
SKIMOBILE  APPLICATION
DATE ____________________



( AGENCY BILL       ( DIRECT BILL

NAME OF MEMBER COMPANY ________________________________HO # (REQUIRED)________________

AGENT NAME, ADDRESS, FAX AND PHONE # _____________________________________________________











           


              
                                                        ____________________________________________________________



             

             _____________________________________________________________

1. NAME OF APPLICANT ________________________________________________________________________

2. MAILING ADDRESS ___________________________________________________________________________

3. LOCATION ADDRESS ( IF DIFFERENT )_________________________________________________________

4. EFFECTIVE DATE ______________​​​___________ TO ___________________________ ( ONE YEAR ONLY )

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. WHERE WILL THE SKIMOBILE BE USED? ____________________________________________________

10. WHERE IS THE PROPERTY KEPT WHEN NOT USED? _________________________________________

11. IS SKIMOBILE RENTED TO OTHERS? ( YES    ( NO

12. AGE OF OPERATORS AND % OF USE OF EACH. ______________________________________________

13. HAS ANY OPERATOR HAD ANY MOTOR VEHICLE VIOLATIONS OR ACCIDENTS IN LAST 3       

YEARS?   ( NO     (YES – GIVE DETAILS__________________________________________________________

MANUFACTURER
MODEL #
SERIAL #
H.P. 0R C.C.
YEAR

LIMIT OF INS.

_______________________________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________
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AIM-APP-180  (4/99) 

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        











