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BERKLEY LIFE SCIENCES APPLICATION FOR PRIMARY PRIVATE COMPANY MANAGEMENT LIABILITY INSURANCE
PLEASE REFER TO THE IMPORTANT NOTICE AT THE END OF THIS APPLICATION. 
THE COMPLETION AND SUBMISSION OF THIS APPLICATION TO THE COMPANY DOES NOT CONSTITUTE A PROMISE TO PROVIDE COVERAGE OR A BINDER OF INSURANCE UNDER ANY CIRCUMSTANCES.  WE REQUEST THAT ALL QUESTIONS BE ANSWERED.  IF A QUESTION OR SECTION IS NOT APPLICABLE, PLEASE ANSWER “N/A”.  IF THE ANSWER TO A QUESTION IS NONE, PLEASE STATE “NONE” OR “0”.  IF MORE SPACE IS REQUIRED TO ANSWER A QUESTION COMPLETELY, PLEASE PROVIDE A SEPARATE ATTACHMENT AND IDENTIFY THE QUESTION ANSWERED ON THE ATTACHMENT. 

This Application is a Microsoft Word© document that allows the Applicant to enter information in the empty sections.  Any alteration of this Application (other than sections reserved for answers) is expressly prohibited.  This document is configured so that each data entry field will expand to accommodate information.  Throughout this Application, the words “you” and “your” refer to all person(s) or organization(s) applying for coverage.
PLEASE ATTACH THE FOLLOWING INFORMATION:
· Audited financial statements (If not consolidated provide for each entity considered) and a copy of all applicable financial commitment letters, milestone payment agreements, and other sources of funding not represented in your financial statements; and
· Loss runs, including notices of circumstances provided to previous carriers, for the last three years, for all policies which are relevant to the coverages for which a quote is desired.
GENERAL INFORMATION
	1. Named Insured (as it should appear on the Policy):
	     

	2. Primary Location Address (including Street, City, County, State, Zip Code)
	     

	3. What is the SIC of the Named Insured?
	     

	4. Website Address:
	     

	5. Federal Employer Identification Number (FEIN):
	     

	6. Name, Title, email address, and phone number of the individual designated to receive notices from the Insurer:
	     

	7. The Named Insured has been in continuous operation since:
	     

	(a) Please indicate which of the below best describe your organization (check box of all that apply)?  Please indicate the percentage of revenue applicable to each relevant segment.

 FORMCHECKBOX 
 Biotech/Pharmaceuticals
     %

 FORMCHECKBOX 
 Contract Manufacturing

     %

 FORMCHECKBOX 
 Contract Research

     %

 FORMCHECKBOX 
 Dietary Supplements
     %

 FORMCHECKBOX 
 Medical Devices
     %

 FORMCHECKBOX 
 Other
     %

(b) Please provide a description of your operations:

     


	8. (a) Please complete as applicable:
Type of Coverage

Check if No In Force Coverage

Carrier

Expiration Date

Limit

Retention

Premium

Directors and Officers Liability

 FORMCHECKBOX 

     
     
$     
$     
$     
Employment Practices Liability

 FORMCHECKBOX 

     
     
$     
$     
$     
Fiduciary Liability

 FORMCHECKBOX 

     
     
$     
$     
$     
(b) Please indicate the coverage section(s) for which you desire a quote by checking the box and filling out the related section below:
(D+O coverage must be requested)     
Directors, Officers and Corporate Liability Insurance Coverage 
 FORMCHECKBOX 
 Shared Limit  FORMCHECKBOX 
 Separate Limit

Employment Practices Liability Insurance Coverage 

 FORMCHECKBOX 
 Shared Limit  FORMCHECKBOX 
 Separate Limit

Fiduciary Liability Insurance Coverage 

 FORMCHECKBOX 
 Shared Limit  FORMCHECKBOX 
 Separate Limit

By checking a box above, you are acknowledging that the answer(s) to Question 13. in this General Information Section applies to such coverage and that all information requested in this Application for the coverage section(s) applied for is attached or will be provided if coverage is purchased.

	9. Within the last 3 years has any insurance company cancelled, rescinded or attempted to rescind, or refused to renew any of your management liability policies?      FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

IF “YES” IS ANSWERED, PLEASE PROVIDE DETAILS


	10. Answer each of the following questions with respect to the Insured Entity’s recent 18 month history and expectations for the next 12 months:

(a) Have you (1) contemplated, or are you currently contemplating or in the process of implementing, any actual or potential filing for protection under any bankruptcy code, reorganization or liquidation, or any arrangement with creditors under federal or state law; or (2) been delinquent on debts, loans, guarantees or financial obligations for more than 30 days, where the total amount of such delinquency in the last 12 months is in excess of $25,000?
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(b) Have there been or are you aware of any changes (resignations, departures, retirements, etc.) to the Board of Directors, President, Chief Executive Officer, or Chief Financial Officer positions?     

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(c) Have you raised or do you plan on raising funds by any venture capital, private placement, or private or public offering of any equity or debt securities?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(d) Have you conducted or do you anticipate needing to conduct any layoffs?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(e) Have there been or do your plans include any consolidation, divestment, acquisition, tender offer or merger?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
(f) Has there been a suspension by any state agency for failure to pay taxes?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(g) Has there been, do you anticipate, or are you currently discussing with stakeholders, amendments to or a breach of any financial covenant(s)?
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(h) Have there been or are you aware of any written or verbal communications by a Governmental Authority requesting information or documentation, or an interview or meeting, (excluding those which a Governmental Authority would consider routine investigations, inspections, reviews, examinations, audits, etc.)?
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

IF ANY OF THE ABOVE ITEMS ARE ANSWERED “YES” PLEASE PROVIDE COMPLETE DETAILS IN AN ATTACHMENT

	11. Please provide the following details on all Subsidiaries of the Insured Entity below or by attachment.  
If “None”, check the box:      FORMCHECKBOX 
None

Subsidiary Name

Nature of Business

Percent Owned by Insured Entity
Date created or acquired

Country of Domicile
Nonprofit

     
     
     %
     
     
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
     
     
     %
     
     
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
     
     
     %
     
     
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
IT IS UNDERSTOOD AND AGREED THAT COVERAGE IS NOT PROVIDED FOR SUBSIDIARIES UNLESS THE INFORMATION REQUESTED IS PROVIDED HERE OR BY ATTACHMENT


HISTORICAL REGULATORY AND LEGAL EXPERIENCE SECTION
	Answer the following question for all coverages being requested but only if the Insured does not currently maintain such requested coverage.  If the Insured currently maintains such requested coverage, check the N/A box and please provide a copy of the original main form application for such coverage if less than 3 years old.
12. Does any person or entity proposed for coverage know of or have information about any act, error, omission, or circumstance which      would lead a reasonable person to believe that such act, error, omission, or circumstance might give rise to a claim, suit, regulatory action or other proceeding, inquiry or investigation of or against any proposed Insured?  If “Yes”, please attach complete details as noted below.    
Directors and Officers Liability Coverage   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A

Employment Practices Liability Coverage  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A

Fiduciary Liability Coverage                       FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A

IF “YES” IS ANSWERED FOR 13.  ABOVE, PLEASE PROVIDE AS AN ATTACHMENT FULL DETAILS FOR EACH INSTANCE, EVEN IF THE MATTER HAS SINCE BEEN SETTLED OR OTHERWISE RESOLVED.

IT IS UNDERSTOOD AND AGREED THAT THE INSURER SHALL NOT BE LIABLE TO MAKE ANY PAYMENT FOR LOSS IN CONNECTION WITH ANY CLAIM MADE AGAINST ANY INSURED BASED UPON, ARISING OUT OF, DIRECTLY OR INDIRECTLY RESULTING FROM OR IN CONSEQUENCE OF, OR IN ANY WAY INVOLVING ANY LAWSUIT, ADMINISTRATIVE PROCEEDING, WRITTEN DEMAND, FACT, CIRCUMSTANCE, OR SITUATION SET FORTH OR THAT SHOULD HAVE BEEN SET FORTH IN THE INSURED’S RESPONSE TO QUESTION 13. OF THIS SECTION.


DIRECTORS, OFFICERS, AND CORPORATE LIABILITY SECTION

· Please provide a list of Board of Directors and Officers, including external affiliations, and their tenure on the board.

· Please provide a list of any Institutional Review Board, Scientific Advisory Board, or other oversight board members where the entity will provide indemnification.

· Please provide the most recent Investor Presentation (if applicable).
	1. List all shareholders (including an ESOP), members, or other equity holders who own 5% or more of the issued and outstanding equity and provide details as requested (if numerous, provide information by attachment):

Name

% Ownership

Director / Officer

Family*

     
     %
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

     
     %
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

     
     %
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

*Is the entity/shareholder listed related to, or controlled by a relative of, another shareholder, director, or officer of any Insured Entity?

	2. Project the percentage of your revenue and/or funding that will come directly or indirectly from the following sources in the next 12 months:  If “None”, mark this box   FORMCHECKBOX 

US Private Payer(s)

     %

US Public Payer(s)

     %

US Governmental Grants

     %

International Governmental Sources

     %



	3. If you are a service provider, please provide details requested either below or via attachment:

Top 5 Contracts (by revenue)

Top 5 Customers (by revenue)

     
     
     
     
     
     
     
     
     
     



EMPLOYMENT PRACTICES COVERAGE SECTION B (Complete this section if Employment Practices Liability Coverage is requested)
· Please provide a copy of all formal written employment policies and procedures which have been implemented.
· Please provide a copy of the most recently completed EEO-1 (if applicable).
	1. Please provide the following information:
(a)  Aggregate employee count (excluding Independent Contractors):   
(b)  Total number of Independent Contractors (not considered an Employee unless noted in the policy):   
(c)  Please complete the Employee Information table (seasonal, temporary, and leased employees are to be included as Part Time):
Requested Information
United States

Rest of the World

Category

Full Time

Part Time

Union

Non-union

Exempt

Non-exempt

Full Time

Part Time

Total Number of Employees (excluding independent contractors and the below states)









Total number of employees in the following US states:

 - FL, IL, NJ, NY, TX







Total number of employees in California






Turnover Rate for last 3 years, by category











	2. What percentage of your employees currently earn more than:
(a) $100,000?

(b) $47,476?
	(a) 
(b) 

	3. Do you currently employ any full-time Human Resources professionals?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No      If “Yes”, how many?  

	4. Do you currently outsource any of your Human Resource functions?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No    
If “Yes”, please identify the organization 

	5. Indicate by checking the box, which formal written policies and procedures are currently in force.  If “None”, mark this box   FORMCHECKBOX 

 FORMCHECKBOX 
 Distribution and acknowledged receipt of Employee Handbook/Manual
 FORMCHECKBOX 
 Adherence to Employment “at-will” relationship with all Employees
 FORMCHECKBOX 
 Formal Annual Performance Review Process
 FORMCHECKBOX 
 I-9 Verification    
 FORMCHECKBOX 
 Comprehensive Anti-Harassment Policy
 FORMCHECKBOX 
 Data Breach Notification/Data Security Policy
 FORMCHECKBOX 
 CA Family Rights Act   FORMCHECKBOX 
 Check if not applicable
 FORMCHECKBOX 
 Family Medical Leave Act  FORMCHECKBOX 
 Check if not applicable
 FORMCHECKBOX 
 Adherence to Genetic Information Nondiscrimination Act
 FORMCHECKBOX 
 Pre-employment process which includes reviewing criminal record, financial history, education and employment verification, driving record, and drug screening
 FORMCHECKBOX 
 Adherence to the Americans with Disabilities Act
 FORMCHECKBOX 
 Employee / Whistleblower Hotline

 FORMCHECKBOX 
 Social Media Policy
 FORMCHECKBOX 
 Random drug testing of employees



	6. Do you:
(c) Have employment issues such as terminations, disciplinary activities, allegations of discrimination and sexual harassment, exempt and non-exempt classifications, and layoffs reviewed by internal or external counsel?       FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
(d) Do you have a formal policy for outside counsel to review your employment policies and procedures on a regular basis?     

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No  

If “Yes”, when was a review last completed? 
(e) Have a written procedure for notification and handling of employment related grievances, disputes, notifications and claims?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	7. Have you ensured your company will comply with new FLSA regulations which become effective 12/1/2016?
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No


FIDUCIARY LIABILITY COVERAGE SECTION
· Only complete this section if Fiduciary Liability Insurance is requested.
· Please provide a copy of the most recent public accountant’s audit report and IRS form 5500 for each employee benefit plan.
· For any Plan holding non-public securities (including an ESOP), please provide a summary of the most recent independent appraisal of such securities.
	1. Provide the following information regarding each employee welfare benefit plan, employee pension benefit plan or pension plan, as defined by ERISA, (hereinafter referred to as Employee Benefit Plans) which the Insured Entity maintains or to which it contributes here or by attachment:

Name of Plan

Type of Plan*
Name of Plan Sponsor

Number of Plan Participants

Fair Market Value of Plan Assets





$




$




$
* Type of Plan: (DB) = Defined Benefit; (DC) = Defined Contribution; (ESOP) = Employee Stock Ownership Plan; (HWB) = Health and Welfare Benefit; (MET) = Multi Employer or Multiple Employer Trust; (O) = other
IT IS UNDERSTOOD AND AGREED THAT COVERAGE IS NOT PROVIDED FOR EMPLOYEE BENEFIT PLANS UNLESS THE INFORMATION REQUESTED IS PROVIDED HERE OR BY ATTACHMENT.

	2. Has any employee pension benefit plan or pension plan invested in securities of the Insured Entity?
· If “yes”, provide the following details by attachment: number of shares; costs of shares to the plan; fair market value of shares.
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	3. Has any employee pension benefit plan or pension plan invested in more than 1% of any entity (other than the Insured Entity or a pooled investment vehicle such as a mutual fund)?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	4. Do Employee Benefit Plan fiduciaries and investment advisors adhere to written investment guidelines?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	5. Is there a written procedure that is followed to assess the reasonableness of investment management, consulting, or other fees charged to or paid by the Employee Benefit Plans, including a procedure to assess fees related to investments recommended by investment advisors?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	6. Has any Employee Benefit Plan loaned or pledged any Employee Benefit Plan assets to any party-in-interest (including the Insured Entity)?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	7. Are there any overdue employer contributions for any plan, or has any plan requested or contemplated filing a request for a waiver of contributions?
If “Yes”, provide plan name and amount of overdue contributions by attachment.
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	8. Within the last 3 years, has there been, or is there currently under consideration, any restructuring, termination or other similar transaction of any Employee Benefit Plan?
If “Yes”, provide details of the transaction by attachment.
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	9. If any of the following questions are answered “No”, provide details by attachment.

(a) Are all Employee Benefit Plans compliant with the Health Insurance Portability and Accountability Act (“HIPAA”) and the Patient Protection and Affordable Care Act (“PPACA”) or Affordable Care Act (“ACA”)?     FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(b) Does the plan sponsor comply with the summary plan description requirements under ERISA for all Employee Benefit Plans?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(c) Do all employee pension benefit plans or pension plans have a written investment policy?     FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(d) Are all employee pension benefit plan or pension plan assets managed by a third party investment manager?     FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(e) Do the fiduciaries review the investment guidelines used by the investment managers at least annually?     FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

(f) Is the “fair market value” of all employee pension benefit plan or pension plan assets calculated at least annually?     FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No


Producer Information

	
	
	

	Submitted by (Agency Name)
	
	Dated

	
	
	

	Agent’s Name (Individual’s Name)
	
	Agent’s License Number


Please Read Carefully

The undersigned, acting on behalf of all proposed Insureds, declare that the statements set forth herein are true and correct and that thorough efforts have been made to obtain sufficient information from each Insured proposed for this insurance to facilitate the proper and accurate completion of this Proposal Form.

The undersigned agree that the particulars and statements contained in the Application and any information submitted herewith are their material representations and are the basis of the insurance contract. The undersigned further agree that the Application and any material submitted herewith shall be considered attached to and a part of the Policy. Any material submitted with the Application shall be maintained on file (either electronically or paper) with the Company and shall be deemed to be attached hereto as if physically attached.

It is further agreed that:

· if any significant change in the condition of the applicant is discovered between the date of this Application and the Policy inception date, which would render this Proposal Form inaccurate or incomplete, notice of such change will be reported in writing to the Company immediately;

· any Policy, if issued, will be in reliance upon the truth of such representations, provided, however, with respect to such statements and representations, no knowledge or information possessed by any Insured Person shall be imputed to any other Insured Person. If any person or persons knew as of the Policy inception date that such declarations and statements contained in the Application were untrue, inaccurate or incomplete, and such statements materially affect either the acceptance of the risk or the hazard assumed by the Insurer under this Policy, then this Policy shall not apply as to that person or persons. However, if the President, Chief Executive Officer, Chief Financial Officer or Managing Partner of the Insured Entity knew as of the Policy inception date that such declarations and statements contained in the Application were untrue, inaccurate or incomplete, and such statements materially affect either the acceptance of the risk or the hazard assumed by the Company under this Policy, then this Policy shall not apply as to that person or persons and the Insured Entity;

· the information contained in this Application shall not be used by the Insureds as notice as provided for in section Vll. of the Common Policy Terms and Conditions Section of this Policy;

· this Application has been completed as respects the entire Insured Entity;

· the signing of this Application does not bind the undersigned to purchase the insurance.
	
	
	

	Dated
	
	(Signature)  President, Chief Executive Officer, Chief Financial Officer, or Managing Partner 

	
	
	

	
	
	(Print Name)  President, Chief Executive Officer, Chief Financial Officer, or Managing Partner 

	
	
	

	
	
	Title

	
	
	

	Dated
	
	(Signature) Human Resources Manager, or equivalent position 


NOTICE
The Applicant’s submission of this Application does not obligate the Company to issue, or the Applicant to purchase, a policy.  The Applicant hereby authorizes the Company to make any inquiry in connection with this Application.  The information requested in this Application is for underwriting purposes only and does not constitute notice to the Company under any policy of a claim or potential claim.
COMPLETION OF THIS APPLICATION DOES NOT BIND COVERAGE.  COVERAGE IS NOT BOUND UNTIL THE APPLICANT ACCEPTS THE COMPANY’S QUOTATION, A BINDER IS ISSUED BY THE COMPANY, AND A POLICY IS SUBSEQUENTLY ISSUED BY THE COMPANY.
IF THE ANSWERS IN THIS APPLICATION CHANGE BEFORE THE POLICY INCEPTION DATE, THE APPLICANT MUST IMMEDIATELY NOTIFY THE COMPANY IN WRITING.  IN THE EVENT OF ANY SUCH CHANGE, ANY OUTSTANDING QUOTATION OR BINDER IS WITHDRAWN, UNLESS OTHERWISE AGREED TO IN WRITING BY THE COMPANY.

The authorized officer of the Applicant identified above (“authorized officer”) declares to the best of his/her knowledge and belief, after reasonable inquiry, that the statements made in this Application and in any attachments or other documents submitted with this Application are true, accurate, and complete.  The authorized officer represents that s/he knows of no other relevant facts which might affect the Company’s judgment when considering this Application.  The authorized officer agrees that this Application and such attachments and other documents are material and shall be the basis of the insurance policy, should one be issued, and that the Company will have relied on all such materials and the answers in this Application in issuing any such policy.  THE AUTHORIZED OFFICER ALSO AGREES THAT S/HE HAS REVIEWED AND READ THE INSURANCE FRAUD WARNINGS WHICH ARE INCLUDED WITHIN AND PERMANENTLY AFFIXED TO THIS APPLICATION. 
INSURANCE FRAUD WARNINGS

GENERAL FRAUD WARNING: ANY PERSON WHO KNOWINGLY FILES A STATEMENT OF CLAIM OR AN APPLICATION CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION MAY BE GUILTY OF A CRIME AND MAY BE SUBJECT TO CRIMINAL AND CIVIL PENALTIES WHICH MAY INCLUDE IMPRISONMENT, FINES, AND DENIAL OF INSURANCE.  

PLEASE ALSO BE AWARE THAT IN CERTAIN STATES A SPECIFIC FRAUD WARNING IS REQUIRED.  IN THE EVENT OF ANY CONFLICT WITH THE GENERAL FRAUD WARNING ABOVE, THE REQUIRED STATE WARNING WILL CONTROL.

NOTICE TO ARKANSAS APPLICANTS: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.

NOTICE TO COLORADO APPLICANTS: IT IS UNLAWFUL TO KNOWINGLY PROVIDE FALSE, INCOMPLETE, OR MISLEADING FACTS OR INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE COMPANY.  PENALTIES MAY INCLUDE IMPRISONMENT, FINES, DENIAL OF INSURANCE, AND CIVIL DAMAGES.  ANY INSURANCE COMPANY OR AGENT OF AN INSURANCE COMPANY WHO KNOWINGLY PROVIDES FALSE, INCOMPLETE, OR MISLEADING FACTS OR INFORMATION TO A POLICYHOLDER OR CLAIMANT FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE POLICYHOLDER OR CLAIMANT WITH REGARD TO A SETTLEMENT OR AWARD PAYABLE FROM INSURANCE PROCEEDS SHALL BE REPORTED TO THE COLORADO DIVISION OF INSURANCE WITHIN THE DEPARTMENT OF REGULATORY AGENCIES.

NOTICE TO DISTRICT OF COLUMBIA APPLICANTS:  WARNING: IT IS A CRIME TO PROVIDE FALSE OR MISLEADING INFORMATION TO AN INSURER FOR THE PURPOSE OF DEFRAUDING THE INSURER OR ANY OTHER PERSON.  PENALTIES INCLUDE IMPRISONMENT AND/OR FINES.  IN ADDITION, AN INSURER MAY DENY INSURANCE BENEFITS IF FALSE INFORMATION MATERIALLY RELATED TO A CLAIM WAS PROVIDED BY THE APPLICANT.

NOTICE TO FLORIDA APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE ANY INSURER FILES STATEMENT OF CLAIM OR AN APPLICATION CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF A FELONY OF THE THIRD DEGREE.

NOTICE TO KENTUCKY APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN APPLICATION  FOR INSURANCE CONTAINING ANY MATERIALLY FALSE INFORMATION OR  CONCEALS, FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME.

NOTICE TO LOUISIANA APPLICANTS: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.

NOTICE TO MAINE APPLICANTS: IT IS A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE COMPANY.  PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR A DENIAL OF INSURANCE BENEFITS.

NOTICE TO NEW JERSEY APPLICANTS: ANY PERSON WHO INCLUDES ANY FALSE OR MISLEADING INFORMATION ON AN APPLICATION FOR AN INSURANCE POLICY IS SUBJECT TO CRIMINAL AND CIVIL PENALTIES.

NOTICE TO NEW MEXICO APPLICANTS: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.

NOTICE TO NEW YORK APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN APPLICATION  FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.

NOTICE TO OHIO APPLICANTS: ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATING A FRAUD AGAINST AN INSURER, SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT IS GUILTY OF INSURANCE FRAUD.  

NOTICE TO OKLAHOMA APPLICANTS: WARNING:  ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE ANY INSURER, MAKES ANY CLAIM FOR THE PROCEEDS OF AN INSURANCE POLICY CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF A FELONY.

NOTICE TO OREGON APPLICANTS: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO DECEIVE OR KNOWINGLY DEFRAUD ANY INSURER OR OTHER PERSON OR ORGANIZATION, FILES AN APPLICATION FOR INSURANCE CONTAINING ANY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING, ANY INFORMATION CONCERNING ANY MATERIAL FACT THERETO, MAY BE GUILTY OF AN INSURANCE FRAUD. 

NOTICE TO PENNSYLVANIA APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME AND SUBJECTS SUCH PERSON TO CRIMINAL AND CIVIL PENALTIES.

NOTICE TO TENNESSEE APPLICANTS: IT IS A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE COMPANY. PENALTIES INCLUDE IMPRISONMENT, FINES AND DENIAL OF INSURANCE BENEFITS.

NOTICE TO VIRGINIA APPLICANTS: IT IS A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE COMPANY.  PENALTIES INCLUDE IMPRISONMENT, FINES AND DENIAL OF INSURANCE BENEFITS.

NOTICE TO WASHINGTON APPLICANTS: IT IS A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE, OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSES OF DEFRAUDING THE COMPANY.  PENALTIES INCLUDE IMPRISONMENT, FINES, AND DENIAL OF INSURANCE BENEFITS.

NOTICE TO WEST VIRGINIA APPLICANTS: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.
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