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ADMINISTRATIVE OFFICE

One Liberty Plaza

53rd Floor

New York, NY  10006
APPLICATION FOR FIDUCIARY LIABILITY INSURANCE

NOTICE:  THE POLICY APPLIED FOR APPLIES ONLY TO CLAIMS FIRST MADE AGAINST THE INSUREDS DURING THE POLICY PERIOD AND REPORTED TO THE INSURER NO LATER THAN SIXTY (60) DAYS AFTER THE END OF THE POLICY PERIOD.  THE LIMIT OF LIABILITY SHALL BE REDUCED BY DEFENSE COSTS PAYMENTS.

Instructions for Completing This Application

Please read carefully. As used herein, “Applicant” means the company to be named in the policy and any subsidiary of such company. As used herein, "claim" means any demand, civil or criminal proceeding, or administrative or regulatory adjudicatory or investigative proceeding. Fully answer all questions and submit all requested information. This Application shall be held in confidence.

1. APPLICANT GENERAL INFORMATION 

Company to be named in the Policy:     





Principal Address:     








City:       
                   State:     
              Zip Code:     

Nature of Business:       








Date of Incorporation:      








State of Incorporation:                                                                                                                                                                                                    


Date Established:                                                                                                      


Stock Symbol and Exchange (if applicable):                                                             


Website address (if applicable):                                                                                    


Risk Manager:                                                                                                        

2. PENSION PLAN ADMINISTRATION

For each pension benefit plan proposed for coverage:

A. Provide the following information:

	  Plan Name
	Type of Plan

Defined Benefit,

Defined Contribution, 
Other
	     Total Plan

        Assets ($)
	            Annual         Contributions
         
	    Number of

      Participants

P

	      
	      
	     
	     
	     

	       
	     
	     
	     
	     

	        
	     
	     
	     
	     

	      
	     
	     
	     
	     

	       
	     
	     
	     
	     


B. Provide the name(s) of the following advisors:

Trustee:      









Consultant/Actuary:      





Investment

Manager:      








Plan Administrator:      







CPA:      







Legal Counsel:      







If there have been any changes in the above advisors within the last 3 years, provide details.      








C. How often is the performance of each outside advisor evaluated?

     









D.
If there is no independent investment manager, who is responsible for making investment 


decisions?

     








E. Are there any current investments in real 


estate or mortgages, including, without limitation, 


pooled mortgages or collateralized mortgage obligations


(CMOs)?








 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “Yes”, provide details as to cost, current value and type of real 

estate investment.      



F. Are there any current investments with a

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
guaranteed return, including, without limitation,

guaranteed investment contracts, guaranteed 

annuity contracts or bank investment

contracts? 


If “Yes”, provide details on the investments.      


3. WELFARE PLAN ADMINISTRATION

Are any welfare plan benefits provided by insurance?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If “Yes”, state the name of the insurance company(ies).

     







If “No”, provide details on the funding of the plans.
     







4. EMPLOYER STOCK OWNERSHIP PLANS 

For each employee stock ownership plan ("ESOP") proposed for coverage:

A. Within the last 3 years, has any ESOP loaned money 


to, or invested in securities issued by, the Applicant?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “Yes”, attach a detailed explanation.

B. What percentage of ownership of the Applicant’s stock 


does each ESOP hold? "Attach a detailed explanation"



C. If the Applicant is privately held, by whom and how 


often is the ESOP’s stock valued?  "Attach a detailed explanation"



D. Who has the voting rights for the allocated and


unallocated shares of stock in the ESOP? "Attach a detailed explanation"



5. PENSION BENEFITS PLANS
For each pension benefit plan proposed for coverage:

A. Are investments made in securities issued by the

the Applicant?


 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


If “Yes”, answer all other questions in this Section 4.

B. What percentage of total assets is invested in

securities issued by the Applicant?

Plan Name




Percentage

     





     
     





     
     





     
C. Are any investments in securities issued by the Applicant the

result of matching contributions by the Applicant?


 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If "Yes", attach a detailed explanation.

D. Are securities issued by the Applicant held in any participant-

directed fund(s)?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “Yes”, provide details as to any purchase, sale, distribution

or maximum holding restrictions.

E. Does the Applicant limit the amount of securities issued by

the Applicant that an employee can have in a 401(k) Plan?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “Yes”, provide details as to the percentage cap.
6. RECENT PLAN CHANGES

For each pension benefit plan and welfare benefit plan proposed

for coverage:

A.
Have there been any mergers or terminations during the last


12 months?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “Yes”, attach a detailed explanation.

B. Have there been in the last 24 months, or do you expect to

have in the next 12 months, any reductions in plan benefits?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No

If “Yes”, attach a detailed explanation.
7. COMPLIANCE

For each pension benefit plan and welfare benefit plan proposed

for coverage:

A. Does each plan conform to the standards of eligibility,


participation, vesting, funding and other provisions of 


ERISA?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “No”, attach a detailed explanation.

B. Has each plan been reviewed within the last 12 months to


assure that there are no violations of prohibited transaction


and party-in-interest  rules?  


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “Yes” attach a detailed explanation of any identified violations.

C. Has an actuary certified within the last 12 months that

each plan is adequately funded?





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “No”, attach a detailed explanation.

D. Are there any outstanding delinquent contributions owed to


any plans?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “Yes”, attach a detailed explanation.

E. Has any plan experienced an event reportable to the 

Pension Benefit Guaranty Corporation?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “Yes”, attach a detailed explanation.

8. PAST ACTIVITIES

For each pension benefit plan and welfare benefit plan proposed

for coverage:

A. Has any fiduciary been accused or found guilty of, or held liable   


for, a breach of trust?








 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “Yes”, attach a detailed explanation.

B.
Has any fiduciary been convicted of criminal conduct?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “Yes”, attach a detailed explanation.

C. Have any claims (other than for benefits) been made during the

last 12 months against any plan or any current or past fiduciaries 

of any plan?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “Yes”, attach a detailed explanation.
9.  LOSS/CLAIMS HISTORY

A. Has any insurer canceled or refused to renew any previous or 

current fiduciary liability insurance policy maintained by the

Applicant within the past three (3) years?


 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

B. Are there any pending claims against any person or entity

proposed for coverage that may fall within the scope of the

fiduciary liability insurance for which this application is

being made?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “Yes”, attach a detailed explanation.



C. Has any person or entity proposed for coverage given notice
under the provisions of any past or current fiduciary

liability insurance policy of any facts or circumstances 

which may give rise to a claim?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “Yes”, attach a detailed explanation.



D. Have any loss payments been made under any past or current


fiduciary liability insurance policy?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

10. PRIOR KNOWLEDGE/WARRANTY

Does any person or entity proposed for coverage have any knowledge

or information concerning any actual or alleged act, error, omission, 

fact or circumstance which may result in a claim that may fall within 

the scope of the fiduciary liability insurance policy for which

this application is being made?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If “Yes”, attach complete details.

IT IS AGREED THAT ANY CLAIM ARISING FROM, BASED UPON, OR ATTRIBUTABLE TO ANY ACTUAL OR ALLEGED ACT, ERROR, OMMISSION, FACT OR CIRCUMSTANCE FOR WHICH ANY SUCH PERSON OR ENTITY HAS ANY KNOWLEDGE OR INFORMATION WILL BE EXCLUDED FROM COVERAGE UNDER THE PROPOSED INSURANCE.

11. ADDITIONAL INFORMATION

Attach the following additional information:
A. For each of the five largest pension benefit plans proposed for


coverage:

1. A copy of the most recently filed Form 5500; and

2. A copy of the most recent audited financial statement.

B. For any non-qualified plan (plans not subject to Title I of ERISA) proposed for coverage:

1. A copy of the plan document; and

2. A copy of the most recent audited financial statement.

C. For any ESOP proposed for coverage, a copy of the most recent stock valuation.

                                                                                                                                                           

The Applicant declares that the information in this Application and in the materials submitted herewith is true, accurate and complete. Signing this Application does not bind the Applicant to purchase insurance, but it is agreed that this Application shall be the basis of any insurance policy issued.

The information requested in this Application does not constitute notice under any policy of a claim or potential claim. All such notices must be submitted pursuant to the terms of the policy under which coverage is sought.

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: Any person who knowingly, or knowingly assists another, files an application for insurance or claim containing any false, incomplete or misleading information for the purpose of defrauding or attempting to defraud an Insurance Company may be guilty of a crime and may be subject to criminal and civil penalties and loss of insurance benefits.

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 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 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 claims 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 fact 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 TENNESSEE & VIRGINIA 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.

This Application must be signed by any one of the following officials of the Applicant: Chief  Executive Officer; President; Chief Operating Officer; Chief Financial Officer; In-house General Counsel; or natural person fiduciary of a pension benefit plan.

Date:      


Signature:     





Title:      



A POLICY CANNOT BE ISSUED UNLESS THE APPLICATION IS PROPERLY SIGNED AND DATED.        
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