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  Business Travel Accident Insurance


           Request for Proposal

Submission Date:









Quote Due Date:








Requested Effective Date:







Requested Commission:






PROSPECT INFORMATION

Name:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     












     

 FORMTEXT 
      

Street Address: 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     








     

 FORMTEXT 
     
City:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     





      State:  

   
Zip Code:  

    



Telephone Number:     

 FORMTEXT 
     

 FORMTEXT 
     





Fax Number:     








Nature of Business:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     



SIC Code:  

 

 FORMTEXT 
     



 

Total Eligible Employees:     




 Total Employees to Be Covered: 






Business Type:
 Corporation
 Association
 Partnership
 Other

Subsidiaries Included?
 No
 Yes (Please attach names and addresses on a separate page.)
ELIGIBILITY, HAZARDS, and DETERMINATION of PRINCIPAL SUM

	
	Class 1
	Class 2
	Class 3
	Class 4

	Class Description
	
	
	
	

	Total US-based Employees
	
	
	
	

	Total Foreign Employees*
	
	
	
	

	Covered Hazard(s)
	
	
	
	

	Average Salary
	
	
	
	

	Highest Salary in Class
	
	
	
	

	Fixed Benefit or Multiple of Salary?
	
	
	
	

	If Multiple of Salary, indicate Multiple
	
	
	
	

	Maximum Principal Sum
	
	
	
	


*If foreign employees are to be covered, attach a census of eligible foreign employees indicating Class, country where substantially all business travel originates, typical destinations, and salary in US dollars. 

If salary is used to determine the Principal Sum, how is “Salary” defined? 








Please attach a list of employees per Class with their annual salary, if required to calculate benefit amount. 

Important note: An Age Reduction Schedule will apply to all Insureds. This Schedule reduces benefits applicable to employees over age 69. Please attach a list of individuals over age 69 (including Class and date of birth) only if no reduction in benefits is to be applied to those employees over age 69. 
TRAVEL DAYS PER CLASS

Please complete table below and include the total number of employees who travel on business for each Class. Include number of Truck Drivers (including helpers), and indicate whether travel is Long Haul (400+ miles per day), Regional (100-400 miles per day) or Local (less than 100 miles per day). Mark "N/A" if the information does not apply. Please attach another sheet with details if there are more than 4 Classes. 

A travel day is defined as any day or part of a day that an insured is away from his or her regular place of business on the business of the policyholder. 

	
	Class 1
	Class 2
	Class 3
	Class 4

	No Travel
	
	
	
	

	1 to 10 Travel Days/Year
	
	
	
	

	11 to 25 Travel Days/Year
	
	
	
	

	26 to 49 Travel Days/Year
	
	
	
	

	50 Travel Days or more/Year
	
	
	
	

	Number of Company Cars
	
	
	
	

	Number of Truck Drivers
	
	
	
	

	Long-Haul, Regional, Local
	
	
	
	


REQUESTED BENEFITS (Check all that apply)
 Accidental Death Only
 Accidental Death and Dismemberment



 Additional Benefits (specify)


















Aggregate Limit of Indemnity: $ 







 FORMCHECKBOX 
 Per Accident
  FORMCHECKBOX 
 Per Aircraft Accident Only 
COMPANY AIRCRAFT INFORMATION

Does the company (or any subsidiary/division) own, lease, or operate any aircraft?  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If Yes, complete the chart below.
	Year
	Make
	Model
	Serial Number
	Seating

Passenger
   Crew
	Average Usage

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Please note any other important details about the aircraft:     

 FORMTEXT 
          

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          
Will pilots be covered?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No   If Yes, is piloting coverage for company aircraft only?    FORMCHECKBOX 
Yes  FORMCHECKBOX 
No   
Important Note: A completed Pilot History form is required for each pilot to be covered.
UNUSUAL OR HAZARDOUS EXPOSURES

Are there any known concentrations, unusual or hazardous exposures to be covered?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No
Are there any employees whose job duties take place in moving vehicles? Examples include but are not limited to tug boats, ferries, other water carriers, and trucks.
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Are there any employees whose occupational duties regularly take place off-site? Examples include but are not limited to field electric work, construction, and excavation.
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
If you have responded Yes to any of these questions, please describe: 









     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
CURRENT COVERAGE
Insurance Company Name:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          Renewal Date:
     



Please attach all available details of current program, including coverage, benefits, limits provided, Summary Plan Description, copies of policies, and a minimum of five (5) years' premium and loss experience.

PRODUCER INFORMATION
Producer Name:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     


 Contact Person:      

 FORMTEXT 
     

     

 FORMTEXT 
     

 FORMTEXT 
      Street Address: 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     City:      

 FORMTEXT 
     

 FORMTEXT 
     State:      Zip Code:      
Telephone Number:     

 FORMTEXT 
     

 Fax Number:     

 FORMTEXT 
     

 E-mail Address: 


      


In what states are you licensed to sell Accident and Health Products?     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
   _  

 FORMTEXT 
     

 FORMTEXT 
      
Are you appointed with Berkley Accident and Health?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No     If yes, indicate Producer Code        
This Request for Proposal is not a contract of insurance.  No coverage is bound or afforded by this questionnaire.  A proposal will be based upon information included on and attached to this Request for Proposal.  The undersigned hereby certifies that this information accurately represents the facts and that no requested information has been misrepresented, misstated, omitted, or altered.  In the event that the undersigned becomes aware of facts that would have a material effect on the proposed coverage, any such facts or information will be immediately reported to the carrier.   I understand that if information material to the underwriting of this coverage changes, the carrier reserves the right to pursue, without limitation, an adjustment of premiums or coverage in accordance with such correct facts or information and any other remedies available through operation of law or at equity. 

Name:










Signature: 












(printed)

Title:  





 




Date: 







Berkley Accident & Health, LLC is the U.S.-based accident and health underwriting manager that underwrites Accident & Health lines of business on behalf of the statutory insurers within the W.R. Berkley Corporation group of companies.  Coverages are underwritten by Berkley Insurance Company, A+ rated by A.M. Best, Financial Size Category XV.

* Other statutory insurers writing Accident & Health business within the W.R. Berkley group of companies: Acadia Insurance Company in CT, Great Divide Insurance Company in MA and Berkley Regional Insurance Company in AL.
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