COMMERCIAL CUSTOMER INFO SHEET
GENERAL INFORMATION
	Business Name
	     

	Mailing Address
	     

	City, State  Zip
	     

	Location (if different)
	     


	Phone Number
	     
	Alternate Number
	     

	Contact Name
	     
	Alternate Name
	     

	E-mail address
	     
	Website address
	     


	Entity Type
	Individual  FORMCHECKBOX 
  Partnership   FORMCHECKBOX 
  Corp  FORMCHECKBOX 
  Other (specify)      


	Federal ID # (or SS#)
	     


	Describe in detail what your business does (space will expand to accommodate length)

	     


	What types of coverage are you looking for? (mark all that apply)

	General Liability  FORMCHECKBOX 
   Property  FORMCHECKBOX 
   Business Auto  FORMCHECKBOX 
   Workers Comp  FORMCHECKBOX 
   Umbrella FORMCHECKBOX 


	Other  FORMCHECKBOX 
  (please describe)       


	How long have you been in business?
	     

	Do you have coverage now?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	If yes, how long have you had coverage?
	     

	Have you had ANY claims in last 5 years?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 



If yes, complete below

	DATE
	POLICY TYPE
	DESCRIPTION
	AMOUNT PAID

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


GENERAL LIABILITY SECTION (complete if General Liability coverage is desired)

	How many square feet does your business occupy?
	     

	What is your estimated annual gross sales?
	     

	What is your estimated annual payroll?
	     

	How many employees do you have?
	     

	Do they all perform the same basic functions? Describe
	     

	Liability coverage amount desired
	     


PROPERTY (complete if property coverage is desired)

LOCATION ADDRESS:       
	Year Built
	     
	Construction
	     

	Total Square Feet
	     
	% that you occupy
	     

	Bldg Coverage Amt
	     
	Contents Amount
	     

	Owner or Tenant?
	     
	Distance to Hydrant
	     

	Nearest Fire Station
	     
	Other occupants?
	     

	Burglar Alarm?
	     
	Monitored?
	Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 


	Premises Fenced?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	Year/Type of Roof
	            


(for more than one building or location, list others on separate page with this same information)
WORKERS COMPENSATION (complete if Work Comp coverage is desired)
Please complete the table below for all employees, including all corporate officers who own less than 25%.  (attach a separate sheet if needed)
	NAME
	DUTIES
	ANNUAL PAYROLL

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


If this is a corporation, please complete below for all officers owning OVER 25%
	NAME
	TITLE
	OWNERSHIP %
	INCL/EXCL
	IF INCL, SALARY

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


BUSINESS AUTO (complete if Business Auto coverage is desired)
Please complete table below for all drivers, including family members who might drive any of your  vehicles.  Please note that MVRs WILL be acquired by the company and that pricing  may be adjusted accordingly.  Correct information will help avoid surprises after the fact.

	NAME
	DATE of BIRTH
	DL# & STATE
	INCIDENTS (Y/N)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


For any drivers showing incidents in the table above, please list them below

	NAME
	DATE of INCIDENT
	DESCRIPTION

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Please complete below for all vehicles (including trailers)

	YEAR
	MAKE
	MODEL or

GVW for Trucks
	VIN#
	DEDUCTIBLES

COMP – COLL
	EQUIPMENT?

YES  -  NO

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


Coverage Limits desired (complete OR provide copy of current/expiring policy)
	LIABILITY
	     
	UNINSURED MOTORISTS
	     

	PIP
	     
	MEDICAL PAYMENTS
	     

	HIRED?
	Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

	Non Owned?
	Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 



Any vehicles have lienholder?  If yes, complete below

	Which Vehicle?
	Complete name and address of lienholder

	     
	     

	     
	     

	     
	     


COMMERCIAL UMBRELLA QUOTE DESIRED?  Yes FORMCHECKBOX 
   No FORMCHECKBOX 
     If yes, limit desired      
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