
     
     
  
     
     

2
    
     
     
  
     
     

3
    
     
     
  
     
     

4
    
     
     
  
     
     

5
    
     
     
  
     
     

Do you own or operate any equipment not listed on the schedule?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


If Yes, please explain:      

 

Are all vehicles operating under your authority shown above?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

DRIVER INFORMATION

Do you meet all applicable Driver Qualification requirements? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


 FORMCHECKBOX 
  Federal  FORMCHECKBOX 
  State  FORMCHECKBOX 
  County  FORMCHECKBOX 
  City  FORMCHECKBOX 
 Other      
How often are drivers’ abstracts (MVR’s) reviewed?      

Do employees take vehicles home?





 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


ROSTER OF DRIVERS TO BE INSURED

NAME
Date  of

Birth
License Number
State


FT or PT
Years Driving Limousines
Date of

Hire

     
     
     
  
  
  
     

     
     
     
  
  
  
     

     
     
     
  
  
  
     

     
     
     
  
  
  
     

     
     
     
  
  
  
     

INSURANCE  INFORMATION

COVERAGES REQUESTED:



COMBINED SINGLE LIMIT (CSL)

 FORMCHECKBOX 

Automobile Liability



$      
 FORMCHECKBOX 

Personal Injury Protection (PIP)


$      
 FORMCHECKBOX 

Additional PIP if required



$      
 FORMCHECKBOX 

Uninsured Motorist Protection


$      
 FORMCHECKBOX 

Underinsured Motorist Protection


$      
 FORMCHECKBOX 

Hired Automobile Liability


$      
 FORMCHECKBOX 

Employers Non-Ownership Liability

$      

Number of Employees:     
 FORMCHECKBOX 

General Liability




$      
 FORMCHECKBOX 

Specified Perils
$      
Deductible

 FORMCHECKBOX 

Comprehensive
$      
Deductible

 FORMCHECKBOX 

Collision




$      

Deductible

CURRENT INSURANCE DATA:

Name of insurance company:      
         Number of years insured by this company:      
In the past 5 years, has any insurance been:  Cancelled?      



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Non Renewed?   
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Obtained through the Assigned Risk Plan?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No            


Please explain any “Yes” answers:      


PRIOR CLAIM HISTORY


19  
19  
19  
19  
19    


Insurance Carrier
     
     
     
     
     
Policy effective/

Expiration date
     
     
     
     
     
Liability Limits

     

     

     

     

     
Deductible/SIR

     

     

     

     

     
Annual Premium

     Auto Liability

     

     

     

     

     
     Phys. Damage

     

     

     

     

     
Total Losses


Auto Liability
     

     

     

     

     

Phys. Damage
     

     

     

     

     




Valuation Date
     

     

     

     

     

Attach a copy of currently valued loss runs from your insurance carriers for each of the past five (5) policy periods.  If loss runs are not available, please state reasons why and include a signed statement specifying claims as to type, amount paid and amounts reserved for each policy period.  Also, provide details on any loss occurrences that exceed $25,000 or involved a fatality or serious injury.  THIS INFORMATION IS MANDATORY.

NOTE: THE COMPLETION OF THIS APPLICATION CREATES NO EXPRESS OR IMPLIED    OBLIGATION ON THE PART OF THE INSURANCE COMPANY OR ITS MANAGER TO OFFER A QUOTATION OR PROVIDE INSURANCE AS REQUESTED IN THIS APPLICATION .

WARNING:  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, WHICH IS A CRIME.

Producer  (Signature)

Title: ________________________________________________________  Date: ___________________

Senior Officer of Named Insured (Signature)

Title: ________________________________________________________  Date: ___________________ 

