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 Canal Public Auto and Taxi Insurance Application
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  Canal Public Auto and Taxi Insurance Application
	GEORGIA


 FORMCHECKBOX 
Insurance  FORMCHECKBOX 
Indemnity     Sections 1 through 6 must be completed for a quote indication.  Sections 7 through 9 must be completed in order to bind.
	1.  General Information

	Applicant Legal Name
	Form of Business

	     
	 FORMCHECKBOX 
Individual      FORMCHECKBOX 
LLC      FORMCHECKBOX 
Partnership      FORMCHECKBOX 
Corporation     FORMCHECKBOX 
Joint Venture     FORMCHECKBOX 
Trust

	Company Name (DBA) (if any)
	Principal or Majority Owner (please include all principals)

	     
	     

	Tax Identification Number or Social Security Number   (If provided, certificates of insurance may be accessed from www.canal-ins.com 24 hours a day)

	     

	Location of Business Premises or Physical Address
	Telephone Number
	Mobile Phone Number

	     
	     
	     

	City 
	State
	Zip Code
	County

	     
	     
	     
	     

	Location Is:
	 FORMCHECKBOX 
 Inside City Limits
	 FORMCHECKBOX 
 Outside City Limits

	Mailing Address (if different than above)

	     

	City 
	State
	Zip Code
	County

	     
	     
	     
	     

	Please enter the month and year the current operations began:
	Month:      
	Year:      

	Operation
	 FORMCHECKBOX 
Taxi
	 FORMCHECKBOX 
Limo
	 FORMCHECKBOX 
Bus

	
	 FORMCHECKBOX 
Van/Shuttle
	 FORMCHECKBOX 
Ambulance/Medical
	 FORMCHECKBOX 
Trolley

	Indicate Policy Term and Payment Method

	 FORMCHECKBOX 
 Short Term Policy:  Desired Expiration Date
	     
	

	Annual Policy:    FORMCHECKBOX 
 Full Payment to Company  
	 FORMCHECKBOX 
 Company Payment Plan

	 FORMCHECKBOX 
 Financed through outside Premium Finance Company with full payment to Canal (no double financing permitted – attach contract)

	 FORMCHECKBOX 
 Continuous Until Cancelled Policy (2 month escrow deposit and monthly billing)


	2. Filings

	Please indicate any requested filings:
	     


	3. History

	Have there been any losses in the current year or the past three years?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   If yes, please complete below.
Please complete for all lines of business for the current year, as well as for the three years prior, or submit loss runs.

	Year
	Liability
	Physical Damage

	
	# Claims
	*Amount Incurred
	# Claims
	*Amount Incurred

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	Please enter the number of claims over $100,000:
	     
	Please enter the dollar amount for claims over $100,000:
	     


Loss runs are required for all applicants with five or more power units.  Attach separate loss runs if space provided is not sufficient.  *Amount incurred should include amounts paid, reserved totals as well as any expenses.

	4. Drivers

	I declare the following list includes all drivers of vehicles requested to be covered under the policy including employees, leased employees, owner operators, mechanics, family members, and any other person allowed to drive an insured vehicle.  

	Driver Name
	Years of Experience
	Convictions and MVR Record
	Driver License Number
	License State
	Year Hired
	Date of Birth

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


	5. Vehicles

	Unit No.
	Model Year
	Make and Unit Type
	Vehicle Identification Number

(VIN)
	GVW
	Radius
	*Stated Value
	Gap Coverage

(Y/N)
	**Is garaging address same as physical? (Y/N)

	1
	     
	     
	     
	     
	     
	     
	     
	     

	2
	     
	     
	     
	     
	     
	     
	     
	     

	3
	     
	     
	     
	     
	     
	     
	     
	     

	4
	     
	     
	     
	     
	     
	     
	     
	     

	5
	     
	     
	     
	     
	     
	     
	     
	     

	*Only applicable if Physical Damage coverage is applied for.  ** If a unit is not garaged at the physical address, it is necessary to list the garaging addresses in the Additional Underwriting Information section of this application.


	6.  Coverage 

	Coverages Desired:  FORMCHECKBOX 
 Auto Liability      FORMCHECKBOX 
Auto Physical Damage     


	Auto Liability Coverage Selection

	CSL (ME, SC and VT only)
	Split Limits

	Combined Single Limit- Each Accident
	Bodily Injury - each person
	
	Bodily Injury - each accident
	
	Property Damage - each accident

	$     
	$     
	/
	$     
	/
	$     

	If applying for Hired Auto coverage, please enter the annual estimated cost of hire:
	     

	If Non-Owned coverage is desired please enter the number of employees:
	     
	


	Auto Physical Damage Coverage Selection

	Deductible Desired
	Coverage Desired

	 FORMCHECKBOX 
 $500
	 FORMCHECKBOX 
$1,000
	 FORMCHECKBOX 
$2,500
	 FORMCHECKBOX 
$5,000
	 FORMCHECKBOX 
Collision and Specified Causes of Loss
	 FORMCHECKBOX 
Collision and Comprehensive (where available)

	Additional Auto Physical Damage Coverages Desired

	 FORMCHECKBOX 

	Additional Towing Limit
	$     
	(in the event of a total loss to the described unit) $2,500 included


	7.
Additional Underwriting Information

	Have any drivers been convicted of any of the following?       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Negligent homicide, unlawful use of vehicle, speed contest or racing, reckless driving, leaving the scene of an accident or a hit and run, any felony conviction which involves a motor vehicle, speed twenty miles or more over the speed limit or driving while license is suspended or revoked in a commercial vehicle, DUI or DWI.

	If yes, please provide driver name, conviction date and details:       

	Please complete all of the following:

	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	Do you own any other businesses?

	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	Have there been any changes in the ownership, management or name of the operation in the past five years?

	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	Do you agree to report all drivers to your agent prior to them driving an insured unit?

	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	Do you comply with all DOT regulations concerning driver employment, files and regulations?


	Certificates of Insurance

	Name
	Mailing Address

	     
	     

	     
	     


	Additional/Designated Insureds for Auto Liability 

	Name
	Mailing Address
	*Type of Additional Insured

	     
	     
	     

	     
	     
	     

	*Please enter each desired additional/designated insured by entering the corresponding number:  AL Additional Insureds: 1. Designated Additional Insured,  2. Additional Insured Waiver Rights Recovery, 3. Additional Insured Hired/Non-Owned  


	Please complete this section for vehicles with different ownership or different garaging addresses

	Name and address of vehicle owners other than the named insured (owner types 2, 3 & 4 listed below)

	Unit No.
	Name of Owner
	*Ownership Type
	Mailing Address

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	*Please enter the owner type by entering the corresponding number.  1. Owned by Named Insured, 2. Owned by Leasing Company (long term lease without a driver),           3. Owned by Owner Operator (leased with driver), 4. Owned by Employee of Named Insured (officer).   Please note that coverage for owners might not be afforded if this section is not completed.

	For Liability Coverage, if a unit is not garaged at the physical address of the applicant, please list the garaging addresses for each unit

	Unit No.
	Street Address

	     
	     

	City 
	State
	Zip Code
	County

	     
	     
	     
	     

	Unit No.
	Street Address

	     
	     

	City 
	State
	Zip Code
	County

	     
	     
	     
	     


	Please complete this section for Auto Physical Damage Loss Payees

	Unit No.
	Name of Loss Payee
	Loss Payee Complete Address

	     
	     
	     

	     
	     
	     


8.
MVR AND CREDIT REPORT ACKNOWLEDGEMENT

I hereby authorize Canal Insurance Company and/or the Producing Agent to obtain from the Georgia Department of Public Safety a copy of my Motor Vehicle Report for the use in rating and/or underwriting the insurance for which I do hereby apply and any renewal thereof. I understand that in obtaining a Motor Vehicle Report a consumer reporting agency may be used by the insurer and I do hereby authorize such use. I hereby certify that the named drivers under this policy (names specified on application and/or drivers hired during the term of this insurance) have or will have authorized me to consent on their behalf for the insurer to obtain Motor Vehicle Reports for rating and/or underwriting.
Disclosure: In connection with this application for commercial automobile insurance, we may review a credit report or obtain or use a credit-based insurance score based on the information contained in that credit report. We may use a third party in connection with the development of the insurance score. Your credit report/credit-based insurance score will not be used for any purpose other than the underwriting of the commercial automobile insurance policy for which you have applied. 

Under no circumstances can the credit-based insurance score, the lack thereof, or the refusal to authorize the obtaining of a credit report or a credit-based insurance score be a factor in determining your eligibility for commercial automobile insurance, including cancellation or nonrenewal, if a policy is ultimately issued.

I authorize Canal to obtain a credit report, including but not limited to a credit-based insurance score based on personal information provided. This authorization is valid for future reports obtained for renewal policies with Canal. 

	
	
	
	
	

	
	Applicant’s Signature
	
	Date
	


9.
ACKNOWLEDGEMENT AND SIGNATURE
I hereby certify that the information contained in this application is true and agree that a misrepresentation of any of the facts by me will constitute reason for the Company to void or cancel any policy issued on the basis of this application, and will hold the Company harmless for the action taken.  I also agree that if a policy is issued pursuant to this application, the application and any elections or rejections, which are included with the application and signed by me, may be relied upon by the Company as accurate and shall become a part of the policy.

I recognize that all or parts of my operations are under the Department of Transportation oversight requiring me to adhere to their rules and regulations.  I acknowledge that DOT rules and regulations are understood by me, and I will adhere to the rules and regulations including, but not limited to, driver hiring, vehicle inspection, maintenance and hours of service.

	Signature of APPLICANT
	X
	
	

	Type or Print Applicant Name
	     
	 
	Signature of AGENT   of the Applicant
	X

	Title or Relationship to Applicant
	     
	      
	Agency Name
	     

	Date and Time Application Completed
	     
	
	Address of Agency
	     

	Requested Effective Date and Time
	     
	
	Canal General Agent Use Only

	
	
	
	

	
	
	
	Date and Time Bound:       


Extra Page for Additional Driver and Vehicle Information
	Drivers, continued

	I declare the following list includes all drivers of vehicles requested to be covered under the policy including employees, leased employees, owner operators, mechanics, family members, and any other person allowed to drive an insured vehicle.  

	Driver Name
	Years of Experience
	Violations and MVR Record
	Driver License Number
	License State
	Year Hired
	Date of Birth

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


	Drivers with Multiple Violations

	Driver Name
	Conviction Date and Violation

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


	Vehicles, continued

	Unit No.
	Model Year
	Make and Unit Type
	Vehicle Identification Number

(VIN)
	GVW
	Radius
	*Stated Value
	Gap Coverage (Y/N)
	**Is Garaging address same as physical? (Y/N)

	6
	     
	     
	     
	     
	     
	     
	     
	     

	7
	     
	     
	     
	     
	     
	     
	     
	     

	8
	     
	     
	     
	     
	     
	     
	     
	     

	9
	     
	     
	     
	     
	     
	     
	     
	     

	10
	     
	     
	     
	     
	     
	     
	     
	     

	11
	     
	     
	     
	     
	     
	     
	     
	     

	12
	     
	     
	     
	     
	     
	     
	     
	     

	13
	     
	     
	     
	     
	     
	     
	     
	     

	14
	     
	     
	     
	     
	     
	     
	     
	     

	15
	     
	     
	     
	     
	     
	     
	     
	     

	*Only applicable if Physical Damage coverage is applied for.  ** If a unit is not garaged at the physical address, it is necessary to list the garaging addresses in the Additional Underwriting Information section of this application.


	CANAL
	GEORGIA SUPPLEMENTAL APPLICATION
	

	 FORMCHECKBOX 
 INSURANCE COMPANY
	MUST be completed if Auto Liability Coverage is requested
	


 FORMCHECKBOX 
 INDEMNITY COMPANY

1. Applicant Name

         
2. DBA, if any

         
UNINSURED MOTORIST COVERAGE SELECTION/REJECTION

Georgia law permits you to make certain decisions regarding Uninsured Motorists Coverage. This document describes this coverage and the options available.

You should read this document carefully and contact us or your agent if you have any questions regarding Uninsured Motorists Coverage and your options with respect to this coverage.

This document includes general descriptions of coverage. However, no coverage is provided by this document. You should read your policy and review your Declarations Page(s) and/or Schedule(s) for complete information on the coverages you are provided. 

Uninsured Motorists Coverage

Uninsured Motorists Coverage provides insurance protection to an insured for compensatory damages which the insured is legally entitled to recover from the owner or operator of an uninsured motor vehicle because of bodily injury or property damage caused by an automobile accident. Also included are damages due to bodily injury that result from an automobile accident with a hit-and-run vehicle whose owner or operator cannot be identified.

Unless rejected, your policy must include Uninsured Motorists Coverage at limits not less than: (a) split limits of $25,000 for each person, subject to $50,000 for each accident with respect to bodily injury, and $25,000 for each accident with respect to property damage; or (b) a single limit of $75,000 for each accident. These limits will be referred to as the "minimum limits" for Uninsured Motorists Coverage.

As of January 1, 2009, you now have a choice of two Uninsured Motorists Coverage options to choose from:

a) Uninsured Motorists Coverage – Reduced By At-Fault Liability Limits (also referred to as a limits trigger) – this option is the traditional coverage that is currently mandated by Georgia statutes permitting certain offsets, or deductions, from available and payable coverage under other available Bodily Injury or Property Damage liability insurance policies.

b) Uninsured Motorists Coverage – Added On To At-Fault Liability Limits (also referred to as excess or damages trigger) – this option must make the entire limit of Uninsured Motorists Coverage available in excess to any amounts payable under available Bodily Injury or Property Damage liability insurance coverage.

Your options with respect to Uninsured Motorists Coverage include:

a) Rejecting Uninsured Motorists Coverage entirely;

b) Accepting or Rejecting Uninsured Motorists Coverage – Reduced By At-Fault Liability Limits; or
c) Accepting or Rejecting Uninsured Motorists Coverage – Added On To At-Fault Liability Limits.
Please indicate if you are selecting or rejecting Uninsured Motorists on the following pages.
	
	

	
	Applicant’s Initials


	

	I am rejecting all offers of Uninsured Motorists Coverage. This includes both Reduced By and Added On To At-Fault Liability Limits Coverage.

	(Initial)
	
	
	

	
	
	
	

	
	Signature of Applicant/Named Insured
	
	Date

	
	
	
	


	


UNINSURED MOTORISTS COVERAGE REDUCED BY AT-FAULT LIABILITY LIMITS 

	

	I am selecting Uninsured Motorist Coverage Reduced By At-Fault Liability Limits. Please see my selection below.

	(Initial)
	
	
	

	
	
	
	

	
	Signature of Applicant/Named Insured
	
	Date

	
	
	
	


COMBINED SINGLE LIMITS

	INITIAL
	LIMIT
	COVERAGE
	PREMIUM ($)

	
	
	
	

	
	75,000 CSL


	UMBI & UMPD
	176

	
	100,000 CSL


	UMBI & UMPD
	220

	
	200,000 CSL
	UMBI & UMPD
	360

	
	250,000 CSL
	UMBI & UMPD
	430

	
	300,000 CSL
	UMBI & UMPD
	482

	
	350,000 CSL
	UMBI & UMPD
	530

	
	400,000 CSL
	UMBI & UMPD
	578

	
	500,000 CSL
	UMBI & UMPD
	670

	
	600,000 CSL
	UMBI & UMPD
	730

	
	750,000 CSL
	UMBI & UMPD
	790

	
	1,000,000 CSL
	UMBI & UMPD
	880


SPLIT LIMITS

	INITIAL
	LIMIT
	COVERAGE
	PREMIUM ($)

	
	
	
	

	
	25,000/50,000/25,000
	UMBI & UMPD
	115

	
	25,000/50,000/50,000
	UMBI & UMPD
	124

	
	50,000/100,000/25,000
	UMBI & UMPD
	150

	
	50,000/100,000/50,000
	UMBI & UMPD
	159

	
	100,000/300,000/25,000
	UMBI & UMPD
	177

	
	100,000/300,000/50,000
	UMBI & UMPD
	186

	
	100,000/300,000/100,000
	UMBI & UMPD
	194


	
	

	
	Applicant’s Initials


UNINSURED MOTORISTS COVERAGE ADDED ON TO AT-FAULT LIABILITY LIMITS 
	

	I am selecting Uninsured Motorist Coverage Added On To At-Fault Liability Limits. Please see my selection below.

	(Initial)
	
	
	

	
	
	
	

	
	Signature of Applicant/Named Insured
	
	Date

	
	
	
	


COMBINED SINGLE LIMITS

	INITIAL
	LIMIT
	COVERAGE
	PREMIUM ($)

	
	
	
	

	
	75,000 CSL
	UMBI & UMPD
	249

	
	100,000 CSL
	UMBI & UMPD
	308

	
	200,000 CSL
	UMBI & UMPD
	462

	
	250,000 CSL
	UMBI & UMPD
	526

	
	300,000 CSL
	UMBI & UMPD
	579

	
	350,000 CSL
	UMBI & UMPD
	625

	
	400,000 CSL
	UMBI & UMPD
	670

	
	500,000 CSL
	UMBI & UMPD
	751

	
	600,000 CSL
	UMBI & UMPD
	809

	
	750,000 CSL
	UMBI & UMPD
	851

	
	1,000,000 CSL
	UMBI & UMPD
	931


SPLIT LIMITS

	INITIAL
	LIMIT
	COVERAGE
	PREMIUM ($)

	
	
	
	

	
	25,000/50,000/25,000
	UMBI & UMPD
	172

	
	25,000/50,000/50,000
	UMBI & UMPD
	189

	
	50,000/100,000/25,000
	UMBI & UMPD
	218

	
	50,000/100,000/50,000
	UMBI & UMPD
	235

	
	100,000/300,000/25,000
	UMBI & UMPD
	243

	
	100,000/300,000/50,000
	UMBI & UMPD
	260

	
	100,000/300,000/100,000
	UMBI & UMPD
	281


	
	

	
	Applicant’s Initials


APPLICANT’S ACKNOWLEDGMENT

The undersigner(s) hereby acknowledge(s) they have read, or have had read to them and understand, the above explanations and offers of Uninsured Motorist Coverage – Reduced By At-Fault Liability Limits and Uninsured Motorist Coverage – Added On To At-Fault Liability Limits.  Selections have been made by checking the appropriate boxes on pages two or three of this offer.  The signature appearing below is that of the named insured or authorization has been given to the signer of this offer of Uninsured Motorist Coverage – Reduced By At-Fault Liability Limits and Uninsured Motorist Coverage – Added On To At-Fault Liability Limits to select or reject coverage and limits on the behalf of the named insured.
YOUR SELECTION OR REJECTION OF COVERAGE IS BINDING ON ALL PERSONS INSURED UNDER THIS POLICY.

	Applicant /Named Insured:
	
	Date:
	     

	By:
	     
	
	

	Title:
	     
	
	

	
	
	
	

	Signature of Agent of Insured:
	
	Date:
	

	Address:
	     
	
	

	
	     
	
	


COMMERCIAL AUTO COVERAGE PART

IMPORTANT POLICYHOLDER NOTICE
GEORGIA
UNINSURED MOTORIST COVERAGE
If you have chosen to accept Uninsured Motorists coverage from your automobile insurance company, and have any questions after reading this statement regarding Uninsured Motorists coverage or the amount of coverage you have selected, your agent or company representative will be able to assist you. You should have chosen the amount of Uninsured Motorists coverage you want based on this question: If I get hit by someone with little or no liability insurance, how much protection do I need to cover the cost associated with car repair, medical bills, other expenses, and lost wages? If the person who hits your automobile has no liability coverage or liability coverage equal to or less than the Uninsured Motorists amount you chose, your total automobile insurance recovery (from all companies involved) may not exceed the amount of Uninsured Motorists coverage you chose.

The purpose of this notice is informational. This notice does not change or replace the wording in your policy.

	THIS IS NOT A BINDER
	THIS IS NOT A BINDER
	THIS IS NOT A BINDER

	Form A-105 GA
	Page 1 of 4
	(9-2009)


	THIS IS NOT A BINDER
	THIS IS NOT A BINDER
	THIS IS NOT A BINDER

	Form A-105 GA
	Page 4 of 4
	(9-2009)
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