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Basic Accident Insurance
      Participant Accident – School Student/Day Care/Camps/Youth Sports/Volunteers


                                          Request for Proposal
  
















Basic Accident Insurance
      Participant Accident – School Student/Day Care/Camps/Youth Sports/Volunteers


                                          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 
     



Total Eligible Participants:     



Term of Coverage Requested:  Annual  
 Other (Please specify)  








COVERED PERSONS AND ACTIVITIES
School Student:

 K-12 Compulsory


Grades K-8; Number of Students  















Grades 9-12; Number of Students  








 School Time with Sports





 School Time without Sports

Football (Grades 9-12):

 Yes; Number of Football Players  















 No

 K-12 Voluntary (NOTE: Available only with the purchase of Policyholder-paid Compulsory coverage)

Day Care:
 Day Care


Number of Children  




Number of Caregivers  




Camps:
 Camps


List Camp types  






















Number of Participants to be Covered for Each Camp Type 












Is Policyholder Travel to be Covered?
 Yes

 No
Do Camps Include Overnight Stay?

 Yes

 No
Youth Sports/Activities:
Please complete the census using the following table. Indicate the number of participants in each sport/activity by the age groups identified below.  Attach a separate sheet, if needed.
	Sport
	Ages 12 & Under
	Ages 13 - 15
	Ages 16 - 18

	Archery
	
	
	

	Baseball
	
	
	

	Basketball
	
	
	

	Bowling
	
	
	

	Boxing
	
	
	

	Cheerleading
	
	
	

	Cross Country
	
	
	

	Diving
	
	
	

	Downhill Skiing
	
	
	

	Field Hockey
	
	
	

	Football
	
	
	

	Golf
	
	
	

	Gymnastics
	
	
	

	Hockey
	
	
	

	Ice Skating
	
	
	

	Judo/Karate
	
	
	

	Lacrosse
	
	
	

	Racquetball
	
	
	

	Rowing
	
	
	

	Rugby
	
	
	

	Swimming
	
	
	

	Tennis
	
	
	

	Track & Field
	
	
	

	Volleyball
	
	
	

	Water Skiing
	
	
	

	Weightlifting
	
	
	

	Wrestling
	
	
	

	Other (specify): _______________
	
	
	


Volunteer Groups:

 Volunteer Groups


List Volunteer Activities  




















Number of Participants to be Covered  

















Provide Age Range of Volunteer Group

















Number of Volunteers Under the Age of 18 
















Number of Volunteers Over the Age of 60 
















Is Policyholder Travel to be Covered?
 Yes

 No
REQUESTED BENEFITS (Check all that apply)
Accidental Death Only *





 $25,000

 $10,000

 $5,000

Accidental Death and Dismemberment *

 $25,000

 $10,000

 $5,000

* Death or Dismemberment loss must occur within 365 days

Accident Medical Expense;


Benefit Maximum

 $25,000

 $10,000

 $5,000

Benefit Type
 Full Excess
 $100 Primary Excess

 Other (Please specify) _________


Deductible

 Corridor
 Vanishing






 $0
 $100

 $500

 Other (Please specify) _________


Benefit Period
 52 Weeks
 104 weeks

 Other (Please specify) _________


First Expense must be incurred within:
 30
 60
 90 days of the Covered Accident

CURRENT COVERAGE

NOTE:  Please attach a copy of the expiring policy.
Current Carrier: 

















Has the current plan design been the same over the past four (4) years?

 Yes
 No
If No, please describe the benefit/plan design changes from year-to-year in detail.  
Premium & Loss History:  Please provide the premium and paid loss information for the past four (4) years.  Make sure to include the validation date for the paid claim data (Note: The paid loss information should be within 60 days of the Submission Date of this quote request) and attach copies of the carrier loss runs that support the paid claim data.
Date through which claims are paid:  








	Policy Year
	Premium
	Losses Paid
	Deductible Amount
	Carrier

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


PRODUCER INFORMATION
Producer Name:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
 Contact Person:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     


Street Address: 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     City:      

 FORMTEXT 
     

 FORMTEXT 
     State:      Zip Code:      
Telephone Number:     

 FORMTEXT 
     

 FORMTEXT 
     
 Fax Number:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
E-mail Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      Web Address:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      


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.

2445 Kuser Road, Suite 201  Hamilton Square NJ 08690  609.584.6990 Office  609.588.5770 Fax
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