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PLEASE NOTE: 

SYMBOL 183 \f "Symbol" \s 10 \h
EMPLOYMENT PRACTICES LIABILITY INSURANCE IS WRITTEN ON A CLAIMS MADE AND REPORTED BASIS AND COVERS ONLY CLAIMS FIRST MADE AGAINST THE INSUREDS DURING THE POLICY PERIOD OR THE EXTENDED REPORTING PERIOD (IF PURCHASED), AND REPORTED TO THE UNDERWRITER PURSUANT TO SUBSECTION VII.A. 
SYMBOL 183 \f "Symbol" \s 10 \h
THIS APPLICATION AND ALL ATTACHMENTS, MATERIALS AND DOCUMENTS CONSIDERED IN THE UNDERWRITING OF THIS POLICY SHALL FORM A PART OF THIS PROPOSAL AND SHALL BE HELD IN STRICTEST CONFIDENCE. 
SYMBOL 183 \f "Symbol" \s 10 \h
INFORMATION PROVIDED IN CONNECTION WITH THIS APPLICATION SHALL NOT BE CONSIDERED EFFECTIVE NOTICE OF A CLAIM OR POTENTIAL CLAIM UNDER ANY POLICY ISSUED BY THE UNDERWRITER FOR WHICH THIS PROPOSED POLICY MAY BE A SUCCESSOR, RENEWAL OR REPLACEMENT.  PLEASE REFER TO YOUR EXISTING POLICY FOR THE PROPER METHOD FOR PROVIDING NOTICE OF CLAIMS OR POTENTIAL CLAIMS.
Please submit this completed proposal application with all attachments to:

Zurich American Insurance Company
[Address]
· THE FOLLOWING MATERIAL MUST BE ATTACHED TO THIS APPLICATION:

1.
Consolidated EEO-1 Reports for the past three (3) years (only if Company has 3,000 or more Employees)
2.
Employment Applicant Forms

3.
If a Continuity Date is requested, a copy of the prior policy’s Declarations page.
IF ANY OF THE MATERIALS REQUESTED ABOVE ARE NOT ATTACHED TO THIS APPLICATION, PLEASE EXPLAIN ON A SEPARATE ATTACHMENT.

· THE FOLLOWING MATERIAL MUST BE ATTACHED TO THIS APPLICATION IF APPLICABLE:

1.
EPL Multinational Insurance Proposition (MIP) Questionnaire or Foreign Operations Form
2.
Claim Information Form 

3.
Downsizing or Layoff Information Form
· IF THE SPACE PROVIDED IN THE APPLICATION IS INSUFFICIENT TO PROVIDE YOUR COMPLETE RESPONSE TO A PARTICULAR QUESTION, PLEASE PROVIDE YOUR COMPLETE RESPONSE ON A SEPARATE ATTACHMENT.

ANSWER ALL OF THE FOLLOWING QUESTIONS AND INDICATE IF A QUESTION IS NOT APPLICABLE. 
GENERAL INFORMATION
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ZURICH®



1.
Parent Company Name:      
Address:      
City/State/Zip:       
2.
Date of incorporation or formation:      
3.
Standard Industrial Code:      
4.
Provide a brief description of major products and services of the Parent Company:        
     
     
     
EMPLOYEE INFORMATION

5.
Are any proposed Insureds outside the United States?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
If yes, state the total number of foreign Employees:       
6.
Does the Parent Company seek an international insurance program for its foreign Employees?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, complete and attach the EPL MIP Foreign Exposure Checklist.

7.
List the current number of Employees by state, beginning with the five states in which the largest numbers of Employees work, and then a combined total for all remaining states. 

	
	State
	Full-Time
	Part Time
	Seasonal and Temporary
	Volunteer 
	Independent Contractors
	Full Time Union
	Part Time Union 

	1
	     
	     
	     
	     
	     
	     
	     
	     

	2
	     
	     
	     
	     
	     
	     
	     
	     

	3
	     
	     
	     
	     
	     
	     
	     
	     

	4
	     
	     
	     
	     
	     
	     
	     
	     

	5
	     
	     
	     
	     
	     
	     
	     
	     

	
	All Other States
	     
	     
	     
	     
	     
	     
	     

	
	Total
	     
	     
	     
	     
	     
	     
	     


8.
List the percentage of Employees with salaries, including bonuses, of:

Less than $50,000:

     %




$150,001 - $250,000:

     %

$50,001 - $100,000:

     %




Greater than $250,000:

     %

$100,001 - $150,000
     %.

9.
State your annual turnover rate of Employees for each of the past three (3) years.  (Turnover rate is the number of Employee separations during the year divided by the average number of Employees on payroll during the year.)
	Year
	Turnover Rate (%)

	     
	     

	     
	     

	     
	     


10.
How many Employee terminations, not including layoffs, reductions-in-force, or downsizings, have occurred within the previous 12 months?  Please provide a breakdown of terminations into the following categories:

	
	Number of Employees Terminated 

	1. Voluntary or Mutual Termination with Severance (*)
	     

	2. Voluntary or Mutual Termination without Severance
	     

	3. Involuntary Termination with Corrective Action
	     

	4. Involuntary Termination with Learning Period (failure to meet standards)
	     


(*) Are releases always utilized when Mutual Terminations with Severance occurs?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

EMPLOYMENT PRACTICES AND PROCEDURES
11.
Who is responsible for Personnel/Human Resource functions?

 FORMCHECKBOX 
 HR Dept

 FORMCHECKBOX 
 Senior Management

 FORMCHECKBOX 
 Risk Mgmt Dept

 FORMCHECKBOX 
 Legal Dept

 FORMCHECKBOX 
 Outsourced

 FORMCHECKBOX 
 None

12.
Provide the name, job title and contact information for the individual who performs personnel/human resources functions: 
	Name:
	     
	
	Title:
	     
	
	Phone:
	     

	E-mail Address:
	     
	
	Physical Address:
	     


13.
Does the Parent Company use a standardized employment application for all applicants?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If no, please explain.
	     


a.
Has the application been reviewed by an attorney?






 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

b.
Does the application contain an “employment at will” statement?



 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

c.
Is the applicant’s signature required?









 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

14.
Is the application uniform at all Insured locations?  







 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	If no, please explain:
	     


15.
Does the Parent Company publish an Employee handbook?  





 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No (If no, go to # 17)
16.
Is the handbook issued to all Employees with written acknowledgement of receipt?  
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

17.
Does the handbook contain a(n):   

Anti-Harassment Policy



 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
ADA Compliance Policy





 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Anti-Discrimination Policy


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
FMLA Compliance Policy




 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Anti-Sexual Harassment Policy

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Employee-At-Will Statement 



 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Termination Procedure



 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
Employee Complaint/Grievance Procedure
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Employee Evaluation Procedures 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Layoff / Early Retirement Procedure


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

18.
Does the Parent Company provide discrimination and harassment prevention education?
For all Employees? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

If yes, how often is the training provided and when was it last held?  

     

For all Managers?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, how often is the training provided and when was it last held?  

     
19.
Does the Parent Company provide regular written performance evaluations for all Employees?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

20.
Does the Parent Company practice progressive disciplinary action for all Employees?



 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
21.
Does the Parent Company maintain written records of all disciplinary actions?





 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
22
Does the Parent Company require terminations to be reviewed by the following?
 FORMCHECKBOX 
 HR Dept

 FORMCHECKBOX 
 Senior Management

 FORMCHECKBOX 
 Risk Mgmt. Dept.

 FORMCHECKBOX 
 Legal Dept.

 FORMCHECKBOX 
 Other
 FORMCHECKBOX 
 None
23.
Does the Parent Company conduct or utilize drug or medical testing?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, please explain:  
     
24.
Are all test results utilized for all Employees and applicants?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If no, please explain
     
25.
Does the Parent Company have a written policy on the retention of
 FORMCHECKBOX 
 Computer data?
 FORMCHECKBOX 
 E-Mail data?
 FORMCHECKBOX 
 Documents? 
If yes, please attach a copy of such policies, where applicable.

26.
Has any proposed Insured been investigated by or is there any current investigation of any proposed Insured by the OFCCP?  
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No  If yes, please explain on a separate attachment and attach a copy of any audit, investigation or inquiry.

27.
Does the Parent Company require mandatory arbitration of employment and labor related claims?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Answer the following three (3) questions only if applying for Third Party Liability Insurance
28.
Does the Parent Company have a written policy of treating all non-Employees without discrimination or harassment ?  
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, are all Employees trained on this policy?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
29.
Indicate the customers served by the Parent Company:

 FORMCHECKBOX 
 Corporate/Business clients only

 FORMCHECKBOX 
 Mix of Individuals and Corporate/Business clients

 FORMCHECKBOX 
 General Public

 FORMCHECKBOX 
 Individuals but not entire General Public

 FORMCHECKBOX 
 Other, please explain      
30.
Indicate the size of the customer base: 
 FORMCHECKBOX 
 1 -1,000

 FORMCHECKBOX 
 1,000 -10,000

 FORMCHECKBOX 
 10,000 – 25,000

 FORMCHECKBOX 
 >25,000

CORPORATE HISTORY
If you answer yes to any of the following questions, please provide details on a separate attachment.

31.
Has the Parent Company acquired any companies in the past three (3) years?  
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No (If no, skip to question 29)
a.
Did the acquisition include assumption of employment liabilities?  


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

b.
Were any employees of the acquired company terminated?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No If yes, were any of them officers?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

c.
Does the Parent Company plan to terminate any employees or officers of the acquired company within the next twelve (12) months?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

32.
Does the Parent Company anticipate any Insured closings, consolidations, spin-offs or layoffs within the next twelve (12) months?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, complete and attach the Downsizing or Layoff Information Form.
33.
Has any proposed Insured location been closed or consolidated or have any layoffs occurred within the previous twelve (12) months?  
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, complete and attach the Downsizing or Layoff Information Form.

34.
Does the Parent Company anticipate any mergers or acquisitions in the next eighteen (18) months?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
CLAIMS HANDLING
35.
Provide the name, title and contact information for the individual who handles employment claims: 
	Name:
	     
	
	Title:
	     
	
	Phone:
	     
	
	E-mail Address:
	     

	Physical Address:
	     
	
	


36.
Does the Parent Company have a written procedure for the investigation of claims, complaints or incidents?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, please attach a copy.  
LOSS HISTORY

37.
Has any proposed Insured been the subject of any employment-related Claims within the last five (5) years, or is any Claim now pending against any proposed Insured?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
38.
Has any proposed Insured been the subject of any Claims by third parties for discrimination, harassment or sexual harassment within the last five years?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
39.
Complete the Claim Information Form for any Claim(s) in which the total Defense Costs, judgments, settlements, or other costs exceeded or are expected to exceed twenty-five thousand dollars ($25,000).  If there are no such claims, state NONE.       
ANY CLAIM BASED UPON, ARISING OUT OF OR ATTRIBUTABLE TO ANY PRIOR OR PENDING CLAIM OR ANY WRONGFUL ACTS THAT HAVE A COMMON NEXUS WITH ANY FACT, CIRCUMSTANCE, SITUATION, EVENT, TRANSACTION, CAUSE OR SERIES OF CAUSALLY CONNECTED FACTS, CIRCUMSTANCES, SITUATIONS, EVENTS, TRANSACTIONS OR CAUSES ALLEGED IN SUCH PRIOR OR PENDING CLAIM IS EXCLUDED FROM THIS PROPOSED COVERAGE.  
CONTINUITY WITH PRIOR COVERAGE
If the Parent Company has employment practices liability coverage and is requesting continuity of coverage therewith, please complete this section and skip the Prior Knowledge section below.  If the Parent Company does not currently have liability coverage, or this application is being submitted for a new excess Limit of Liability or the request for continuity of coverage for an existing layer has been declined, please skip this section and complete the Prior Knowledge section below.

Continuity Date requested for Employment Practices Liability Insurance (EPLI)       
Continuity Date requested for Third Party Liability Insurance (TPLI)       
(Please note that the continuity date cannot precede any interruption in the Parent Company’s coverage.)

The Parent Company must attach a copy of the Declarations page of the most recent policy(ies) providing EPLI and TPLI (if requested) indicating the requested Continuity Date.  The Underwriter will be relying upon the declarations and representations contained therein and those declarations and representations are incorporated in and form a part of the proposed policy.  

IF ANY PERSON PROPOSED FOR COVERAGE WAS AWARE, AS OF THE CONTINUITY DATE, OF ANY FACT OR CIRCUMSTANCE OR ANY ACTUAL OR ALLEGED ACT, ERROR OR OMISSION WHICH HE OR SHE HAS REASON TO BELIEVE MIGHT GIVE RISE TO A CLAIM THAT WOULD FALL WITHIN THE SCOPE OF THE PROPOSED COVERAGE, WHETHER OR NOT DISCLOSED, THEN ANY CLAIM ARISING THEREFROM IS EXCLUDED FROM THIS PROPOSED COVERAGE.

PRIOR KNOWLEDGE
Are you aware of any fact(s), incident(s), act(s), event(s), or circumstance(s) that may result in any Claim(s) being made against any person or entity applying for this insurance?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No   If yes, please provide details on a separate sheet.  If no, complete the following paragraph:

No person proposed for coverage is aware of any fact or circumstance or any actual or alleged act, error or omission which he or she has reason to believe might give rise to a future Claim that would fall within the scope of the proposed coverage, except: (If no exceptions, please state NONE here.  (If left blank, the answer shall be deemed NONE)
     
IF ANY PERSON PROPOSED FOR COVERAGE IS AWARE OF ANY FACT OR CIRCUMSTANCE OR ANY ACTUAL OR ALLEGED ACT, ERROR OR OMISSION WHICH HE OR SHE HAS REASON TO BELIEVE MIGHT GIVE RISE TO A CLAIM THAT WOULD FALL WITHIN THE SCOPE OF THE PROPOSED COVERAGE, WHETHER OR NOT DISCLOSED, THEN ANY CLAIM ARISING THEREFROM IS EXCLUDED FROM THIS PROPOSED COVERAGE.
FRAUD WARNINGS

NOTICE TO ALABAMA, ARKANSAS, COLORADO, DISTRICT OF COLUMBIA, FLORIDA, KENTUCKY, LOUISIANA, MAINE, MARYLAND, NEW MEXICO, NEW JERSEY, OHIO OKLAHOMA, TENNESSEE, VIRGINIA WASHINGTON AND WEST VIRGINIA APPLICANTS: IT IS UNLAWFUL TO KNOWINGLY PROVIDE FALSE, INCOMPLETE, MISLEADING FACTS OR INFORMATION TO AN INSURANCE COMPANY WITH RESPECT TO A CLAIM FOR PAYMENT OF LOSS OR BENEFIT OR IN AN APPLICATION FOR INSURANCE FOR THE PURPOSE OF DEFRAUDING, INJURING OR DECEIVING OR ATTEMPTING TO DEFRAUD, INJURE OR DECEIVE THE COMPANY.  ANY SUCH PERSON IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES, IMPRISONMENT, DENIAL OF INSURANCE BENEFITS, CRIMINAL PENALTIES AND CIVIL DAMAGES OR PENALTIES.

ADDITIONAL NOTICE FOR COLORADO APPLICANTS: 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 AUTHORITIES.

PENNSYLVANIA 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 SUBJECTS SUCH PERSON TO CRIMINAL AND CIVIL PENALTIES.
ALL OTHER STATES: 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 false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which may be a crime in certain jurisdictions.
DECLARATIONS AND SIGNATURE
The undersigned declares that to the best of his or her knowledge and belief the statements set forth herein are true.  The signing of this application does not bind the Underwriter, the Parent Company or its proposed Insured Persons to effect insurance.  The undersigned agrees that this written application, all attachments and materials considered and submitted in connection with this written application and in the underwriting of the policy and all publicly available documents filed with any governmental agency and all other documents incorporated in this written application shall constitute the Application and shall be the basis of the contract should a policy be issued and shall be deemed attached to and shall form part of the policy.  The Underwriter is hereby authorized to make any investigation and inquiry in connection with this application that it deems necessary.

The undersigned, on behalf of all proposed Insureds, agrees that if the information in the declarations and representations contained in the Application materially changes between the date of this written application and the inception of the proposed coverage, the undersigned will immediately report in writing to the Underwriter such change, and the Underwriter may withdraw or modify any outstanding quotations or agreements to bind coverage.  The undersigned acknowledges and agrees that the Underwriter's receipt of such written report, prior to inception of the proposed coverage, is a condition precedent to coverage.

This application must be signed by the Parent Company’s Chief Executive Officer, Chief Financial Officer, in-house General Counsel, Director of Human Resources or Director of Risk Management (or person in a functionally equivalent position). 

Signature 
     _
Title      
Date      
This application is submitted by:

Insurance Agency/Agent: 
     
Address: 
     
Agent’s License Number:
     
	APPLICATION SUPPLEMENTAL 

Downsizing Or Layoff Information Form
	[image: image1.wmf]


1.
Date of downsizing or layoff:      
2.
Number of Employees that have been or will be affected:      
3.
How will the downsizing or layoff be implemented (e.g. store, plant or departmental closings; seniority; random; etc.):

     
     
4.
Was or is severance available to all Employees?
 FORMCHECKBOX 
  Yes
 
 FORMCHECKBOX 
  No

5.
Were or are the Employees required to sign a release for any severance package?  
 FORMCHECKBOX 
  Yes
 
 FORMCHECKBOX 
 No  If yes, please answer the following:

a.
Number of Employees who signed: 


     
b.
Number of Employees who did not sign:

     
6.
Did the Insured perform an adverse impact study prior to the downsizing or layoffs? 
 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No  If yes, were they performed by outside counsel or an outside consulting firm?
 FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
  No
7.
Are outplacement services provided?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

8.
Are exit interviews conducted?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

9.
Were any Claims filed or are any expected to be filed as a result of this downsizing or layoff?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If yes, please complete and attach the Claim Information Form.

	APPLICATION SUPPLEMENTAL 

Claim Information Form
	[image: image2.wmf]


1.
Date Claim was made:     
2.
Nature of Claim:      
3.
Type of Claim:

 FORMCHECKBOX 
 EEOC

 FORMCHECKBOX 
 Lawsuit
 FORMCHECKBOX 
 Other (Please specify)      
4.
Name of Complainant(s):      
5.
Names of Defendant(s):       
6.
Status of Claim:


 FORMCHECKBOX 
 Pending

 FORMCHECKBOX 
 Closed

If Closed:
What was the total loss paid?

$     
What were the total expenses paid:
$     
What was the date closed:


$     
If Pending:
What are the total costs to date?
$     
Is there a settlement demand?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No If yes, what is the amount? $     
7.
Give a detailed description of the allegations in the claim(s):        
     
     
     
8.
What steps have been taken to reduce the chances of a similar claim in the future?      
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