UNITED STATES LIABILITY INSURANCE GROUP

Management/Marketing Consultants Supplemental

APPLICATION
ALL QUESTIONS MUST BE ANSWERED AND APPLICATION MUST BE SIGNED BY APPLICANT.

1. Does the Applicant design, manufacture or test any product or process for creating a product? Yes O No O
If yes, please advise details :

2. Does the Applicant plan to or has the Applicant within the past five(5) years:
1) Consulted on mergers, acquisitions, capitalization, or liquidation’s? ........... Yes (1 No O
2) Prepared, reviewed or approved architectural, engineering or construction
maps, plans, opinions, estimates, surveys, designs or spacifications or
otherwise been Invelvad with the design, construction, demolition or testing

if any bullding or structure? . ... . e e e e Yes O No [J
3) Primary activity is to consult on downsizing or rightsizing. . ............. ..., Yes 0 No Ol
4) Been involved in any financial or environmental consulting? . ............... Yes [J No O
5) Been involved in the management, purchase, sale or development of

anyreal estale? ... e e e Yes O No O

3. Please indicate the percentags of Applicant's annual revenue from the last fiscal period involving: (total must
equal 100%]).

Executive Search/Recruiting Yo Attitude and Opinion Surveys %
Human Resource Consulting Yo Competitive Analysis %
Education/Training Yo Customer Service Y%
Quality Improvement/Quality Control  ____ % Mailing List/Telemarket List

Business Communication _ % Development %
Administrative/Office Services % Marketing Research Yo
New Product Marketing % Telemarketing Sales %
Feasibility Studies % Downsizing/Rightsizing Planning __ %
Management Audils % Financial Planning %
Management/Qwnership Succession LLong Term Projects/Planning %
Planning % Mergers and Acquisitions %
Computer Gonsulting % Product Testing _ %

4. Does the Applicant pravide any services other than these services listed above in #3? Yes O No O
If yes, please provide datails on a separata sheel.

THIS MANAGEMENT/MARKETING CONSULTANTS' SUPPLEMENTAL APPLICATION IS ATTACHED TO AND FORMS
PART OF THE PROFESSIONAL LIABILITY FCR SPECIFIED PROFESSIONS APPLICATION. THIS SUPPLEMENT IS
SUBJECT TO THE SAME PROVISIONS CONCERNING REPRESENTATIONS MADE IN THE BASIC APPLICATION.

SIGNATURE TITLE DATE

MMCSA (47}



UNITED STATES LIABILITY INSURANCE GROUP
Consultants Professional Liability

APPLICATI!ION

ALL QUESTIONS MUST BE ANSWERED AND APPLICATION MUST BE SIGNED BY APPLICANT.

SECTION | - BACKGROUND INFORMATION

[y

Name of Insured:

2. Address:
Web Site:
3. Limits of Liability desired: (7 $250,000 ([ $500,000 [J $1,000,000
4. Deductible: 0$1,000 0$2500 0O$5,000 O $10,000
5. Date Established:
6. Isinsured: (O Individual (1 Corporation ([ Partnership [ Other:
7. Is the Applicant controlled, owned, affiliated or associated with any other firm, corporation or company?
Yes 0 No O
8. Does the Applicant have any Subsidiaries? Yes [0 No[J If Yes, please list on a separate sheet and advise if

coverage is to apply to them.

9. During the past five years has the name of the firm been changed or has any other business been acquired, merged
into or consolidated with any other firm, corporation or company? Yes (1 No[1 (If yes, please attach an
explanation and advise if any liabilities have been assumed as a result of the merger, acquisition or consolidation).

SECTION Il - ORGANIZATION OPERATIONS DETAILS
10. Please describe in detail the professional services for which coverage is desired:

11. (a) List total gross receipts derived from activities in question #10:
Gross Receipts

Last Year: $
Current Year (based on 12 months): $
Forecast for Next Year: $

(b) Does the Applicant receive any compensation other than money (stock, options...) for providing professional
services? Yes (O No [ If Yes, advise details.
12. (a) Does the Applicant derive income from any activity or profession other than what is described in question #10?
Yes [0 No [ If Yes, please attach an explanation and estimated receipts (advise if these receipts were '
included in question #10).
(b). Is the Applicant a licensed Professional (i.e. Lawyer, Accountant...) Yes [1 No [J If Yes, advise type of
licensed Professional:
13. (a). Describe the (5) five largest jobs or projects during the past 3 years

NAME OF CLIENT SERVICES PROVIDED GROSS BILLINGS/FEES

(b). Was more than 50% of Applicant's total gross billings for any one year derived from a single client or contract?
Yes [ No (O If Yes, specity client, services rendered and how long relationship is expected to continue:

(c). Describe any jobs or projects anticipated during the next 12 months that will result in more than 10% of
Applicant’s gross receipts (not already listed in #13.a)




14. (a). Advise the number of: principals, partners, officers and professional employees directly engaged in providing
services to clients
(b) Advise the number of all other (non-professional/clerical) employees
(c) Advise the number of independent/sub contractors doing work on your behalf
15. Does the Applicant desire to provide coverage under this Policy for independent/sub contractors working on their
behalf? Yes [J No [J If Yes, advise on a separate sheet:
(a) How the Applicant utilizes each independent/subcontractor.
(b) The total percent of Applicant’'s work done by independent/sub contractors.
(c) Does the Applicant require Certificates of Insurance from all independent/sub contractors.
16. Please provide the following: (attach separate sheet if necessary)

Name of all Partners, Principals, Professional # of Years # of Years
Key Employees and Qualifications/ in Practice with Applicant
Independent/Sub Contractors. Designations

17. Does the Applicant design, manufacture or test any product or process for creating a product? Yes [J No [
If Yes, provide details on a separate sheet.

18. Does the Applicant use a written contract with clients? [ }In all cases [ Sometimes [ Never

19. Has the Applicant or independent contractor ever been dismissed from a project or contract prior to completion?
Yes [J No [ I[f Yes, provide details on a separate sheet.

20. Has the Applicant ever entered into contracts where fees were obtained by the client achieving certain cost
reductions or results in general? (If yes, please attach explanation).

21. Does any director, officer, employee, partner or independent/sub contractor of the Applicant serve on the Board of
Directors of any client or own any financial or equity interest in any client of the Applicant? Yes [1 No [
If Yes, please attach an explanation.

SECTION Iit - CLAIMS INFORMATION

Do not complete this section if this is an application for a renewal policy at the same limit of liability with one of the USLI

Companies.

22. During the past (5) five years, has any claim been made or suit brought against the agency, its predecessor(s) in
business, or any of its present or former owners, partners, officers, directors, employees, or independent/sub
contractors? Yes [] No [J (IF YES, PLEASE PROVIDE DETAILS ON THE SEPARATE SUPPLEMENTAL
CLAIMS APPLICATION.)

23. Is any owner, partner, officer, director, employee, or independent/sub contractor aware of any circumstance,
allegation, contention, or incident which may result in a claim being made against the agency, its predecessor(s)
in business, or any of its present or former partners, owners, officers, directors, employees, or independent
contractors? Yes [J No [J (IF YES, PLEASE PROVIDE DETAILS ON THE SEPARATE SUPPLEMENTAL
CLAIMS APPLICATION.)

SECTION IV - PROFESSIONAL LIABILITY INSURANCE COVERAGE

24. Has any Policy of or Application for professional liability insurance on your behalf or on the behalf of any of your principals,
officers, employees, or on behalf of any predecessors in business ever been declined, canceled, or renewal refused?

Yes O No [0 If yes, advise details.
25. Is similar professional liability insurance currently in force? Yes OO No [0 If Yes, please advise:
Name of Carrier Limit Deductible Premium Policy Period

Retroactive Date (if any):
Length of time coverage has continuously been in force:

SECTION V - GENERAL LIABILITY INFORMATION
26. Does the Applicant currently have General Liability Insurance? Yes 0 No O If yes, please advise the following:
Carrier Premium Expiration Date GL Losses
Yes O No O

Describe any General Liability Losses in past 5 years:




27. Number of Employed Consultants
28. (a) Does the Applicant use Independent Contractors? Yes [ No O If Yes, please answer 28 (b) and (c).
(b) Is General Liability coverage to include Independent Contractors? Yes (O No O
(c) Number of Independent Contractor Consultants used
29. (a) Is the Applicant involved in the installation of equipment or physical application of the items for which they are
providing consultation services (including work done by Independent Contractors supplied by the Applicant)?
Yes [J No O If yes, please answer 29(b) and (c) below:
(b) Describe installations or applications:

(c) Costs of subcontracted work
Are subcontractors required to have liability insurance? Yes [0 No O
Are Certificates of Insurance maintained by the Insured? Yes 00 No O

30. Additional Insureds to be included (List name, address and relationship to Applicant):

SECTION VI - PERSONAL PROPERTY INSURANCE INFORMATION

31. (a) Personal Property Limit Needed (at 80% Coinsurance/Replacement Cost)
If Limit is greater than $25,000, please answer 31 (b) and (c) below:

(b) Protection Class (1 through 10)

(c) Burglar Alarm Yes (0 No O Central Station Yes 1 No O
Sprinklers Yes 1 No [J Central Station Yes 0 No O
Fire Alarm Yes 0 No O Central Station Yes 0 No OO
32. if located in first tier coastal county, distance from water (ocean, bay or inlet)
33. Previous Carrier: ExpiratonDate: _______ Premium $

34. Property Claims Paid or Pending during last 5 years (by year)

SECTION VIl - REQUIRED INFORMATION
Please submit each of the following items with the Submission:
USLI Application.
Copy of Financial Statement.
Copy of Applicant’s formalized standard client contract.
Copy of resumes on technical and key personnel.
Marketing materials/brochures.

moowm>»

(" FRAUD STATEMENT: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER 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 SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT
\_TO EXCEED FIVE THOUSANDS DOLLARS AND THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION. J

THE STATES OF NEW YORK AND FLORIDA REQUIRES THAT WE HAVE THE NAME AND ADDRESS OF YOUR (INSURED'S) AUTHORIZED AGENT OR BROKER.
NAME OF AUTHORIZED AGENT OR BROKER
ADDRESS
LICENSE NO.

MAIL COMPLETED
APPLICATION THROUGH
LOCAL AGENT OR
BROKER TO:

CONSA (8/97)




(;fluaker Speci al Ri s k 8 division of the Quaker Agency Inc.

C FAX

NAME: Click here to replace text

COMPANY : Click here to replace text

ADDRESS: Click here to replace text

STATE, ZIP:_Click here to replace text

DATE: Click here to replace text

NUMBER OF PAGES(incl. Cover):_[Click here to replace text
* FAX TQO: Click here to replace text

PLEASE FAX THIS APPLICATION TO THE OFFICE THAT IS NEAREST YOU.
* Click the link below for a list of our offices and current fax numbers.

http://www.qsr-insurance.com/gsr-fax.html

ADDITIONAL COMMENTS:

Click here to replace text
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	QSR-Fax Cover Rev7.pdf
	Local Disk


	Name: Click here to replace text
	Company: Click here to replace text
	Address: Click here to replace text
	Sate, Zip: Click here to replace text
	Date: Click here to replace text
	PageNum: Click here to replace text
	Fax  to: Click here to replace text
	Comments1: Click here to replace text
	Comments2: 
	Comments3: 
	Comments4: 
	Comments5: 
	Comments6: 
	Comments7: 
	Comments8: 
	Comments9: 
	Comments10: 
	If yes please advise details: 
	1: 
	2: 
	o: 
	undefined: 
	o_2: 
	undefined_2: 
	1_2: 
	2_2: 
	o_3: 
	undefined_3: 
	undefined_4: 
	0o: 
	1_3: 
	2_3: 
	1_4: 
	2_4: 
	DownsizingRightsizing P Ianni ng: 
	undefined_5: 
	o_4: 
	Long Term ProjectsPlanning: 
	undefined_6: 
	undefined_7: 
	TITLE: 
	DATE: 
	SECTION I  BACKGROUND INFORMATION: 
	1 Name of Insured: 
	3 Limits of Liability desired 0 250000 0 500000 01000000: 
	4 Deductible 01000 02500 05000 010000: 
	6 Is Insured 0 Individual 0 Corporation 0 Partnership 0 Other: 
	10 Please describe in detail the professional services for which coverage is desired 1: 
	10 Please describe in detail the professional services for which coverage is desired 2: 
	10 Please describe in detail the professional services for which coverage is desired 3: 
	Gross Receipts: 
	Current Year based on 12 months: 
	Forecast for Next Year: 
	b Does the Applicant receive any compensation other than money stock options   for providing professional: 
	b Is the Applicant a licensed Professional ie Lawyer Accountant Yes 0 No 0 If Yes advise type of: 
	NAME OF CLIENT SERVICES PROVIDED GROSS BILLINGSFEES: 
	1_5: 
	2_5: 
	3: 
	4: 
	1_6: 
	2_6: 
	3_2: 
	undefined_8: 
	undefined_9: 
	1_7: 
	2_7: 
	3_3: 
	4_2: 
	b Was more than 50 of Applicants total gross billings for any one year derived from a single client or contract: 
	c Describe any jobs or projects anticipated during the next 12 months that will result in more than 10 of: 
	Applicants gross receipts not already listed in 13a 1: 
	Applicants gross receipts not already listed in 13a 2: 
	14 a Advise the number of principals partners officers and professional employees directly engaged in providing: 
	b Advise the number of all other nonprofessionalclerical employees: 
	c Advise the number of independentsub contractors doing work on your behalf: 
	IndependentSub Contractors Designations 1: 
	IndependentSub Contractors Designations 2: 
	IndependentSub Contractors Designations 3: 
	IndependentSub Contractors Designations 4: 
	1_8: 
	2_8: 
	3_4: 
	4_3: 
	5: 
	in Practice 1: 
	in Practice 2: 
	in Practice 3: 
	in Practice 4: 
	in Practice 5: 
	with Applicant 1: 
	with Applicant 2: 
	with Applicant 3: 
	with Applicant 4: 
	with Applicant 5: 
	17 Does the Applicant design manufacture or test any product or process for creating a product Yes 0 No 0: 
	officers employees or on behalf of any predecessors in business ever been declined canceled or renewal refused: 
	Name of Carrier Limit Deductible Premium Policy Period: 
	Retroactive Date if any: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	Length of time coverage has continuously been in force: 
	undefined_13: 
	Carrier Premium Expiration Date GL Losses: 
	undefined_14: 
	undefined_15: 
	Yes 0 No 0: 
	undefined_16: 
	27 Number of Employed Consultants: 
	b Is General Liability coverage to include Independent Contractors Yes 0 No 0: 
	Yes 0 No 0 If yes please answer 29b and c below: 
	b Describe installations or applications: 
	c Costs of subcontracted work: 
	undefined_17: 
	30 Additional Insureds to be included List name address and relationship to Applicant 1: 
	30 Additional Insureds to be included List name address and relationship to Applicant 2: 
	SECTION VI  PERSONAL PROPERTY INSURANCE INFORMATION: 
	If Limit is greater than 25000 please answer 31 b and c below: 
	32 If located in first tier coastal county distance from water ocean bay or inlet: 
	Premium: 
	undefined_18: 
	33 Previous Carrier Expiration Date: 
	34 Property Claims Paid or Pending during last 5 years by year: 
	THE STATES OF NEW YORK AND FLORIDA REQUIRES THAT WE HAVE THE NAME AND ADDRESS OF YOUR INSUREOS AUTHORIZED AGENT OR BROKER: 
	NAME OF AUTHORIZED AGENT OR BROKER: 
	undefined_19: 
	undefined_20: 
	undefined_21: 
	undefined_22: 
	If yes please advise details_2: 
	1_9: 
	2_9: 
	o_5: 
	o_6: 
	undefined_23: 
	Attitude and Opinion Surveys 1: 
	Attitude and Opinion Surveys 2: 
	Attitude and Opinion Surveys 3: 
	o_7: 
	undefined_24: 
	undefined_25: 
	0o_2: 
	1_10: 
	2_10: 
	1_11: 
	2_11: 
	DownsizingRightsizing P Ianni ng_2: 
	undefined_26: 
	o_8: 
	Long Term ProjectsPlanning_2: 
	undefined_27: 
	undefined_28: 
	TITLE_2: 
	DATE_2: 
	1 Name of Insured_2: 
	Web Site: 
	3 Limits of Liability desired 0 250000 0 500000 01000000_2: 
	6 Is Insured 0 Individual 0 Corporation 0 Partnership 0 Other_2: 
	7 Is the Applicant controlled owned affiliated or associated with any other firm corporation or company: 
	10 Please describe in detail the professional services for which coverage is desired 1_2: 
	10 Please describe in detail the professional services for which coverage is desired 2_2: 
	10 Please describe in detail the professional services for which coverage is desired 3_2: 
	Last Year: 
	Current Year based on 12 months_2: 
	b Does the Applicant receive any compensation other than money stock options   for providing professional_2: 
	12 a Does the Applicant derive income from any activity or profession other than what is described in question 1 0: 
	13 a Describe the 5 five largest jobs or projects during the past 3 years: 
	NAME OF CLIENT SERVICES PROVIDED GROSS BILLINGSFEES_2: 
	1_12: 
	2_12: 
	3_5: 
	4_4: 
	1_13: 
	2_13: 
	3_6: 
	undefined_29: 
	undefined_30: 
	1_14: 
	2_14: 
	3_7: 
	4_5: 
	b Was more than 50 of Applicants total gross billings for any one year derived from a single client or contract_2: 
	14 a Advise the number of principals partners officers and professional employees directly engaged in providing_2: 
	b Advise the number of all other nonprofessionalclerical employees_2: 
	IndependentSub Contractors Designations 1_2: 
	IndependentSub Contractors Designations 2_2: 
	IndependentSub Contractors Designations 3_2: 
	IndependentSub Contractors Designations 4_2: 
	1_15: 
	2_15: 
	3_8: 
	4_6: 
	5_2: 
	in Practice 1_2: 
	in Practice 2_2: 
	in Practice 3_2: 
	in Practice 4_2: 
	in Practice 5_2: 
	with Applicant 1_2: 
	with Applicant 2_2: 
	with Applicant 3_2: 
	with Applicant 4_2: 
	with Applicant 5_2: 
	17 Does the Applicant design manufacture or test any product or process for creating a product Yes 0 No 0_2: 
	officers employees or on behalf of any predecessors in business ever been declined canceled or renewal refused_2: 
	Name of Carrier Limit Deductible Premium Policy Period_2: 
	Retroactive Date if any_2: 
	undefined_31: 
	undefined_32: 
	undefined_33: 
	Length of time coverage has continuously been in force_2: 
	undefined_34: 
	Carrier Premium Expiration Date GL Losses_2: 
	undefined_35: 
	undefined_36: 
	Yes 0 No 0_2: 
	undefined_37: 
	27 Number of Employed Consultants_2: 
	c Number of Independent Contractor Consultants used: 
	b Describe installations or applications 1: 
	b Describe installations or applications 2: 
	c Costs of subcontracted work_2: 
	30 Additional Insureds to be included List name address and relationship to Applicant: 
	1_16: 
	2_16: 
	32 If located in first tier coastal county distance from water ocean bay or inlet_2: 
	33 Previous Carrier Expiration Date_2: 
	Premium_2: 
	34 Property Claims Paid or Pending during last 5 years by year_2: 
	undefined_38: 
	undefined_39: 
	undefined_40: 
	undefined_41: 


