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Business Insurance Quote Form

For the fastest and most accurate business insurance quote, please provide as much information possible in the form below. This information will be kept confidential and will be used for quote purposes ONLY!

Please Note: It is highly recommended that you read and/or print this form in its entirety and gather materials or information for your responses prior to filing out the form online
Fields marked with an asterisk (*) are required. Please be sure to have all required information before filling out this form.

General Information:
Name of Business *: _____________________________________________________________

Contact Name *: _____________________________________________

Mailing Address *: _____________________________________________________________________

City *: _______________________________   State *: ________________  Zip Code *:_____________

Location Address :______________________________________________________________________

City *:______________________________  State *: ____________________Zip Code *: ____________

Business Phone *: _________________________   Business Fax *:_______________________________

Best Time to Call *: ________________
 FORMCHECKBOX 
 AM
 FORMCHECKBOX 
 PM

Email Address *: ______________________________________________________________

Current Insurance Information:
Company Name (not agency): ____________________________________________________________

Policy Expiration Date: ________________________   Premium Amount: $ _______________________

If you currently do not have insurance please give us a short description as to why:_______________

____________________________________________________________________________________

What type of coverages do you currently have:


 FORMCHECKBOX 
 Commercial Umbrella       FORMCHECKBOX 
 Group Life



 FORMCHECKBOX 
 Group Health
 FORMCHECKBOX 
 Commercial

 FORMCHECKBOX 
 Directors & Officers Liability
 FORMCHECKBOX 
 Professional Liability
 FORMCHECKBOX 
 Commercial Liability
 FORMCHECKBOX 
 Disability



 FORMCHECKBOX 
 Commercial Property





 FORMCHECKBOX 
 Other ______________
About your Business:
# of Full Time Employees *: ___________     # of Part Time Employees *: _____________

How long in Business *: _________________    How Many Locations *: _________________

Annual Reciepts *: $ ____________________________

Please provide a brief description of your business and clientel below *:
[image: image1.png]
Building & Property Information:
Building Value*: $___________   



Contents Value*: $_____________
Deductible*:
 FORMCHECKBOX 
 $500


Sprinkler*: 
 FORMCHECKBOX 
 Yes 
Safe*:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 $1000

         


 FORMCHECKBOX 
 No


 FORMCHECKBOX 
 No


 FORMCHECKBOX 
 $2500

 FORMCHECKBOX 
 $5000

PC Class*: ________________

Theft Alarm*:
 FORMCHECKBOX 
 Yes









 FORMCHECKBOX 
 No

Sq. Footage*:__________
Construction Type*:____________________   Year Built*:____


Number of Floors*:_______
Updates(click all that apply): 
 FORMCHECKBOX 
 Roof

 FORMCHECKBOX 
 Heating










 FORMCHECKBOX 
 Plumbing

 FORMCHECKBOX 
 Electrical

Coverage Information:
Please select the type of coverages you want *:


 FORMCHECKBOX 
 Bond 

           FORMCHECKBOX 
 Commercial Umbrella

 FORMCHECKBOX 
 Group Life

 FORMCHECKBOX 
 Commercial

 FORMCHECKBOX 
 Directors & Officers Liability
 FORMCHECKBOX 
 Professional Liability

 FORMCHECKBOX 
 Commercial Liability
 FORMCHECKBOX 
 Disability



 FORMCHECKBOX 
 Workers’ Compensation

 FORMCHECKBOX 
 Commercial Property
 FORMCHECKBOX 
 Group Health


 FORMCHECKBOX 
 Other ______________

Additional Comments:
Please give any additional comments you feel appropriate for this quotation.  If you have additional information where there was not enough space, please enter them here.
















