
Please attach the following to this Supplemental Questionnaire: 
 

Copy of License 
Copy of Members Enrollment Agreement 
5 year company loss runs 
Audited financial statement 
Brochures 
Copy of sample contracts 
Evacuation Plan 
Resume of The Administrator 

 
Name ___________________________________________ 
Address___________________________________________ 
 ___________________________________________
Contact____________________________________________ 
Title     ____________________________________________ 
Phone   ___________________________________________ 
FAX     ___________________________________________ 
E-Mail  ___________________________________________ 
Web Site__________________________________________ 
Effective Date _____________________________________ 
Prior Carrier_______________________________________ 
Expiring Premium $_________________________________ 
Claims Made Retroactive Date ________________________ 
Has any insurance carrier cancelled or refused coverage that is similar to that being 
applied for in this Supplemental Questionnaire?  Yes___________ No_____________ 
If yes, please explain ___________________________________ 
How many years has this organization been in business? ___________ 
 
General Information 

 
1. For-profit?: __________   Not-for-Profit?:______________ 
2. Hours of operation: _______________________________ 
3. Is the facility affiliated with any other organization? Yes_______No_______ 
 If yes, whom:_______________________________________ 
4. Is the facility licensed?: Yes________No_________ 
 If yes, please provide a copy of the license attached to this Supplemental Application. 
5.  Number of Members____________________ 
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Print _________________________________ _________________________________ _________
Application Name Title Authorized Signature of Applicant Date


