
	
	


MOTOR TRUCK CARGO APPLICATION


DATE __________________________



( AGENCY BILL
( DIRECT BILL


NAME OF MEMBER COMPANY _____________________________________________________________________


AGENT NAME, ADDRESS, FAX & PHONE # ___________________________________________________________







________________________________________________________________







________________________________________________________________


1. NAME OF APPLICANT ____________________________________________________________________________


2. MAILING ADDRESS ______________________________________________________________________________


3. LOCATION ADDRESS ( IF DIFFERENT ) ____________________________________________________________


4. EFFECTIVE DATE ________________________________  TO  ___________________________________________


5. DEDUCTIBLE       $____________


6. TOTAL AMOUNT OF INSURANCE   $_____________________________


7. PRIOR CARRIER AND LOSS HISTORY ( 3 YEARS )                                                      


 
COMPANY
YEAR

PREMIUM
LOSSES

NATURE OF LOSS(ES)


____________________________________________________________________________________________________


____________________________________________________________________________________________________


____________________________________________________________________________________________________


8. HAS ANY COMPANY EVER CANCELED OR REFUSED TO ISSUE SIMILAR INSURANCE  ( NO  ( YES


      IF YES, EXPLAIN _______________________________________________________________________________


9.  (COMMON CARRIER    (CONTRACT CARRIER   ( PRIVATE CARRIER  ( OWNER OF MERCHANDISE


10. ARE FILINGS REQUIRED  ( NO   ( YES - ATTACH SAMPLE COPIES OF BILLS OF LADING USED



WHICH STATES   _______________________
ICC PERMIT NUMBERS __________________________


11. SPECIFIC DESCRIPTION OF MERCHANDISE CARRIED ____________________________________________


   ________________________________________________________________________________________________


      ( GIVE ESTIMATED PERCENTAGES OF EACH IF CARRYING MORE THAN ONE COMMODITY )
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( PLEASE COMPLETE REVERSE SIDE )

12.FINANCIAL CONDITION _____________________________________________________________


13. NUMBER OF YEARS IN BUSINESS  _______________________________________________________________


14. TERRITORY OF OPERATIONS ___________________________________________________________________


15. AVERAGE LENGTH OF HAUL ___________________________________________________________________


16. ALL MOTOR TRUCKS AND TRAILERS OPERATED BY THE APPLICANT MUST BE LISTED BELOW.


     AMOUNT OF INSURANCE ON EACH TRUCK SHOULD EQUAL MAXIMUM LOAD CARRIED AT ANY 


    ONE TIME, AS POLICY CONTAINS 100% CO-INSURANCE CLAUSE. 



TRADE NAME         YEAR BUILT         SERIAL #                      BODY TYPE                    AMOUNT OF                                                





   

                  OPEN / CLOSED - LOCKED
INSURANCE



	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



17. DO YOU OPERATE AND OWN ALL LISTED TRUCKS? ( YES   ( NO    IF NOT, GIVE PARTICULARS     


       ________________________________________________________________________________________________


18. NUMBER OF MEN ON EACH TRUCK? ______________        ARE DRIVERS BONDED  ( YES  ( NO


     ARE LOADED TRUCKS EVER LEFT UNATTENDED ( YES ( NO 


     ARE TRUCKS KEPT LOCKED AT ALL TIMES  ( YES  ( NO, EXPLAIN ________________________________


     ARE VEHICLES ALARMED  ( NO  ( YES - DESCRIBE________________________________________________


19. STATE EXACT GROSS RECEIPTS FOR LAST 12 MONTHS INCLUDING AMOUNTS PAID TO AND


      RECEIVED FROM CONNECTING CARRIERS. _____________________________________________________
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Phone 	978.531.7350 / 800.723.9522 


Fax     	978.532.3410 / 888.777.2733





AIM


Associated


Inland Marine





Associated Inland Marine


500 Edgewater Drive


Suite 585


Wakefield, MA    01880        











