
INSURANCE BROKER’S PROFESSIONAL 
 LIABILITY INSURANCE APPLICATION
  (This is an application for a claims made policy.)

INSTRUCTIONS 
1 Application must be complete and legible. Please attach additional sheets as needed. 2 If answer to any question is 
‘0’ or ‘NONE’ this must be indicated. Failure to do so may result in a rejected application. 3 For New Business/Start up 
agency—if business in operation LESS than 3 years, you must forward a resume of prior insurance and management 
experience with the application. You must make premium and commission projections (N/A, new business, TBD are not 
acceptable responses).

Before insurance is provided, it may be subject to a fully completed and signed Company E&O application form.  The 
insurance is subject to the terms and conditions of the policy if issued. 

1	 Legal Name of Agency

DBA

2 	Address*
City County State          Zip

Contact Name Ph (        )

Fax (        ) Email

*If multiple locations are to be covered under this policy, please list name/address on a separate sheet.

3a The applicant is:  M Individual   M Partnership   M Corporation/LLC   M Other (describe) _____________________
  b Date Firm                                           Years of Experience                                   Date Owner first

Established __________________         of Owner/Agent _______________        P&C Licensed __________________

4 	What is the total number of partners, staff, and office brokers? (If sole proprietor, please list yourself as an owner.)

a owners, officers, directors, partners _______  b W-2 employees _______  c 1099 independent contractors**_______

	**Do you want to cover 1099’s under this policy?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                           M Yes   M No

5 	Please list names of owners and percentage of ownership

6 	Percent of business placed as: (Total must equal 100%)
MGA/                  Surplus                    Reinsurance 

Agent  _____%   Broker _____ %  Wholesaler  _____ %  MGU  _____%     Lines  _____ %   Intermediary _____%

7 	Please indicate the percentage of Written Premium derived from the following lines: (Total of ALL lines must equal 100%)

Personal         Auto (Standard). 	 _ ______%	 Homeowners . .  .  .  .  .  	 _______%	
Lines

Umbrella . .  .  .  .  .  . 	 _ ______%	 Recreational Vehicles.	 _______%	 Other (Specify): ________________.	 _______ %
Life/Accident	 Life . . . . . . . . . . . 	 _ ______%	 Accident & Health. 	 _______%	 Other (Specify): ________________.	 _______ %
& Health

Fixed Annuities. .  . 	 _ ______% Is coverage required for Life/Accident & Health? . . . . . . . . . . . . . . . . . . M Yes   M No

Commercial	 Commercial Auto.	 _ ______%	 Inland Marine. .  .  .  .  .  	 _______%	 Long Haul Trucking. .  .  .  .  .  .  .  .  .  .  .  .  .  	 _______ %
Lines

Package Policies. 	 _ ______%	 Ocean Marine . . . . . . 	 _______%	 Business Owners Policy. .  .  .  .  .  .  .  .  .  	 _______ %
Pollution Liability.	 _ ______% General Liability. .  .  . _ _____ % Professional Liability . . . . . . . . . . . . .	 _______ %
Jeweler’s Block. 	 _ ______% Commercial Property	 _ _____ % Workers Compensation. . . . . . . . . . .	 _______ %

	 Reinsurance. . . . 	 _ ______% Medical Malpractice. 	 _ _____ %	 Livestock–Mortality/Bloodstock . .  .  .  	 _______ %
Crop Insurance. 	 _ ______%	 Bonds–Surety. . . . . . 	 _______%	 Bonds–Other (specify) __________. 	 _______ %
Aviation . .  .  .  .  .  .  . _ ______%	 .Other (specify) _____________________________________________. 	 _______ %
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         Return all Applications to:   

Rockwood Programs, Inc. 
3001 Philadelphia Pike 

Claymont, DE 19703 
Tel: 877/764-4555 
Fax: 844/274-1512

Web: rockwoodinsurance.com



8 	Revenue: (If this is a new agency, please estimate the written premium and commissions for the next 12 months)

	                                            Premium Volume                    Commissions                  Fees (describe) _________________

	 Last 12 Months            $ ________________       $ _________________     $ _________________  

	 Next 12 Months            $ ________________       $ _________________      $ _________________ 

9	Current E&O Carrier                                                            	               Expiring Premium . . . $
	 Expiring Limit . . . . . . . . . . . . . .  $                                          	 Expiring Deductible . . . . . . . . . .$
	 Expiration Date. . . . . . . . . . . . . .                                               	 Retro Date . . . . . . . . . . . . . . . . . . 

10	Office Procedures: 
	 a Date stamp incoming mail? . . . . . . . . . . M Yes   M No

	 b Maintain a diary/suspense system? . . .    M Yes   M No

	 c Document all business related telephone
		    conversations  . . . . . . . . . . . . . . . . . . . . .                      M Yes   M No

11	Does the applicant derive revenue from any other business activities (including but not limited to) loss 
		 prevention, mutual funds, real estate or law practice? . . . . . M Yes   M No (If “Yes”, explain in detail and provide amount.) 

12	 During the past five years: 
	 a Has the name of the firm been changed? M Yes   M No 
	 b Has any other firm been purchased, merged or consolidated with the applicant?  . . . . . . . . . . . . . . . . . M Yes   M No
	 c Does the applicant participate in any cluster groups or agency networks such as Superior Access, 
		    SIAA, Iroquois Group, AgentSecure, The Insurance Noodle, Smartchioce, etc.? . . . . . . . . . . . . . . . . . .                  M Yes   M No

13	Is the applicant employed by or in any way associated with any other ins. agency? (if yes explain)  . . . . . . .       M Yes   M No

14	Has any application for insurance made on behalf of the firm or any of the present partners or, to the knowledge 
		 of  the firm, on behalf of their predecessors in business, ever been declined or has any such insurance  
		 ever been cancelled or renewal refused?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                  M Yes   M No 

15	Has the applicant or any partner or employee of any applicant proposed for insurance ever been 
		  subject to disciplinary action by any state licensing agency or other regulatory body?  . . . . . . . . . . . . . . M Yes   M No 

16	Has the Applicant or any of its employees ever been subject to an investigation by a state regulatory agency 
		 or an insurance department investigation, inquiry, disciplinary investigation or proceeding in any way?. . . . . M Yes   M No 

17	Have any claims been made during the past five years against the firm, their predecessors in business
		 or any of the present partners or, to the knowledge of the firm, against any past partners?  . . . . . . . . . . M Yes   M No 

18	Is the firm aware, after enquiry, of any circumstances which may result in any claims being made 
		 against the firm, their predecessors in business or any of the present or past partners?  . . . . . . . . . . . . .             M Yes   M No 

19	Has the agency ever paid an uninsured loss out of company funds?  . . . . . . . . . . . . . . . . . . . . . . . . . . . .                            M Yes   M No 

If answered “Yes” to any question(s) 11 through 19 above, you MUST give full particulars on separate sheet.

20 Cyber Liability/Data Breach—Does the Applicant:

	 a	 Maintain anti-virus and malware prevention solutions on their computer systems? . . . . . . . . . . . . . . . .                 M Yes  M No

	 b	 Update anti-virus and malware prevention software on regular intervals? . . . . . . . . . . . . . . . . . . . . . . .                        M Yes  M No

	 c	 Maintain firewalls on their computer systems? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                             M Yes  M No

	 d	 Maintain and implement an ongoing patch management process to ensure timely patching of their 
		  computer systems?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                    M Yes  M No

	 e	 Is the Applicant aware of any incidents of data breach that has occurred during the last five (5) years?   M Yes  M No
		  If “Yes”, explain in detail.

 
Rockwood Ins BrokerProInsAp 02/13 Page 2 0f 3

	 d Delegate any binding authority?  . . . . . . M Yes   M No

	 e Adjust claims? . . . . . . . . . . . . . . . . . . . . M Yes   M No

	 f Have authority to deny claims? . . . . . . .        M Yes   M No

	 g Negotiate/purchase Reinsurance?  . . . . M Yes   M No



This is an application for a claims made policy. Except as otherwise provided, the policy will cover only claims first made 
against the applicant and reported to the insurer during the policy period. Please note that in most policies the limit of 
liability available to pay damages shall be reduced and may be completely exhausted by payment of claims expenses. 
Damages and claims expenses shall be applied against the deductible. 

I/we hereby declare that the above statements and declarations are true and that I/we have not suppressed or misstated 
any material facts. I/we agree that any misrepresentation or misstatement of material facts may void coverage under the 
proposed insurance. I/we agree that this application shall be the basis of the contract with the insurer and that coverage, 
if written, will be provided on a claims made basis. It is understood and agreed that completion of this application neither 
binds the insurer to provide coverage nor the applicant to purchase the insurance. I/we agree that if the information sup-
plied on this application changes between the date the application is executed and the time the proposed insurance policy 
is bound or coverage commences, the applicant will immediately notify the carrier in writing of such changes. The carrier 
reserves its rights to modify or withdraw its proposal following such changes. 

Signature 
                         (must be an owner, officer or partner of the agency)

Print Name	                                                                Title	                                                    Date 
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