ADMIRAL INSURANCE COMPANY

6455 East Johns Crossing, Suite 240 APPLICATION FOR
Duluth, GA 30097 MISCELLANEOUS PROFESSIONAL LIABILITY
Phone: 770-476-1561 — Fax: 770-418-9597 INSURANCE
Internet: http://www.admiralins.com (CLAIMS MADE FORM)
Name of Applicant :
Address:
Street City/State Zip
Other Applicants (explain relationship):
Other locations:
Applicant’s Website Address: Telephone #: ( )

Applicantis: O Individual O Partnership O Corporation O LLC O Non-Profit Organization
O Other:

Date Firm Established (MM/DD/YYYY)

Has the name of the firm ever changed? Has there ever been any acquisitions, consolidations, dissolution or merger?
O Yes O No. Ifyes, please explain.

Is the firm engaged in, owned by, associated with or controlled by any other business? (3 Yes (3 No. If yes, please
explain.

PROFESSIONAL SERVICES AND SPECIALITY (attach narrative description if necessary).

A. Describe in detail the professional services for which coverage is desired and indicate the % of
gross receipts/revenue derived from each activity:

B. Gross Annual Receipts/Revenue: Next Year
This Year
Last Year

&L A A
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10.

11.

12.

13.

14.

15.

C. Please include by attachment to this application:
1. 5 largest clients and description of services performed for each, and revenue

2. Resumes of professionals
3. Association/Memberships, Licenses or Certifications, Brochures/Advertisements
4. Sample contract between Applicant and their client
5. Most current Financial data (Annual Report or Balance Sheet)
Total number of employees
Partners/Officers: Administrative/Clerical:
Professional/Technical: Other

Is Applicant engaged in any business/profession other than as stated in question 6.? O Yes O No. If yes, please
explain.

Does Applicant contemplate any change in services or emphasis planned for the next 12 months? O Yes O No. If
yes, please explain.

Please explain what type of claim or allegations could the Applicant be involved in?

PROFESSIONAL LIABILITY COVERAGE FOR LAST 5 YEARS (if NONE check here ()

LIMIT EXPIRATION
CARRIER (per claim/agg.) PREMIUM DEDUCTIBLE (MM/DD/YYYY)
What is the retroactive date of expiring Professional Liability policy? (MM/DD/YYYY).

Has any insurer cancelled/refused to renew any similar coverage during the last 5 years? (J Yes 0 No. If yes, please
provide details on separate attachment.

Has any professional liability claim or suit been made against Applicant, any predecessor in business or against any
past or present partner/officer(s)? 0 Yes [ No. If yes, please provide on separate attachment these details —
allegations, amount of damages/demand, date of loss/date claim made/reserve amounts for indemnity and
expenses as well as paid amounts for indemnity and expenses.

Is the Applicant aware of any circumstance or incident which may result in any claim against them or any predecessor
in business or any past or present partner/officer? O Yes 0 No. If yes, please provide details on separate
attachment.
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THE APPLICANT DECLARES THAT THE ABOVE STATEMENTS AND REPRESENTATIONS ARE TRUE AND
CORRECT AND THAT NO FACTS HAVE BEEN SUPPRESSED OR MISSTATED. THE COMPLETION OF THIS
APPLICATION DOES NOT BIND THE COMPANY TO SELL NO THE APPLICANT TO PURCHASE THIS
INSURANCE, BUT ANY SUBSEQUENT CONTRACT ISSUED WILL BE IN FULL RELIANCE UPON THE
STATEMENTS AND REPRESENTATIONS MADE IN THIS APPLICATION AND THIS APPLICATION WILL BE
MADE PART OF THE POLICY.

THE APPLICANT UNDERSTANDS THAT ANY SUBSEQUENT CONTRACT ISSUED BY THE COMPANY WILL
BE ISSUED ON A
CLAIMS MADE FORM.

Signature of Applicant Date

Title (Officer/Principal/Partner)
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