E&O EASY ESTIMATE Questionnaire ==

Named Insured:

Physical Address:
Mailing Address (if different): City/State/Zip:

Website: www.

Contact Name: Phone: E-mail:

Independent Agent / Agency? [ |Yes [ |No Date established - current ownership:

Associations you are members of:

= % of Total Agency Commission placed by line: PL’s % + CL’s % + L&H % = 100%
= % of Non-Standard or Assigned Risk placed by line: PL’s % CL’s %
= Specialty Lines?* [ ]Yes [ No If yes, what % of your income is placed as Specialty Lines? Y%

*Certain Specialty Lines of business may alter the premium and is subject to underwriting

* % of P&C Business placed THRU other Agents or Brokers: Y%

= STAFF COUNT™: Full Time (over 20 hours) # Part Time (20 hours or less) #
*IMPORTANT - Include ALL the following: Active Agency Principals / Licensed & Unlicensed Personnel / 1099's

= P&C PREMIUM VOLUME: $ (New and Renewal)

= Commission Income (New & Renewal): P&C $ L&H $ Consulting Fees $

= Exposure Analysis Checklist used on ALL accounts (PL and CL — active at least 1 year)? [ ]Yes []No

= Insurance Designations* of staff equals or exceed 60% (CIC, CISR, CPCU, LUTCF, etc)? [JYes [INo
*Does not include having a license.

= E&O Loss Prevention Seminar last attended (month)/20 (year)  # staff attended

= E&O claims / incidents in the last 3 years? # (include closed with expense only payment)

= CURRENT E&O Carrier: Expiration Date: Retro-Active Date :

= Limits: $ Claim/ $ Aggregate Premium $

= Deductible: $ Clam/ § Aggregate/ Type: []LossOnly []Loss & Expense
Date:

Authorized Representative

This Questionnaire is for a PREMIUM INDICATION ONLY and is L . . .
NOT an Offer of Coverage NOR is it BINDABLE. If premium If printing out copies in your office,
indication is acceptable, please complete a UTICA APPLICATION : :

to submit to Underwriting for further consideration. add your contact information here.

Utica Mutual Insurance Company and its affiliated companies
New Hartford, NY 13413 « www.uticanational.com

8-Q-456 Ed. 01-2013 Page 1 of 1



	reset: 
	ListAssoc: 
	NamedInsured: 
	PhysicalAddress: 
	MailingAddressIfDiff: 
	CityStateZip: 
	Website: 
	ContactName: 
	Phone: 
	e-mail: 
	ChkIndAgntYes: Off
	ChkIndAgntNo: Off
	DateEstab: 
	PLPercComm: 
	ChkInsDesigNo: Off
	CLPercComm: 
	L&HPercComm: 
	PLLOBComm: 
	CLLOBComm: 
	PercOfIncome: 
	P&CPercThru: 
	FullTimeHours: 
	PartTimeHours: 
	PropCasCommissions: 
	LifeHealthComm: 
	ConsultFees: 
	ChkExpCheckYes: Off
	ChkExpCheckNo: Off
	ChkInsDesigYes: Off
	ChkSpecLOBYes: Off
	ChkSpecLOBNo: Off
	PropCasPremVol: 
	LPrevSemMonth: 
	DateOfSig: 
	LPrevSemYr: 
	NoStaffAttend: 
	HowManyIncidents: 
	Carrier: 
	ExpDate: 
	RetroDate: 
	LimitsPerClaimAgg: 
	PremiumReq: 
	DedPerClaimAgg: 
	TypeLossOnly: Off
	TypeLossAndExp: Off
	DedPerClaim: 
	LimitsPerClaim: 
	Text2: If printing out copies in your office,
add your contact information here.



