
Nationwide -

We handle the tough stuff.

Applicant:

Mailing Address, city, state, zip:

Location address, city, state, zip:

Proposed effective date: Years in business:

Form of Business: Individual Partnership Corporation Other:

Business is located in: Commercial Building Private Residence

A. Commercial General Liability

GL limits requested: 100/200 100/300 300/300 300/600

500/500 500/1 Mil 1 Mil/1 Mil 1 Mil/2 Mil

B. Commercial Property (optional)

1. A. Is property prohibited in our Coastal Guidelines? (If yes, decline property.) Yes No

B. Cause of loss: Basic Broad Special

C. Property deductible: Other:

2. Building Construction: Protection Class: Area: sq.ft.

Building age: Year of update to: Roof Heating

Plumbing Electric

3. Coverage desired:

Building (no residential bldgs) RC ACV

Business Personal Property RC ACV

Business Income 50 60 70 80 90 100 125
or

4. List any loss payees or mortgagees to be added:

C. Business Data

1. Is applicant a licensed commercial Adult Day Care provider? Yes No
2. State license number: Years at this location:

3. Maximum number of clients permitted by license: # on site at any given time:

4. Indicate client to supervisor ratio:

5. # full-time staff: # part-time staff:

6. Describe specialized care given (handicapped, deaf, invalid, etc):
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1/3 1/4 1/6

Limit Building & BPP Coinsurance

80 90 100

1,000 2,500 5,000

Adult Day Care

Penn-Star Supplemental Application



Adult Day Care Supplemental for Applicant:

7. What are the days and hours of operation?

8. Are meals served? No Yes, percent pre-packaged: percent cooked:

9. What type of cooking equipment?

10. Type of fire protection for cooking equipment?

11. If Ansul system, how often serviced?

12. # of rooms in facility: # of exits on each floor:

13. Number and location of smoke detectors:

14. How often do you schedule trips off-premises?

15. To where and farthest distance?

16. Describe type of background checks on all employees and volunteers? (Note if "none".)

17. Please describe all activities at facility:

18. Indicate type of facility: Social Medical Mental

19. Indicate type of housing, if provided: Social Medical Mental

20. Is this an in-home facility? No Yes, please explain:

21. Is there a swimming pool on the premises? No Yes, then is it fenced? Yes No

22. Describe any special equipment on the premises:

23. Are there any non-ambulatory attendees? No Yes, how many?

24. Are there any Alzheimer's patients? No Yes, how many?

25. Are there any protective measure to prevent Alzheimer's patients from wandering? Yes No

If yes, describe:

26. Describe how injuries or illnesses are handled:

27. Is there a doctor or staff on call? No Yes, explain:

28. Is there any overnight exposure? Yes No

29. Is there any physical therapy exposure at this facility? Yes No

30. Is any medications administered at this facility? No Yes, explain:

31. Submit details of any loss in the last 5 years:
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Carrier Date of Loss Description Incurred



Adult Day Care Supplemental for Applicant:

Notice of Insurance Information Practices:
Personal information about you, including information from a credit report, may be collected from persons other than you.
Such information as well as other personal and privileged information collected by us or our agents may in certain circum-
stances be disclosed to third parties. You have the right to review your personal information in our files and can request
correction of any inaccuracies. A more detailed description of your rights and our practices regarding such information is
available upon request.  Contact your agent or broker for instructions on how to submit a request to us.

Applicant: Producer:

Signature: Address:

Date:
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Coverage is not bound until approved by the Insurer.
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