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Business Owners Package (California)

I. General Information

1.
Firm Name:      
a.
Does the firm have a DBA?         If “Yes”, please list:      
2.
Contact Person:      

                               (Person designated and authorized by the Firm to receive any and all notices concerning this insurance.)
3.
Contact Person Title:      

4. 
Contact Person Email:      
5.
Primary Mailing Address:      
     
     
     


Mailing Address
City
State
Zip

6.
Telephone: 
8. Entity Type:   FORMCHECKBOX 
 Sole Proprietorship   FORMCHECKBOX 
 Partnership / LLP  FORMCHECKBOX 
 Corporation   FORMCHECKBOX 
 LLC   FORMCHECKBOX 
 PC   FORMCHECKBOX 
 Other (list):      
(If partnership, please provide a list of all partners on a separate sheet)
9. Year Established (yyyy):      
10. 
Web Site: 
11. 
Do you have more than 50% ownership interest in any other business? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes”, please list:      
12.
Description of Operations:      

II. Business Owners Package Coverage – Property and Liability

Please complete fully as all building information is used to develop the rate for your business and personal property.

13. 
Requested Effective Date:       

14. 
Number of Office Locations:      


 


Please complete the attached Additional Location Supplement (Supplements Page 1) for each additional location.

15.
Primary Building Address: (If different from #5)


     
     
     
     
     
Street Address
City
County
State
Zip


16. 
Is the primary building address listed above a condominium unit?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “Yes”, please indicate square footage of building:        

17.
Building value: $     
18. 
Business personal property (*contents) value: $     
If owner

* Office furniture, printers, copiers, phones, supplies etc.


19.
Tenants improvements and betterments value: $      (fixtures, alterations, installations, or additions etc.)


Question is applicable if tenant only. Do not complete if you are building owner.


20.
Computers and media value: $       (data and software within your computer systems)

21. 
Construction Type:
 FORMCHECKBOX 
 Frame
 FORMCHECKBOX 
 Joisted masonry
 FORMCHECKBOX 
 Non-combustible 

 FORMCHECKBOX 
 Masonry, non-combustible
 FORMCHECKBOX 
 Fire resistive


(required for rating, can be obtained from property manager or landlord)

22. 
Year Built:      

23. 
Fully sprinklered?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
24. 
Area occupied at this location (sq.ft.):      

25. 
Have the building's roof, electrical, HVAC and plumbing systems been updated?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No



If “Yes”, what year?      
 
26. 
Annual revenue at this location: $      
27. 
Number of stories:      

28. 
Number of property or liability losses in last 3 years:      

If there have been any losses please complete the attached Property Loss History Supplement (Supplements Page 1) and provide loss runs on a separate document.

29.
Additional Insured: 
 FORMCHECKBOX 
 Mortgagee
 FORMCHECKBOX 
 Loss Payee
 FORMCHECKBOX 
 Landlord

Name:      
Address:      

III. Basic Coverage Requested
30. 
Liability Limit:
 FORMCHECKBOX 
 $1,000,000 per occurrence / $2,000,000 aggregate


 FORMCHECKBOX 
 $2,000,000 per occurrence / $4,000,000 aggregate

31. 
Property Deductible: 
 FORMCHECKBOX 
 $250      FORMCHECKBOX 
 $500 
 FORMCHECKBOX 
 $1,000      FORMCHECKBOX 
 $2,500   
 FORMCHECKBOX 
 $5,000

32.
Do you currently have a Business Auto Policy?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” please complete the attached Business Owned Automobile Supplement (Supplements Page 2).
33.
Do any of your employees use their personal autos as part of their job requirements?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “Yes,” please complete the attached Hired/Non-Owned Automobile Supplement (Supplements Page 2).

IV. Business Umbrella (optional)

34.
Umbrella coverage in addition to the primary liability limits: 

(If you are interested in this coverage, please note it may require additional underwriting information.)

 FORMCHECKBOX 
 $1,000,000

 FORMCHECKBOX 
 $2,000,000

 FORMCHECKBOX 
 $3,000,000

 FORMCHECKBOX 
 $4,000,000

 FORMCHECKBOX 
 $5,000,000


V. Prior Carrier Information

35. 
Have you had prior business owners insurance in the last 3 years? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” please list carriers, policy numbers, expiration dates, premium, and attach a copy of policy declarations page.
	Carrier
	Policy Number
	Expiration Date
	Premium

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



VI. Signatures

The undersigned proprietor, authorized partner of the partnership, or authorized stockholder of the corporation represents that the following statements are understood and agreed to by the applicant:

By signing this application, the undersigned represents that he or she has made inquiries of all Firm members as appropriate and that all Firm members are bound by the representations made on this application, any supplemental application, and any supplemental data and documents provided.

Signing this application or tendering premium does not bind the applicant or the company to issue insurance coverage, but it is agreed that this application shall be the basis of the contract should a policy be produced.

Name: (Please Print)       
Signature:  

Date:  


Position/Title:       
Applicant/Firm:       


        
Supplements 

(Please complete if applicable)

Additional Location Supplement

Please complete fully as all building information is used to develop the rate for your business and personal property.
1.
Office location 2:




     
     
     
     
     
Street Address
City
County
State
Zip

2.
Building value: $     
3. 
Business personal property (*contents) value: $     
If owner

* Office furniture, copiers, facsimile machines, etc.


4.
Tenants improvements and betterments value: $      (Installed fixtures, e.g. cubicles, kitchen etc.)

Question is applicable if tenant only. Do not complete if you are building owner.

5.
Computers and media value: $       

6. 
Construction Type:
 FORMCHECKBOX 
 Frame
 FORMCHECKBOX 
 Joisted masonry
 FORMCHECKBOX 
 Non-combustible 

 FORMCHECKBOX 
 Masonry, non-combustible
 FORMCHECKBOX 
 Fire resistive
7. 
Year Built:      
8. 
Fully sprinklered?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
9. 
Area occupied at this location (sq.ft.):      
10. 
Annual revenue at this location: $      
11. 
Number of stories (if owned):      
Please complete fully as all building information is used to develop the rate for your business and personal property.
1.
Office location 3:




     
     
     
     
     
Street Address
City
County
State
Zip

2.
Building value: $     
3. 
Business personal property (*contents) value: $     
If owner

* Office furniture, copiers, facsimile machines, etc.


4.
Tenants improvements and betterments value: $      (Installed fixtures, e.g. cubicles, kitchen etc.)

Question is applicable if tenant only. Do not complete if you are building owner.

5.
Computers and media value: $       

6. 
Construction Type:
 FORMCHECKBOX 
 Frame
 FORMCHECKBOX 
 Joisted masonry
 FORMCHECKBOX 
 Non-combustible 

 FORMCHECKBOX 
 Masonry, non-combustible
 FORMCHECKBOX 
 Fire resistive
7. 
Year Built:      
8. 
Fully sprinklered?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
9. 
Area occupied at this location (sq.ft.):      
10. 
Annual revenue at this location: $      

11. 
Number of stories:      

Property Loss History Supplement

1.
Please complete for any losses in the last 3 years. Attach loss runs or describe below if not available.

	Date of Loss
	Description
	Loss Amount

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     



Business Owned Automobile Supplement

1. 
If you have a business auto policy, what is your effective date?      
2.
If you have business owned vehicles, please list all drivers: 
	Name
	License Number
	State
	DOB

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


3.
Please list any vehicles registered to your business:

	Vehicle
	VIN
	Year
	Make
	Model
	Body Type

	a
	     
	     
	     
	     
	     

	b
	     
	     
	     
	     
	     


	Vehicle
	Garage Zip
	Radius (Truck)
	GVW (Truck)
	Cost New
	Comp. Ded
	Coll Ded

	a
	     
	     
	     
	     
	     
	     

	b
	     
	     
	     
	     
	     
	     


4. 
Number of business owned auto losses in last 3 years:       
5. 
Please complete for any losses in the last 3 years. Attach loss runs or describe below if not available.

	Vehicle
	Date of Loss
	Drive Name
	At Fault (y/n)
	Incurred Amount

	a
	     
	     
	     
	     

	b
	     
	     
	     
	     


	Vehicle
	Liability
	Uninsured Motorist
	Physical Damage
	Description

	a
	     
	     
	     
	     

	b
	     
	     
	     
	     



Hired/Non-Owned Automobile Supplement

1. Total number of employees:      
2. Do all of these employees have their own Personal Automobile insurance with limits 

of at least 100/300/500?








 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
3. Are driver MVRs (Motor Vehicle Records) kept on file and checked annually by insured?  

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
4. Hired/Non-Owned Auto coverage - Driving involves (select all that apply):

a. Time constraints
 FORMCHECKBOX 

b. Delivery
 FORMCHECKBOX 

c. Student or youth transportation
 FORMCHECKBOX 

d. Outside sales (e.g., client visits & sales calls)
 FORMCHECKBOX 

e. Routine errands (e.g., bank & post office runs)
 FORMCHECKBOX 

f. Job site to job site
 FORMCHECKBOX 

5. What is the maximum radius of operation?
a. Local (<= 50 miles)
 FORMCHECKBOX 

b. Intermediate (51 to 200 miles)
 FORMCHECKBOX 

c. Long Distance (> 200 miles)
 FORMCHECKBOX 

6. How many employees under the age of 26 use their personal autos for business purposes?      



Please send completed application and appropriate supplemental forms to:





Sales Department	Call: 	1.800.652.1772


CAMICO Insurance Services	E-mail: 	inquiry@camico.com	


1800 Gateway Drive, Suite 300	Fax: 	1.800.496.9910


San Mateo, CA  94404	
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