[image: image1.png]SPORTS oNTERTAINMENS

AMERICAN SPECIALTY®




PROFESSIONAL CYCLING TEAM 
INSURANCE APPLICATION 

GENERAL INFORMATION

	APPLICANT INFORMATION




Proposed Effective Date: 
	     

	
	

	1.
Named Insured(s): 
	     

	

	2.
Team name:
	     

	

	3.
Address:
	     
	     
	     
	     

	
	Street
	City
	State
	Zip

	

	4.
Phone: 
	     
	Fax:
	     

	
E-mail:
	     
	Web site address:
	     

	

	5. Contact person: 
	     

	
Brief description of background:
	     

	

	

	6.
Proposed insured is a (check one):

	
 FORMCHECKBOX 
 Corporation
 FORMCHECKBOX 
 Partnership
 FORMCHECKBOX 
 Individual
 FORMCHECKBOX 
 Other (specify):      

	

	7.
Describe the operations of the first named insured:
	     

	
If other named insureds are included, attach list and describe the operations of each.

	

	8.
Is the proposed insured a subsidiary of another company? 




 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
If yes, name of parent company:
	     

	


	UNDERWRITING INFORMATION

	

	9.          Number of years the team has been racing?
	

	

	10.
Number of Employees?
	Full-time: 
	Part-time: 

	

	11.        Please list the total number of riders for your team:
	

	
Are any riders under the age of 18? 







 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
If yes, how many?
	 FORMTEXT 

     

	
Please attach a list of the riders.

	

	12.        Please list the number of days the riders will be racing on behalf of the insured:


	
	NORBA

	
	USPro
	
	Other
	

	
Attach a copy of the race schedule(s) with the number of riders per event.

	

	13.
Description of any races the team may compete in that are not sanctioned through US Cycling. 

	

	
Is there any coverage available to the team through these sanctioning bodies or any other source? 














 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
If yes, what limits?
	

	14.
Please list the number of practice days:
	

	
Are all practices sanctioned through US Cycling? 





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	

	15.
Does the team travel outside of US?







 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No 

	
Do they travel as a team?  
	
	How often do they travel outside of US?
	

	

	16.
List any additional premises leased, rented, or occupied by applicant.

Interest in location.

	
	A.      
	     

	
	B.      
	     

	
	C.      
	     

	

	
Attach a copy of any contracts

	

	17.
Describe any non-race exposures (camps, clinics, try-outs, fundraisers, appearances, multi-sport activities, 


etc). 

	

	

	


CONTRACTUAL

	18. 
Provide a copy of any sponsorship contracts or contracts with any service providers (bike shops, team apparel, 
travel, etc.). 

	

	19. 
Explain any situations where the insured assumes liability of others or regularly grants additional insured status to 
others. 

	

	

	20.
For instances where subcontractors are utilized, is the proposed named insured listed as an additional 
insured 
under the subcontractor's policy? 






   
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
Is there a system in place for obtaining certificates of insurance where applicable? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	
If yes, who reviews certificates on behalf of named insured?
	     

	
What is the minimum limit of general liability coverage requested from each subcontractor?
	     

	
If you have a standard agreement, provide a copy.


PARTICIPANT LIABILITY

	21.
Is Statutory Workers' Compensation Insurance carried? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
Are riders included under this policy? 







 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

	

	22.
Provide a copy of any applicable Rider Contract or Collective Bargaining Agreement.

	

	23.
Do you require a waiver and release to be signed by all participants not protected by Workers’ Compensation? 
 
 (e.g. riders, crew members, volunteers, etc) 

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

	
If yes, attach a copy.


PROFESSIONAL LIABILITY

	24. 
Do you employee or contract the services of any medical professionals include athletic trainers? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No.

	
Do they carry medical professional insurance and name the team as an additional insured? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	

	

	25.
Describe any publishing exposures:
	     


PREVIOUS CARRIER INFORMATION
	26.
	Year: 
	     
	     
	     

	
	Insurance Carrier:
	     
	     
	     

	
	Each Occurrence:
	     
	     
	     

	
	General Aggregate:
	     
	     
	     

	
	Products Liability:
	     
	     
	     

	
	Personal/Advertising Injury:
	     
	     
	     

	
	Damage to Premises:
	     
	     
	     

	
	Medical Expense:
	     
	     
	     

	
	Participant Liability:
	     
	     
	     

	
	Employee Benefits:
	     
	     
	     

	
	
	     
	     
	     

	
	Premium:
	     
	     
	     

	
	Per Occurrence Deductible:
	     
	     
	     


LOSS EXPERIENCE

	27.
Provide hard copies of insurance company loss runs for the previous five years including paid losses and 
outstanding reserves.

	

	28.
Has coverage ever been canceled or non-renewed during the last five years? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

	
If yes, explain:
	     


EMERGENCY PLANNING

	29. 
Describe any loss control procedures or safety programs in place: 

	


ADDITIONAL INSUREDS/LOSS PAYEE LISTING (if needed)

	1.
Name:
	     

	
Address:
	     
	     
	     
	     

	
	Street
	City
	State
	Zip

	
Relationship to Insured:
	     

	


	2.
Name:
	     

	
Address:
	     
	     
	     
	     

	
	Street
	City
	State
	Zip

	
Relationship to Insured:
	     

	


	3.
Name:
	     

	
Address:
	     
	     
	     
	     

	
	Street
	City
	State
	Zip

	
Relationship to Insured:
	     

	


	4.
Name:
	     

	
Address:
	     
	     
	     
	     

	
	Street
	City
	State
	Zip

	
Relationship to Insured:
	     

	


	5.
Name:
	     

	
Address:
	     
	     
	     
	     

	
	Street
	City
	State
	Zip

	
Relationship to Insured:
	     

	


A.
PROPERTY INFORMATION

(Please complete an ACORD Property and Inland Marine application)
	30. 
Describe any property, goods, and equipment with values greater than $5,000 and either owned by you or owned 
by others in your care and used for business purposes. 

	

	31.
Types of property to be covered (bikes, tools, equipment, office contents, building, etc)? 

	
Please provide a list of all covered property.

	
	

	32.
Total limits for property to be covered?
Building

	     

	





Office Contents
	     

	





Mobile Property
	     

	




(Please attach a schedule of mobile property to be insured)

	

	33.
Deductible amount?
 FORMCHECKBOX 
 $1,000
 FORMCHECKBOX 
 $2,500
 FORMCHECKBOX 
 $5,000
 FORMCHECKBOX 
 Other      

	
What security procedures are in place to protect property when traveling and at office? 

	

	34.
Are the riders allowed to take covered property home, away from the insured premises? 

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
	

	35.
What is the construction of the building to be covered, if applicable?
	

	
	

	
What is the age of the building?
	     

	
	

	
Distance to nearest fire station
	     

	
	

	
Describe fire protection.
	     

	

	
Are there burglar alarms? 








 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


B.
NON-OWNED AND HIRED AUTO LIABILITY


(Please complete this section if you need a quote for Non-Owned and Hired Auto Coverage.  If you do not need a quote for Non-
Owned and Hired Auto, please skip this section and continue to the next section.)
	36.
Does the Insured have any owned automobiles?






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
If yes, who is the insurer? 
	     

	
Limits of coverage: 
	     
	Effective date of coverage: 
	     

	

	

	37.     Do you allow employees to use their own personal vehicles for your business purposes? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
If yes, how many employees use their own personal vehicles? 
	     

	
If yes, how often?
 FORMCHECKBOX 
 Daily      FORMCHECKBOX 
 Weekly      FORMCHECKBOX 
 Monthly      FORMCHECKBOX 
 Other      

	

	106.
38.
Do you have a driver screening program for those employees who use their own personal vehicles for your 
business purposes? 









 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	39.
Do you obtain Motor Vehicle Reports?







 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
If yes, how often?
 FORMCHECKBOX 
 Annually      FORMCHECKBOX 
 Every other year      FORMCHECKBOX 
 Other      

	

	40.
Do you confirm that all employees who regularly use their cars for business purposes carry minimum personal 
auto limits? 










 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
If yes, what minimum limits are required?
	     

	
	

	41.     Please provide the approximate cost of hire for all hired or leased autos during the 

	
course of the policy period: $       

	

	42.     Do you have a driver training program for employees who use owned vehicles or their own personal vehicles?

	












 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	

	43.
Limits of coverage required:
 FORMCHECKBOX 
 $100,000   FORMCHECKBOX 
 $300,000   FORMCHECKBOX 
 $500,000   FORMCHECKBOX 
 $1,000,000   FORMCHECKBOX 
 Other      

	

	44.
Is hired auto physical damage required?
 






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
If yes, what is the maximum value of hired vehicle you would like insured? $      

	
What deductible level would you like?   FORMCHECKBOX 
 $250      FORMCHECKBOX 
 $500      FORMCHECKBOX 
 $1,000      FORMCHECKBOX 
 Other      


C.
BLANKET ACCIDENT COVERAGE 


(Please complete this section if you need a quote for Blanket Accident Coverage.  If you do not need a quote for Blanket Accident,
please skip this section and continue to the next section.)
	45.
If Insurance being applied for is for an event, please list event date(s):
	

	
Date   






	Date

	
     
	     

	
     
	     

	
     
	     

	
     
	     

	

	46.
Please list total number of members by age and by sport/activity (if a multi-sport/activity association)

	

	Sport

	No. of Members
	
	
	

	
	Age 13 & Under   
	14-18
	19-21
	Over 21

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	47.
Total membership each of the previous three years:



	
	Year
	Members

	
	     
	     

	
	     
	     

	
	     
	     

	

	48.
Coverages/Limits Requested:

	

Accidental Death and Dismemberment:
	$      

	

Accident Medical:
	$      
	 FORMCHECKBOX 
 Excess
 FORMCHECKBOX 
 Primary (Check one)

	

Deductible:
	$      

	

$       per week       Disability for up to       weeks

	

	49.
Does the named insured have a formal athlete/participant injury control program? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
If yes, please describe:
	     

	
	

	

	50.
Please describe medical and first-aid facilities provided for competitors:      

	

	

	

	


Please provide the following with this application:
· Five years of company loss runs
· Copy of all expiring policies or specific manuscript endorsements that the insured would like to submit for consideration.
· Copy of rider contract

· Copy of recently audited financial statement

· Description of any races that are outside of the United States and description of how team travels to these types of events.

· List of all locations to be insured, including addresses and descriptions of each.
· List any additional premises leased, rented, or occupied by applicant and provide contract for each
· List of all insureds to be included along with a description of each.
· Copy of race schedule(s) with the number of riders per event; list all other activities to be covered.  Provide copy of brochures describing events.

· Provide a copy of any sponsorship contract(s) or contract(s) with any service provider; i.e., bike shops, team apparel, travel agency)

· Copies of subcontractor agreements or agreements between the insured and any additional insured.
· Copies of certificates of insurance from all subcontractors (i.e.; concessionaires, vendors, trade booths, security) naming the insured as an additional insured.

· Copy of adult and minor waiver and release and/or assumption of risk statements which will be signed by all participants; i.e., riders, crew members, volunteers.
· Provide a list of property that you wish to insured.  Include serial numbers, statement of values
If the following coverages are required, please complete ACORD applications:

· ACORD Applicant Information  125
· ACORD Property Section 140

· ACORD Inland Marine Section 146
· ACORD Umbrella Section  131
Generic Fraud Warning Language:

Any person, who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement may be guilty of insurance fraud.

NOTICE TO RESIDENTS OF:

Alabama, Alaska, Arizona, Arkansas, California, Connecticut, Delaware, Florida, Georgia, Hawaii, Idaho, Illinois, Indiana, Iowa, Kansas, Louisiana, Maryland, Massachusetts, Michigan, Minnesota, Mississippi, Missouri, Montana, Nebraska, Nevada, New Hampshire, New Mexico, North Carolina, North Dakota, Ohio, Oklahoma, Rhode Island, South Carolina, South Dakota, Texas, Utah, Vermont, Washington, West Virginia, Wisconsin, Wyoming

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.
Maine, Tennessee, Virginia

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.

Colorado

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.

District of Columbia

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.

Kentucky

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.
New Jersey
Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil penalties.

New York 

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.

Oregon
Any person who makes an intentional misstatement that is material to the risk may be found guilty of insurance fraud by a court of law.

Pennsylvania
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.
AMERICAN SPECIALTY INSURANCE & RISK SERVICES, INC. for the insuring Company shall be permitted but not obligated to inspect the INSURED'S property and operations for UNDERWRITING AND/OR LOSS CONTROL PURPOSES at any time.  Neither the right to make an UNDERWRITING AND/OR LOSS CONTROL EVALUATION nor the making thereof nor any report thereof shall constitute an undertaking, on behalf of or for the benefit of any insured, or others, to forecast any accident or its severity or determine or warrant that such property or operations are safe or healthful, or are in compliance with any engineering standards, rules, or regulations.  The establishment of underwriting criteria and UNDERWRITING AND/OR LOSS CONTROL EVALUATIONS ARE FOR THE SOLE PURPOSE OF DETERMINING THE INSURABILITY OF CERTAIN PROPERTY AND OPERATIONS, underwriting, and seeking to reduce claims against insurance and are not for the benefit of any insured or third party.  The Insured is solely responsible for the safety of its property and operations and shall not rely upon any UNDERWRITING AND/OR LOSS CONTROL evaluations or activities to determine the safety of its property or operations and shall not diminish or forego its own safety practices and procedures.

I UNDERSTAND THAT ANY FALSE OR MISLEADING INFORMATION ON AN APPLICATION MAY BE SUBJECT TO CRIMINAL AND CIVIL PENALTIES.

I hereby represent and confirm that the above information, to the best of my knowledge, is true and correct and further certify that I have read all of the questions and answers of these applications.  

I confirm that I have read and understand the individual state fraud notices which are a part of this American Specialty application for coverage.  I acknowledge and understand that any person or persons who knowingly and with intent to defraud any insurance company commits a fraudulent insurance act, which is a crime, is subject to criminal and civil penalties.

IT IS UNDERSTOOD AND AGREED THAT THE COMPLETION OF THIS APPLICATION SHALL NOT BE BINDING EITHER TO THE PROPOSED INSURED OR TO THE COMPANY UNTIL ACCEPTED BY THE COMPANY OR COMPANIES IN WRITING.

Date



Signature of Insured or Authorized Representative
Title

Send completed form to: 
American Specialty Insurance & Risk Services, Inc.


142 North Main Street

P.O. Box 309

Roanoke, IN 46783-0309

Phone:
(800) 245-2744 

Fax:
(260) 672-8835 

E-mail:  apply@amerspec.com

Form No. I/A AMSP.CYCLING.TEAM.APP (02/07) 
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