Return application to:

CB Malaga Insurance Services LLC
tel: 877-245-5887

fax: 805-426-8540

email: info@cbspecialty.com

Proposal Form
ACTIVE ASSAILANT INSURANCE

This is a Proposal Form for an event occurrence Policy. Please note, completion and signing of this document does
not bind either party to enter into a contract of insurance. However, when filling out this Proposal Form, do provide
accurate, complete and honest information. Failure to do so may affect the right to cover should a Policy be issued.

Should the space left for answering be insufficient, please use a separate signed sheet.

Information & Activities

1. Please provide the following details:

Name of Insured:
Corporate Mailing Address:
Total Insured Values:

Total Annual Revenue:

Total Employee Count:

2. Please write a brief description of your Company activity in the space provided below:

Risk-related Declarations

3. List all locations to be covered and additional information, if applicable, or attach a Statement of Values.
(ves) (no)

Has a Statement of Values been provided?
Please note: A Statement of Values will be required prior to quote being issued.

Average # of daily visitors,

Location | Address Total Employees students, patients, residents, etc.

Please attach a separate page if necessary.



4. Please list property values and revenues for all locations to be covered or attach a Statement of Values.

(ves) (no)
Has a Statement of Values been provided?
Please note: A Statement of Values will be required prior to quote being issued.
Location Property Value Annual Revenues
1
2
3
4
Please attach a separate page if necessary.
5. Please describe the Company’s existing security measures:
(ves) (no)
6. Is there an access control system present at all covered locations?
Additional Information:
(ves) (no)

7. Has your organization been subject to prior losses, threats, violent acts, attacks, or

incidents?

Additional Information:

8. What coverage limits does your organization seek?

9. Please describe the details of your existing coverage, if applicable.

10. Please add any additional relevant information.




11. Please fill out the contact information for the Risk Manager / Director of Security.

Name Title Email address Telephone number

Notice to Applicant

APPLICABLE IN 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 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.

APPLICABLE IN ALABAMA:

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly
presents false information in an application for insurance is guilty of a crime and may be subject to restitution
fines or confinement in prison, or any combination thereof.

APPLICABLE IN 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 of award payable
from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of
Regulatory Agencies.

APPLICABLE IN THE 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.
APPLICABLE IN 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 information is guilty of a felony of the third degree.
APPLICABLE IN HAWAII:

For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a
loss or benefit is a crime punishable by fines or imprisonment, or both.

APPLICABLE IN KANSAS:

Any person who, knowingly and with intent to defraud, presents, causes to be presented or prepares with
knowledge or belief that it will be presented to or by an insurer, purported insurer, broker or any agent thereof,
any written statement as part of, or in support of, an application for the issuance of, or the rating of an insurance
policy for personal or commercial insurance, or a claim for payment or other benefit pursuant to an insurance
policy for commercial or personal insurance which such person knows to contain materially false information
concerning any fact material thereto, or conceals, for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent insurance act.

APPLICABLE IN MARYLAND:

Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who
knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be
subject to fines and confinement in prison.

APPLICABLE IN MASSACHUSETTS, NEBRASKA, OREGON AND VERMONT:

Any person who knowingly and with intent to defraud any insurance company or another 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, may be committing a fraudulent insurance
act, which may be a crime and may subject the person to criminal and civil penalties.

APPLICABLE IN MINNESOTA:

Any person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
APPLICABLE IN OHIO:

Any person, who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits
an application or files a claim containing a false or deception statement is guilty of insurance fraud.



APPLICABLE IN OKLAHOMA:

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.

APPLICABLE IN WASHINGTON:

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.
APPLICABLE IN ALL OTHER STATES:

Any person who knowingly and with intent to defraud any insurance company or another 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 the person to criminal and civil penalties. In LA, ME, TN, and VA, insurance benefits
may also be denied.

Certification and Signature

THE UNDERSIGNED, ON BEHALF OF THE APPLICANT AND ALL INSUREDS, DECLARES TO THE BEST OF
THEIR KNOWLEDGE THAT ALL THE STATEMENTS AND ANSWERS SET FORTH HEREIN ARE TRUE AND
ACCURATE AND THAT NO INFORMATION HAS BEEN WITHHELD. THE UNDERSIGNED FURTHER AGREES,
ON BEHALF OF THE APPLICANT AND ALL INSUREDS, THAT IF THE INFORMATION SUPPLIED ON THIS
APPLICATION CHANGES BETWEEN THE DATE THE APPLICATION IS EXECUTED AND THE TIME THE
PROPOSED INSURANCE POLICY IS BOUND OR COVERAGE COMMENCES, THE INSURED SHALL
IMMEDIATELY NOTIFY THE INSURER IN WRITING OF SUCH CHANGES, AND THE INSURER MAY MODIFY
OR WITHDRAW ITS PROPOSAL AND/OR AGREEMENTS TO BIND THE INSURANCE.

Applicant Name:
Applicant Title:

Date signed:

Applicant Signature:
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