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	THE FIDELITY AND DEPOSIT COMPANY OF MARYLAND

COLONIAL AMERICAN CASUALTY AND SURETY COMPANY
	Administrative Office

1400 American Lane

Schaumburg, IL 60196

	FIDUCIARY RESPONSIBILITY SELECT INSURANCE POLICY
PROPOSAL FORM FOR MULTI-EMPLOYER PLANS

	THIS IS A PROPOSAL FORM FOR A CLAIMS MADE POLICY. DEFENSE EXPENSES INCURRED IN THE DEFENSE OF A CLAIM ARE INCLUDED IN THE AGGREGATE LIMIT OF LIABILITY.  PLEASE REVIEW THE POLICY CAREFULLY AND DISCUSS THE COVERAGE WITH YOUR INSURANCE AGENT OR BROKER AND YOUR ATTORNEY.

	 FORMCHECKBOX 

	New policy
	     

	 FORMCHECKBOX 

	Renewal policy of the Insurer 
	

	 1.
	a) Name of Plan or Trust:
	

	
	Mailing Address:
	     

	
	b) Representative designated by the proposed insured to receive any and all notices from the Insurer or its authorized representative(s) concerning this insurance (provide mailing address if different from 1.a) above):

	
	     

	
	Yes
	
	No

	2.
	a) Is a Waiver of Recourse Endorsement desired?
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	b) If yes, provide the total number of fiduciaries.   
	     
	
	
	

	 3.
	a) Provide the following plan/trust information for the past three years:

	
	Plan/Trust 

Year
	
	Annual

 Contributions
	Number of Participants
	
	Total Assets

	
	     
	
	     
	     
	
	     

	
	     
	
	     
	     
	
	     

	
	     
	
	     
	     
	
	     

	4.
	Type of plan or trust (check one):

	
	 FORMCHECKBOX 

	Defined Benefit
	 FORMCHECKBOX 

	Health and/or Welfare
	 FORMCHECKBOX 

	Other:
	

	
	 FORMCHECKBOX 

	Defined Contribution
	 FORMCHECKBOX 

	Training/Education
	
	

	5.
	a) Identify the plan/trust status regarding investments:

	
	 FORMCHECKBOX 

	1) Benefits partially or exclusively through insurance
	 FORMCHECKBOX 

	3) Investment manager appointed (ERISA 402(c)(3))

	
	 FORMCHECKBOX 

	2) Investments by Bank, Trust Company or Insurance Company
	 FORMCHECKBOX 

	4) Investments under plan  control

	
	b) If the status is: 

	
	1), identify all insurance companies and the percentage of benefits secured by insurance
	

	
	     

	
	2), provide the names of all Banks, Trust Companies and Insurance Companies that provide services to the plan 

	
	(e.g., annuity contracts, guaranteed investment contracts, etc.)
	

	
	     

	
	4), identify the persons responsible for investment decisions and provide their qualifications with respect to invest- 

	
	ment management.
	

	
	     

	6.
	Provides the following information for the following service providers (if desired, provide the information by attachment):

	
	
	Provider’s Name/Address/Phone Number/Contact Name
	
	Years of Service

	
	Administrator:
	     
	
	     

	
	Investment Manager(s):
	     
	
	     

	
	Investment Consultant:
	     
	
	     

	
	Actuary:
	     
	
	     

	
	Legal Counsel:
	     
	
	     

	
	Certified Public Accountant:
	     
	
	     

	
	Custodian of Assets:
	     
	
	     

	
	
	
	
	

	
	
	Yes
	
	No

	7.
	a) Is the plan/trust an active member of the International Foundation of Employee Benefit Plans?
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	b) If yes, do the trustees and administrator(s) regularly attend IFEBP educational seminars?
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 8.
	If the plan/trust is a defined benefit plan, is there a funding deficiency?  
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 9.
	Does any general investment (as shown on the latest 5500) represent more than 25% of plan/trust assets?  If yes, provide details as an attachment.
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	10.
	In the past three years has any other plan or trust merged with or been merged into the plan/trust or is any anticipated to be merged with or into the plan or trust in the next twelve months?  If yes, provide
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	details as an attachment.
	
	
	

	 11.
	Has the plan/trust been terminated within the last 12 months or is it currently in the process of being terminated?  If yes, provide details as an attachment. 
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	12.
	Have there been any amendments to the plan/trust in the past three years or are any amendments
	
	
	

	
	anticipated that will result in a reduction in benefits?  If yes, provide details as an attachment.
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 13.
	a) Does the plan/trust conform to the standards of eligibility, participation, vesting, funding and joint survivor benefits of ERISA? If no, provide details as an attachment.
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	b) Is each plan/trust reviewed periodically to assure that there are no violations of the prohibited transactions or party-in-interest rules of ERISA, including self-dealing prohibitions?
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	c) Have there been any violations of the prohibited transactions or party-in-interest rules of ERISA, including self-dealing prohibitions in the last three years, or, if this is a renewal of a policy issued by the Insurer, since the date of the last proposal form?  If yes, provide details as an attachment.
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 14.
	Does any plan/trust hold employer securities or employer real property in violation of ERISA?
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 15.
	Have current plan/trust assets been borrowed, loaned or pledged to any party-in-interest in violation of ERISA?  If yes, provide details as an attachment.
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	16.
	Is any plan/trust loan, lease or debt obligation in default or classified as uncollectible?  If yes, provide
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	details as an attachment.
	
	
	

	17.


	Has the plan/trust filed for exemption from a prohibited transaction in the past 5 years or, if this is a renewal of the Insurer’s policy, since the date of the last proposal form?  If yes, attach a copy of the filing and DOL response, if available.
	  FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 18.
	Has the IRS withdrawn or threatened to withdraw the tax-exempt status of the plan/trust?  If yes, 
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	provide details as an attachment.
	

	19.


	Has the plan/trust been the subject of an investigation by the DOL, IRS or similar foreign regulatory agency in the last 3 years or, if this is a renewal of the Insurer’s policy, since the date of the last proposal form?  If yes, provide details as an attachment.
	  FORMCHECKBOX 

	
	 FORMCHECKBOX 


	20.


	Has the plan/trust experienced an event reportable to the PBGC within the past three years or, if this is a renewal of the Insurer’s policy, since the date of the last proposal form?  If yes, provide details as an attachment.
	  FORMCHECKBOX 

	
	 FORMCHECKBOX 


	21.
	Has the plan/trust received an adverse opinion as to its financial condition by an independent public
	
	
	

	 
	accountant?  If yes, attach a copy of such opinion.
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	22.
	Has any actuarial assessment of the plan/trust contained qualifications?  If yes, attach a copy of the
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 
	assessment.
	
	
	

	23.
	Has any fiduciary been:
	

	
	a) accused or found guilty of a breach of trust?
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	b) accused or found guilty of any criminal act enumerated in ERISA Section 411?
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	c) refused coverage under a fidelity bond?
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	If the answer to any part of question 23. is yes, provide details as an attachment.

	24.
	Is the plan/trust insured by a fidelity bond against losses through fraud or dishonesty? If yes, advise:
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	CARRIER
	     
	POLICY PERIOD
	     
	

	25.
	If this is a request for a new policy: 

	
	a) provide the following information regarding current Fiduciary Liability Policy coverage in force:

	
	CARRIER
	     
	
	LIMIT
	     

	
	RETENTION
	     
	
	PREMIUM
	     

	
	POLICY PERIOD
	     
	
	TO
	     

	
	
	
	
	

	
	
	Yes
	
	No

	
	b) during the last three years has any carrier refused, cancelled or nonrenewed any fiduciary liability coverage? (not applicable in Missouri)   If yes, provide details as an attachment.
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	26.
	If this is a request for a new policy, have any claims or suits been brought against the plan/trust, any person in their capacity as a trustee, fiduciary or employee such as would fall within the scope of the proposed insurance? If yes, provide details as an attachment.
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	27.
	If this is a request for a new policy, does anyone proposed for this insurance have knowledge or infor-
	
	
	

	
	mation of any fact, circumstance or situation which they have reason to suppose might afford grounds for any claim such as would fall within the scope of the proposed insurance?  If yes, provide details as an attachment.
	   FORMCHECKBOX 

	
	 FORMCHECKBOX 


	28.
	Attachments Provide each of the following:

	
	a. Latest CPA audited annual financial statement (including investment schedule/portfolio).

b. Latest Form 5500 and all completed schedules.

c. Names of Trustees of the plan/trust including their dates of service and employers name or local.

d. With respect to question 6., provide the following information for each service provider listed:  number of years in business, number of years handling Taft-Hartley funds, number of professionals specializing exclusively in Taft-Hartley funds, number of Taft-Hartley funds currently handled by the firm and percentage of non Taft-Hartley fund business the firm handles.

	WITHOUT PREJUDICE TO ANY OTHER RIGHTS AND REMEDIES OF THE INSURER, ANY CLAIM ARISING FROM ANY CLAIMS, FACTS, CIRCUMSTANCES OR SITUATIONS REQUIRED TO BE DISCLOSED IN RESPONSE TO QUESTIONS 26. AND 27. IS EXCLUDED FROM THE PROPOSED INSURANCE.

	The undersigned declares that to the best of their knowledge the statements set forth herein are true, accurate and complete and that every effort has been made to obtain sufficient information from each and every Insured proposed for this insurance to facilitate the proper and accurate completion of this Proposal Form. The undersigned further agrees that if the information supplied on or in connection with this proposal changes between the date of this proposal and the effective date of the insurance, the undersigned will immediately notify the Insurer and the Insurer may withdraw or modify any outstanding quotations or authorization or agreement to bind insurance. The signing of this Proposal Form does not bind the undersigned to purchase the insurance. However, it is agreed that this Proposal Form (and any previously executed Proposal Forms) and any documents or information submitted herewith shall be the basis of the contract should a policy be issued and are to be considered as incorporated in and constituting part of the policy.  Acceptance of this Proposal Form does not bind the Insurer to complete the insurance.

	IT IS ALSO AGREED THAT DISCLOSURE OF ANY INFORMATION ON THIS PROPOSAL FORM DOES NOT CONSTITUTE NOTICE AS REQUIRED IN SECTION 8. NOTICE OF FACTS, CIRCUMSTANCES OR CLAIMS OF THE POLICY, SHOULD A POLICY BE ISSUED.

	FRAUD NOTICES: Prior to signing this Proposal Form, please review the following statutory fraud notices as they may apply to the Plan's/Trust’s state of domicile:

	ARKANSAS: Any person who knowingly presents a false or fraudulent claim for payment of a loss 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.

	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 policy holder or claimant for the purpose of defrauding or attempting to defraud the policy holder 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.

	FLORIDA: 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 statement is guilty of a felony of the third degree.

	KENTUCKY: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing 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.

	

	LOUISIANA: 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: 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.

	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 MEXICO: 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 civil fines and criminal 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 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.

	OHIO: 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.

	OKLAHOMA: 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 false, incomplete or misleading information is guilty of a felony.

	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 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.

	TENNESSEE:  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.

	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 include imprisonment, fines and denial of insurance benefits.

	


	Plan/Trust:
	     
	
	

	By:
	     
	Date:
	     

	
	(Trustee)
	
	

	Licensed Agent or Broker:
	     

	License Number:
	     


A POLICY CANNOT BE ISSUED UNLESS THE PROPOSAL FORM IS PROPERLY SIGNED AND DATED.
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If you want to learn more about the compensation Zurich pays agents and brokers visit:  http://www.zurichnaproducercompensation.com or call the following toll-free number:  (866) 903-1192.  This Notice is provided on behalf of Zurich American Insurance Company and its underwriting subsidiaries
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