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APPLICATION FOR EXCESS WORKERS’ COMPENSATION

	NEW
	 FORMCHECKBOX 

	EFFECTIVE DATE 
	     

	RENEWAL
	 FORMCHECKBOX 

	QUOTE BY DATE 
	     


APPLICANT’S NAME (EXACT NAME TO APPEAR ON CONTRACT); INCLUDE ALL SUBSIDIARIES TO BE COVERED (LIST ONLY QUALIFIED SELF-INSUREDS)
     


ADDRESS  
DESCRIPTION OF OPERATIONS, PROCESSES AND PRODUCTS OF APPLICANT AND SUBSIDIARIES 
(ATTACH COPY OF CURRENT AND COMPREHENSIVE LOSS PREVENTION PROCEDURES AND INSPECTION REPORTS, PRODUCT BROCHURE, ANNUAL REPORT OR 10-K REPORT)
     


STATE(S) IN WHICH THE APPLICANT IS QUALIFIED FOR SELF-INSURANCE  
DESCRIBE ANY SUBSTANTIAL OR UNUSUAL CHANGES IN OPERATIONS THAT ARE PLANNED OR HAVE TAKEN PLACE IN THE PAST FIVE YEARS:  
LIST ALL SUBSIDIARIES TO BE COVERED
	Subsidiary
	Address
	Description of Operations   

	1.      

	     

	     


	2.      

	     

	     


	3.      

	     

	     



PRESENT PROGRAM
	CARRIER      

	EXPIRATION      


	SPECIFIC LIMITS:
	WC      

	EL      

	SELF-INSURED RETENTION      


	RATE      

	PREMIUM      

	EXTENSIONS (IF ANY; SEE SPECIAL EXPOSURES.)      



DESIRED PROGRAM
	SPECIFIC LIMITS:
	WC      

	EL      

	SELF-INSURED RETENTION      


	EXTENSIONS (IF ANY; SEE SPECIAL EXPOSURES.)      

	ALTERNATIVE PROGRAM      



RATING INFORMATION (ATTACH SEPARATE PAGE IF NECESSARY.)
	State
	Code No.
	Classification
	No. of Employees
	Estimated Gross Annual Payroll



	     
	     
	     
	     
	

	
	     
	
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


HISTORICAL ACCOUNT DATA (PLEASE PROVIDE A MINIMUM OF 7 YEARS)
	Policy Year
	Payroll
	Policy Year
	Payroll

	1.      
	     
	6.      
	     

	2.      
	     
	7.      
	     

	3.      
	     
	8.      
	     

	4.      
	     
	9.      
	     

	5.      
	     
	10.      
	     


CLAIMS ADMINISTRATION
SERVICE COMPANY/TPA INFORMATION (IF NO CLAIMS SERVICE COMPANY, ATTACH OR REQUEST A SELF-ADMINISTRATOR’S QUESTIONNAIRE.)
1.
NAME OF SERVICE COMPANY       

2.
ADDRESS OF SERVICE COMPANY:       

3.
SERVICE COMPANY CONTACT NAME:       

TELEPHONE NUMBER:      

E-MAIL:      

4.
IS SERVICE COMPANY RESPONSIBLE FOR PROVIDING SPECIFIC EXCESS CLAIM REPORTING AND FOLLOW-UP DETAIL TO EXCESS CARRIER?  YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 
     IF “NO”, WHO IS RESPONSIBLE?       
 
5.
DOES SERVICE CONTRACT REQUIRE THAT CLAIMS BE HANDLED TO CONCLUSION?  YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 
      

IF “NO”, PROVIDE DETAILS.      

6.
HOW MANY YEARS HAS SERVICE COMPANY HAD SERVICE CONTRACT WITH APPLICANT?       

7.
IS SERVICE CONTRACT CONCURRENT WITH POLICY PERIOD?  YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 
  IF “NO,” WHAT ARE THE EFFECTIVE AND EXPIRATION DATES OF SERVICE CONTRACT?      

8.
DOES APPLICANT AGREE TO LET THE EXCESS CARRIER KNOW ABOUT ANY CHANGES
IN THE SERVICE COMPANY OR IN THE KIND OR AMOUNT OF SERVICES TO BE PERFORMED
BY THE SERVICE COMPANY? 
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

9.
DOES APPLICANT HAVE AN ALTERNATIVE DUTY RETURN TO WORK PROGRAM IN 
PLACE FOR ALL DEPARTMENTS?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

10.
DOES APPLICANT PROVIDE IN-HOUSE MEDICAL ATTENTION FOR FIRST AID INJURIES?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

IF “YES”, WHO PROVIDES TREATMENT?      

11.
DOES APPLICANT HAVE A PROCESS IN PLACE IN WHICH ALL INJURIES ARE INTERNALLY
INVESTIGATED AND REPORTED TO THEIR CLAIM SERVICE COMPANY WITHIN 24 HOURS?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

12.
DOES APPLICANT CONDUCT REGULAR OR QUARTERLY CLAIM REVIEWS WITH 
THEIR CLAIM SERVICE COMPANY?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

13.
 DOES CLAIM SERVICE COMPANY PERMIT ELECTRONIC ACCESS TO EXCESS CLAIMS FILES?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

14.
CHECK THE FOLLOWING MANAGED CARE PROGRAMS THAT APPLY TO APPLICANT’S PROGRAM: 
	 FORMCHECKBOX 
 PPO
	 FORMCHECKBOX 
 CONTRACTED PRICING
	 FORMCHECKBOX 
 OTHER      


	 FORMCHECKBOX 
 FEE SCHEDULING
	 FORMCHECKBOX 
 NURSE CASE MANAGEMENT


LOSS PREVENTION SERVICES
NAME OF SERVICE COMPANY:       

ADDRESS OF SERVICE COMPANY:       

PROVIDE DETAILS OF TYPES AND FREQUENCY OF SERVICES THAT WILL BE PROVIDED BY SERVICE COMPANY       

1.
DOES APPLICANT HAVE A FORMAL SAFETY PROGRAM?  (IF “YES,” ATTACH COPY) 
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

2.
DOES APPLICANT HAVE DEDICATED SAFETY PROFESSIONALS ON STAFF
WHO ARE NOT HUMAN RESOURCES PERSONNEL?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

3.
DOES APPLICANT HAVE SAFETY COMMITTEES?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

IF “YES”, DO THEY HAVE MANAGEMENT PARTICIPATION?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

4.
DOES APPLICANT PROVIDE NEW HIRE SAFETY TRAINING?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

5.
DOES APPLICANT PROVIDE JOB SPECIFIC SAFETY TRAINING THEREAFTER? 
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

6.
DOES APPLICANT HAVE A COST ALLOCATION SYSTEM IN PLACE WHICH LINKS 
WORKERS’ COMPENSATIONCOSTS TO THE DEPARTMENT OR FACILITY?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

7.
DOES APPLICANT HAVE ANY INCENTIVE PLANS IN PLACE LINKING INDIVIDUAL
AND DEPARTMENTWORKPLACE SAFETY TO A REWARDS SYSTEM?
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

8.
DOES APPLICANT AGREE TO FORWARD COPIES OF LOSS PREVENTION INSPECTION
REPORTS TO EXCESS CARRIER AS INSPECTIONS ARE PERFORMED? 
YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

CLAIMS EXPERIENCE
VALUED AS OF       
  BY       

PLEASE PROVIDE THE LATEST EXPERIENCE REPORT FOR 10 YEARS.  (VALUATION DATA MUST BE WITHIN THE LAST 3 MO.)
(PLEASE SUBMIT LOSS RUNS OR SUMMARIZED ELECTRONIC DATA IF AVAILABLE)

medical
indemnity


	Policy Year
	No. of Claims
	Paid
	Total Medical       

      Incurred 
	Paid
	Total Indemnity

          Incurred
	Claims Expense
	Total Incurred 

Losses

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


Please Provide Descriptions of all Losses in Excess of $100,000 for 10 Years.

	State
	Date of Loss
	Number of Employees Involved
	Description of Loss
	Total Paid
	Total Incurred

	
	
	
	
	
	     

	
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


LARGE LOSS EXPERIENCE
ALL INDIVIDUAL INCURRED LOSSES GREATER THAN $100,000 MUST INCLUDE THE FOLLOWING INFORMATION:
· CLAIMANT NAME
· PAID AMOUNT/OUTSTANDING RESERVE/TOTAL INCURRED
· DATE OF LOSS - DESCRIPTION OF ACCIDENT – INCLUDE TYPE OF INJURY 

SPECIAL EXPOSURES
YES
NO
A)
ARE THERE ANY OCCUPATIONAL DISEASE EXPOSURES INVOLVED IN APPLICANT’S
OPERATION INCLUDING ASBESTOS, SILICA, DUST, HAZARDOUS CHEMICALS, 
RADIATION, COMMUNICABLE DISEASES OR ANY OTHER OCCUPATIONAL 
DISEASE EXPOSURE?  IF “YES”, DESCRIBE: 
 FORMCHECKBOX 

 FORMCHECKBOX 


     

B)
ARE THERE ANY OPERATIONS WHICH HAVE RESULTED IN CARPAL TUNNEL SYNDROME, 
REPETITIVE MOTION OR CUMULATIVE TRAUMA CLAIMS?  IF “YES”, DESCRIBE: 
 FORMCHECKBOX 

 FORMCHECKBOX 


     

C)
DOES APPLICANT HAVE ANY EMPLOYEES WHO MAY BE SUBJECT TO THE LONGSHORE 
AND HARBOR WORKERS’ COMPENSATION ACT, JONES ACT OR FEDERAL EMPLOYER’S 
LIABILITY ACT?  IF “YES”, DESCRIBE: 
 FORMCHECKBOX 

 FORMCHECKBOX 


     

D)
DOES APPLICANT PERFORM ANY UNDERGROUND, SUBAQUEOUS OR TUNNELING OPERATIONS?
 FORMCHECKBOX 

 FORMCHECKBOX 

E)
DOES APPLICANT PERFORM WRECKING, DISMANTLING OR DEMOLITION WORK?
 FORMCHECKBOX 

 FORMCHECKBOX 

F)
DOES APPLICANT OUTSOURCE OR UTILIZE CONTRACT STAFFING FOR ANY JOB FUNCTION?
IF “YES”, DESCRIBE MEASURE TAKEN TO ASSURE COVERAGE BY STAFFING COMPANY. 
     


 FORMCHECKBOX 

 FORMCHECKBOX 

G)
DO THE OPERATIONS OF APPLICANT INVOLVE EXPOSURE TO BURNS?
 FORMCHECKBOX 

 FORMCHECKBOX 

H)
HAS WORKERS’ COMPENSATION COVERAGE BEEN CANCELLED OR NON-RENEWED IN 
THE LAST 5 YEARS?
 FORMCHECKBOX 

 FORMCHECKBOX 

I)
IS THERE ANY OWNED, LEASED OR CHARTERED AIRCRAFT? 
(IF “YES”, PLEASE COMPLETE AIRCRAFT QUESTIONNAIRE.)
 FORMCHECKBOX 

 FORMCHECKBOX 

J)
DOES APPLICANT HAVE ANY FOREIGN OPERATIONS OR EMPLOYEES WHO TRAVEL TO
FOREIGN COUNTRIES?  IF “YES”, PROVIDE DETAILS INCLUDING COUNTRIES TRAVELED 
TO, NUMBER OF TRIPS, NUMBER OF EMPLOYEES PER TRIP, AVERAGE LENGTH OF STAY. 
 FORMCHECKBOX 

 FORMCHECKBOX 

     



K)
IS APPLICANT ENGAGED IN MANUFACTURING, PRODUCING, REFINING, STORING,
 DISTRIBUTING OR TRANSPORTING GASES, GASOLINE, OR FLAMMABLES?
 FORMCHECKBOX 

 FORMCHECKBOX 

L)
IS APPLICANT ENGAGED IN MANUFACTURING, HANDLING, TRANSPORTING, 
DISTRIBUTING, OR STORING EXPLOSIVES OR EXPLOSIVE SUBSTANCES?
 FORMCHECKBOX 

 FORMCHECKBOX 

M)
DO THE OPERATIONS OF APPLICANT INVOLVE EXPOSURE TO HEIGHTS?
 FORMCHECKBOX 

 FORMCHECKBOX 

N)
DO THE OPERATIONS OF APPLICANT INCLUDE VOLUNTEER OR DONATED LABOR?
IF “YES”, DESCRIBE NUMBER OF VOLUNTEERS, JOB FUNCTION AND IMPUTED INCOME. 

     

 FORMCHECKBOX 

 FORMCHECKBOX 

O)
IF VOLUNTEERS ARE NOT TO BE COVERED UNDER THIS POLICY, ARE THEY
COVERED ELSEWHERE?
 FORMCHECKBOX 

 FORMCHECKBOX 

P)
HAS APPLICANT BEEN CITED FOR ANY OSHA VIOLATIONS IN THE PAST 5 YEARS?
IF “YES”, PROVIDE DETAILS. 
 
     


 FORMCHECKBOX 

 FORMCHECKBOX 

Q)
DOES APPLICANT PROVIDE ANY EMPLOYEE TRANSPORTATION?
 FORMCHECKBOX 

 FORMCHECKBOX 

(IF “YES” TO ANY OF THE ABOVE, PLEASE ENCLOSE DETAILED INFORMATION.)
COMPLETE THE FOLLOWING INFORMATION ON OWNED OR LEASED VEHICLES:
A.
NO. OF: PASSENGER CARS      
  TRUCKS      
  BUSES         VANS        TRACTORS        TRAILERS        

B.
NUMBER OF COMMERCIAL VEHICLES OWNED:  BY APPLICANT       
  BY OWNER/OPERATOR      

C.
IS APPLICANT RESPONSIBLE FOR W.C. COVERAGE ON OWNER/OPERATORS? 
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

IF “NO”, DOES APPLICANT OBTAIN CERTIFICATE OF W.C. INSURANCE FROM SUCH OPERATOR?  
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
D.
WITH RESPECT TO COMMERCIAL VEHICLES:

1.
STATE(S) IN WHICH VEHICLES OPERATE       

2.
AVERAGE NUMBER OF PERSONS IN EACH UNIT       

3.
DOES APPLICANT TRANSPORT CHEMICALS, HAZARDOUS MATERIALS, EXPLOSIVE MATERIAL, FLAMMABLE MATERIAL OR PETROLEUM PRODUCTS?     FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO   II
E.
DOES APPLICANT PROVIDE ANY TRANSPORTATION FOR EMPLOYEES TO OR FROM 
THE WORKPLACE? 
 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO
IF “YES”, DESCRIBE THE TYPES OF CONVEYANCE, FREQUENCY OF TRIPS AND NUMBER OF EMPLOYEES.
     


ATTACHED EMPLOYEE CONCENTRATION WORKSHEET MUST BE COMPLETED AND SUBMITTED WITH EACH APPLICATION.
COMPLETION OF THIS APPLICATION CREATES NO OBLIGATION UPON THE APPLICANT TO ACCEPT INSURANCE OR UPON ARCH INSURANCE COMPANY TO OFFER SUCH INSURANCE; HOWEVER, IN THE EVENT THAT SUCH IS ACCEPTED BY THE APPLICANT OR THAT IT IS ISSUED BY ARCH INSURANCE COMPANY, THIS APPLICATION WILL FORM THE BASIS FOR THAT ACCEPTANCE AND ISSUANCE.
COMPANY      
 NAME      

ADDRESS      
 TITLE      

DATE      
 SIGNATURE      

LOCATIONS
	WESTERN REGION:
	NORTHEAST REGION:

	FOUR EMBARCADERO CENTER
SUITE 2000
	Harborside 3

210 HUDSON STREET, SUITE 300

	SAN FRANCISCO, CA  94111
	JERSEY CITY, NJ 07311-1107

	
	

	TOM LINCHEY:  (415) 490-1851
TLINCHEY@ARCHINSURANCE.COM
	RAY BAKER (201) 743-4729
RBAKER@ARCHINSURANCE.COM

	
	
	

	CENTRAL REGION:
	SOUTHEAST REGION:

	311 SOUTH WACKER DRIVE
SUITE 3700
	300 PLAZA THREE
3RD FLOOR

	CHICAGO, IL  60606
	JERSEY CITY, NJ  07311

	
	

	DAVID WINKELMAN:  (312) 601-8482
DWINKELMAN@ARCHINSURANCE.COM
	RAY BAKER (201) 743-4729
RBAKER@ARCHINSURANCE.COM


NOTICE:  ANY PERSON WHO, KNOWINGLY OR WITH INTENT TO DEFRAUD OR TO FACILITATE A FRAUD AGAINST ANY INSURANCE COMPANY OR OTHER PERSON, SUBMITS AN APPLICATION OR FILES A CLAIM FOR INSURANCE CONTAINING FALSE, DECEPTIVE OR MISLEADING INFORMATION MAY BE GUILTY OF INSURANCE FRAUD.
NOTICE TO ARKANSAS, LOUISIANA AND 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 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 A STATEMENT OF CLAIM OR AN APPLICATION CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF A FELONY IN THE THIRD DEGREE.
NOTICE TO KANSAS APPLICANTS: ANY PERSON WHO, KNOWINGLY AND WITH INTENT TO DEFRAUD, PRESENTS, CAUSES TO BE PRESENTED OR PREPARES WITH KNOWLEDGE OR BELIEF THAT IT WILL BE PRESENTED TO OR BY AN INSURER, PURPORTED INSURER, BROKER OR ANY AGENT THEREOF, ANY WRITTEN STATEMENT AS PART OF, OR IN SUPPORT OF, AN APPLICATION FOR THE ISSUANCE OF, OR THE RATING OF AN INSURANCE POLICY FOR PERSONAL OR COMMERCIAL INSURANCE, OR A CLAIM FOR PAYMENT OR OTHER BENEFIT PURSUANT TO AN INSURANCE POLICY FOR COMMERCIAL OR PERSONAL INSURANCE WHICH SUCH PERSON KNOWS TO CONTAIN MATERIALLY FALSE INFORMATION CONCERNING ANY FACT MATERIAL THERETO; OR CONCEALS, FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO COMMITS A FRAUDULENT INSURANCE ACT. 
NOTICE TO KENTUCKY APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH THE 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 MAINE APPLICANTS: IT IS A CRIME TO 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 MARYLAND APPLICANTS: ANY PERSON WHO KNOWINGLY OR WILLFULLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR WHO KNOWINGLY OR WILLFULLY 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 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 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 PENNSYLVANIA APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH THE 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 PUERTO RICO APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH THE INTENT TO DEFRAUD, PRESENTS FALSE INFORMATION IN AN INSURANCE REQUEST FORM, OR WHO PRESENTS, HELPS, OR HAS PRESENTED A FRAUDULENT CLAIM FOR THE PAYMENT OF A LOSS OR OTHER BENEFIT, OR PRESENTS MORE THAN ONE CLAIM FOR THE SAME DAMAGE OR LOSS, WILL INCUR A FELONY, AND UPON CONVICTION WILL BE PENALIZED FOR EACH VIOLATION WITH A FINE OF NO LESS THAN FIVE THOUSAND DOLLARS ($5,000) NOR MORE THAN TEN THOUSAND DOLLARS ($10,000); OR IMPRISONMENT FOR A FIXED TERM OF THREE (3) YEARS, OR BOTH PENALTIES.  IF AGGRAVATED CIRCUMSTANCES PREVAIL, THE FIXED ESTABLISHED IMPRISONMENT MAY BE INCREASED TO A MAXIMUM OF FIVE (5) YEARS; IF ATTENUATING CIRCUMSTANCES PREVAIL, IT MAY BE REDUCED TO A MINIMUM OF TWO (2) YEARS. 
NOTICE TO TENNESSEE, VIRGINIA AND WASHINGTON 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.
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