
TOOLS/UNSCHEDULED EQUIPMENT INSURANCE APPLICATION

DATE ____________________



( AGENCY BILL       ( DIRECT BILL

NAME OF MEMBER COMPANY _______________________________________________________________________

AGENT NAME, ADDRESS, FAX AND 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 (MINIMUM 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. NORMAL TERRITORY IN WHICH WORK IS PERFORMED____________________________________________

10. SPECIFIC TYPES OF WORK PERFORMED (INDICATE USE OF EQUIPMENT TO BE INSURED)__________

11 EXPERIENCE IN PERFORMING THIS TYPE OF WORK_______________________________________________

_____________________________________________________________________________________________________
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(PLEASE COMPLETE REVERSE SIDE)

12. WHERE IS THE EQUIPMENT STORED?___________________________________________________

13. IS THE STORAGE AREA LOCKED?      ____________   ALARMED ___________________________

14. ARE ANY ITEMS STORED OVERNIGHT IN VEHICLE?  (  NO
( YES

15. ARE THE VEHICLES ALARMED?         (  NO 
( YES 

16. WHAT IS THE RADIUS OF TRAVEL?  ______________________________________________________

17.  UNSCHEDULED  TOOLS:***
$_____________________

*** 90% COINSURANCE; REPLACEMENT COST VALUATION REQUIRED.


18.  LOSS PAYEE:     __________________________________________________________________________________

       NAME & ADDRESS

Applicant’s signature warranties that the limit requested represenets 90% coinsurance of covered property.

___________________________________________                                                         ____________________________

Appl;icant Signature                                                                                                            Date                                                         
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Phone 	978.531.7350 / 800.723.9522 


Fax     	978.532.3410 / 888.777.2733
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Inland Marine





Associated Inland Marine


500 Edgewater Drive


Suite 585


Wakefield, MA    01880        











