
  NEW BUSINESS QUOTE FORM 
 

Name           Email ____________________ ________   

Address                

Phone # (       )      Cell # (         )_______________  
Type of ownership    Effective Date      Years in business    Year experience____ 

Contact person            Has any company cancelled you insurance?     

 
Premises information      Interest  Yr. built*  Part occupied  

1.   Above               

2.                  

3.                  
4.                  
 

Description of Operations per location:             
                

                

                
 
 

PROPERTY COVERAGE 
Building  Contents  Deductible  Construction Year Built  Year Updated.  

 

1.                  

2.                  

3.                  
4.                  
 

 
 # Stories               Basements              Square Footage         Occupancy Rate  

 

1.              

2.              

3.              
4.              
 

GENERAL LIABILITY  

Class-Classification    Payroll     Sales  # of employees 
 

1. Newspaper Publisher        

2.        

3.        

4.        
 

Additional Insureds:         

LIMITS: 
 Liability:  Occurrence   Aggregate   Fire Damage   Medical Pay    
 

WORKERS COMPENSATION 

Class Classification        State  Payroll  # of Employees  
 

1.                   

2.                  

3.                  

4.                  
 

Exclusion/Inclusion of Principals?    If so names?         

Federal ID #   Limits / /  Exp. Mod?       
 

 

AUTOMOBILE COVERAGE 
 

LIMITS:   LIABILITY   UNINSURED   MED. PMTS   NOH    
 

 Year Make/Model Serial Number Use Radius of Operation Cost New Ded Ded 

        Comp Coll 

            

            

            
            

            

            
            

            

 



DRIVER INFORMATION 
 Name License # State DOB 

          

          
          

          

 

NEWSPAPER PUBLISHER E&O LIABILITY 
Publication Name  Distribution Area  Circulation Frequency Average Circulation   % of Duplication .  

1.                    

2.                    

3.                    

4.                    

Continue on separate attachment 
 

 

PRIOR CARRIER INFORMATION 
 

 Type of Coverage Company Policy Number Premium Exp. Date 

 

Package Policy        

Property        

General Liability        

Automobile        
Workers Compensation        

Umbrella        
        
        

 

LOSS INFORMATION 

  

Line of Business Date of Loss Description Amount of Loss 
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