
1. Name of Applicant: ____________________________________________________________________________________________
Address: _____________________________________________________________________________________________________
City: _______________________________________________________________ State: ________ Zip Code:____________
Website Address: ______________________________________ E-Mail Address: _____________________________________

2. (a) Date established: ___________________________________ I� ess than three years in operation, answer question 2(b).
(b) Does the applicant have at least three years of prior experience as an employment agent or executive 

search consultant?___________________ Yes No

3. Is the applicant controlled, owned, a�liated or associated with, or does it own any other �rm or business enterprise?
Yes No

If "Yes," please provide the name of the other entity and relationship to the Applicant: _________________________________
______________________________________________________________________________________________________________

E R R OR S  AND OMIS S IONS  C OV E R AG E  DE T AILS

4. Percentage of receipts generated by:
%__________secivreS hcraeS evitucexE/stnemecalP tnenamreP deniateR)a(
%__________secivreS hcraeS evitucexE /stnemecalP tnenamreP ycnegnitnoC

Temporary Placements __________%
%__________noitazinagrO reyolpmE lanoisseforP /gnisaeL eeyolpmE
%_______________________________________ )yficeps esaelp( rehtO

Total 100%
(b) What percentage of receipts does the applicant derive from internet-based online job boards? __________%

5. (a) List total gross receipts from activities in #4
G ross  R eceipts

Last year: $ __________________
__________________$:)shtnom 21 no desab( raey tnerruC

Forecast for next year: $ __________________
(b) Percentage of receipts listed in 5(a) from operations outside the U.S. and its territories: _______%

6. Total number of o�ce sta�:
Principals, Partners or O�cers: _______________ All other Full-Time Employees: _______________
Professional Placers/Recruiters: ______________ Temporary Employees:______________________

7. What percentage of the Applicant's gross receipts are derived from placements with salaries greater 

than $250,000? _________________%

8. Percentage of placements by type:
%__________sreenignE /stcetihcrA%____________sreciffO evitucexEfeihC
%__________lloryaP /srepeekkooB /stnatnuoccA%____________sreciffO laicnaniFfeihC

Other Management & Executives ____________% Financial Advisors __________%
%__________sreywaL%___________ )laicnanif-non ,lagel-non(slanoisseforP desab-eciffO
%__________sesruN /srotcoD%____________lacirelC
%__________seinnaN%____________srossecorP ataD
%__________ytiruceS /eciloP%_________snoitacilppa eciffo laicnanif-non,ygolonhceT noitamrofnI
%__________lairtsudnI thgiL%____________ytiruces ,ygolonhceT noitamrofnI
%__________)yficeps( rehtO%____________snoitacilppa eciffo laicnanif ,ygolonhceT noitamrofnI

Including Employment Practices Liability and Professional O�ce Package All Questions Must Be Answered And Application Must Be  Signed By Applicant This
Is An Application For A Claims-Made Policy, Please Read Your Policy Carefully
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RECRUITERS PROFESSIONAL LIABILITY APPLICATION



Information Technology, CAD/CAM ____________% Other (specify) __________%
Information Technology, military & weapons ____________% Other (specify) __________%
Information Technology, other ____________% TToottaall ____________110000  %%

9. Does the Applicant derive over 25% of revenue from one client? Yes No
If "Yes," please provide the name of the client, description of services, and amount of revenue.

10. Has any prospective Insured ever had their license revoked or suspended or been fined or disciplined in any way 
or been the subject of any investigation by any government body related to their profession? Yes No
If "Yes," please attach an explanation.

11. Has any policy of or Application for Professional Liability Insurance on your behalf or on behalf of any of your
principals, officers, employees, independent contractors, or on behalf or any predecessor(s) in business ever been
declined, cancelled or had renewal refused? ((NNOO TT   AA PPPPLLIICC AA BBLLEE  IINN  MMIISSSSOO UURRII)) Yes No
If "Yes," advise details:

12. Is similar Professional Liability Insurance currently in force? Yes No
Name of Carrier Limit Retro Date (if any) Deductible Premium Policy Period
_________________ __________ ________________ ________________ ______________ _________________

PPRROO CC EEDDUURREESS
Only complete this section if the Applicant generates receipts from Retained Placement or Search Services .
BByy  ssiiggnniinngg  tthhiiss  aapppplliiccaattiioonn,,  tthhee  AA pppplliiccaanntt  rreepprreesseennttss  tthhaatt  iinnffoorrmmaattiioonn  pprroovviiddeedd  iinn  rreessppoonnssee  ttoo  qquueessttiioonnss  1133  aanndd  1144  aarree  aaccccuurraattee..
IIff  aa  cchhaannggee  iinn  ccoonnttrraacctt  uussaaggee  ooccccuurrss  wwhhiicchh  cchhaannggeess  tthhee  aannsswweerrss  ttoo  qquueessttiioonn  1133  oorr  1144  oorr  iiff    ccoonnttrraacctt  wwoorrddiinngg  iiss  nnoott  iimmpplleemmeenntteedd
ppeerr  bbiinnddiinngg  rreeqquuiirreemmeennttss,,  tthhee  ccoommppaannyy  iiss  eennttiittlleedd  ttoo  ccaanncceell  oorr  rreesscciinndd  ccoovveerraaggee..

13. (a) Does the Applicant use a contract with all clients? Yes No
(b) If "yes" to 13a, does the contract stipulate who is responsible for background checks of candidates 

for placement? Yes No
(c) If "yes" to 13a, does the contract have a hold harmless or indemnification clause in the Applicant's favor? Yes
(d) If "yes" to 13a, does the contract have a non-binding arbitration clause for dispute resolution? Yes No

If the Applicant answered "no" to any part of question 13, the Company will provide the Applicant 
with sample contract wording at the time of binding this insurance.  As a condition of binding this insurance,
the Applicant agrees to implement this contract wording as soon as possible, but no later than 21 days after
the inception date of this insurance.

14. (a) Does the Applicant provide background checks on any candidates for placement? Yes No
(b) If "yes" to 14a, does the Applicant subcontract background checks to another party? Yes No
(c) If "yes" to 14b, does the Applicant require a hold harmless or indemnification clause in the 

Applicant's favor? Yes No
If the Applicant answered "no" to question 14c, the Company will provide the Applicant with sample contract
wording at the time of binding this insurance.  As a condition of binding this insurance, the Applicant agrees to
implement this contract wording as soon as possible, but no later than 21 days after the inception date of
this insurance.

EERRRROO RRSS  AA NNDD  OO MMIISSSSIIOO NNSS  CC LLAA IIMMSS  IINNFFOO RRMMAA TT IIOO NN
Do not complete this section if this is an application for a renewal policy at the same limit of liability 
with    Agostini Wholesale Insurance.
15. Have you initiated any litigation against any of your clients in the past 5 years? Yes No

(If "Yes," advise how many times you have initiated litigation in the past 5 years along with details about each.)
16. During the past 5 years, has any claim been made or suit brought against the Insured, its predecessor(s) in 

business, or any of its present or former owners, partners, officers, directors, employees or 
independent contractors? Yes No
(If "Yes," please forward a completed Agostini Wholesale Supplemental Claims application.)

17. Is any owner, partner, officer, director, employee or independent contractor aware of any circumstance, allegation,
contention, or incident which may result in a claim being made against the Insured, its predecessor(s) in business,
or any of its present or former partners, owners, officers, directors, employees or independent contractors. Yes No
(If "Yes," please forward a completed Agostini Wholesale Supplemental Claims application.)
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EEMMPPLLOOYYMMEENNTT  PPRRAACCTTIICCEESS  CCOOVVEERRAAGGEE  DDEETTAAIILLSS  

Complete only if applying for Employment Practices Coverage

18. Total number of your employees, not including those placed for clients:
Full time _________________ Part time _________________ Temporary__________________ Seasonal ____________
Independent______________ Contractors _______________ Leased_____________________ Other _______________

19. Has the Applicant closed, downsized, laid off, reduced staff, sold, merged or acquired any company in the last 12
months or does the Applicant plan to do so in the next 12 months? � Yes � No
If "Yes," attach details including percentage

20. Percentage of employees with total compensation including salaries, bonuses and commissions over $50,000 %

21. Is similar Employment Practices Liability insurance currently in force? � Yes � No
Name of Carrier Limit Retro Date (if any) Deductible Premium Policy Period
_________________ __________ ________________ ________________ ______________ _________________

22. How many employees have been involuntarily terminated in the past 12 months? ____________ 24 months? ____________

EEMMPPLLOOYYMMEENNTT  PPRRAACCTTIICCEESS  PPRROOCCEEDDUURREESS

Mandatory Written Policies - please identify policies Applicant has in place:
Sexual Harassment Policy (applies to employees and third parties) � Yes � No
Anti-Discrimination Policy (applies to employees and third parties) � Yes � No
Please forward copies of the policy identified above along with this signed and dated Application.  If you do not have these
written policies in place, the Company will provide you with sample policies at the time of binding this insurance.
Recommended Written Policies - please identify policies Applicant has in place:
Employment Application � Yes � No
Employee Handbook � Yes � No
Company E-mail/Internet Policy � Yes � No
If the Applicant has an Employee Handbook, Employment Application or Company E-mail/Internet Policy, a copy of each must be
forwarded for review by the Company.
As a condition of binding this insurance, the Applicant agrees:

1) to implement and distribute to each employee the Mandatory Written Policies identified above which are 
currently not in place as soon as possible, but no later than 21 days after the inception date of this insurance.
Failure of the Company to receive these policies within 21 days after the inception of this insurance will result in
the cancellation of this insurance.

2) to adopt and distribute to each employee all changes required by the Company of the Applicant's Written
Policies as soon as possible, but no later than 21 days after receipt from the Company of the required changes.

EEMMPPLLOOYYMMEENNTT  PPRRAACCTTIICCEESS  CCLLAAIIMMSS  IINNFFOORRMMAATTIIOONN

Do not complete this section if this is an application for a renewal policy at the same limit of liability with one of the United States

Liability Insurance Companies.

23. Within the past 5 years, has any employment related or third party discrimination, or third party sexual 
harassment: inquiry, complaint, notice of hearing, claim or suit been made against the Applicant or any person
proposed for insurance in the capacity of either director, officer or employee of the Applicant? � Yes � No
((IIff  ""YYeess,,""  pplleeaassee  pprroovviiddee  ddeettaaiillss  oonn  aa  sseeppaarraattee  ssuupppplleemmeennttaall  ccllaaiimm  aapppplliiccaattiioonn..))

24. Is any person proposed for this insurance aware of any fact, circumstance or situation which may result in an
employment-related claim or third party discrimination or third party sexual harassment claim against the
Applicant or any of its directors, officers or employees? � Yes � No
((IIff  ""YYeess,,""  pplleeaassee  pprroovviiddee  ddeettaaiillss  oonn  aa  sseeppaarraattee  ssuupppplleemmeennttaall  ccllaaiimm  aapppplliiccaattiioonn..))
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BBUUSSIINNEESSSSOOWWNNEERRSS  PPAACCKKAAGGEE  IINNSSUURRAANNCCEE

25. Does the applicant currently have General Liability Insurance? � Yes � No
Name of Carrier:___________________________ Limit: _____________ Premium:_______________Expiration Date: ______

26. Describe any General Liability losses in the past 5 years ___________________________________________________________

27. Additional Insureds to be included (list names, address, and relationship to Applicant __________________________________

28. (a) Personal Property Limit (at 80% Coinsurance/Replacement Cost):________________________________________________
(b) EDP Equipment Limit $_____________________________________________________________________________________
(c) Burglar Alarm � Yes   � No Functioning Fire/Smoke Alarm � Yes   � No Aluminum Wiring � Yes   � No

29. Is the electrical system connected to circuit breakers? � Yes � No

30. Property Protection Class (1-10): ________________________________________________________________________________

31. Building Construction (please check one):
� Frame- Bldg. Is made from a wood frame (2x4's/ veneers)
� Joisted Masonry- Outside walls are constructed with bricks/ cinder blocks.  Roof is made of wood.
� Masonry Non-Combustible- Same as Joisted Masonry, except roof is steel.
� Fire Resistive- Structural steel framing, reinforced concrete outside/ load bearing walls.

32. Property claims paid or pending during last 5 years: ________________________________________________________________

NNeeww  YYoorrkk  DDiisscclloossuurree  NNoottiiccee:: This policy is written on a claims made basis and shall provide no coverage for claims arising out of incidents,
occurrences or alleged wrongful acts that took place prior to the retroactive date, if any, stated on the declarations.  This policy shall cover only
those claims made against an insured while the policy remains in effect and all coverage under the policy ceases upon termination of the policy
except for the automatic extended reporting period coverage unless the insured purchases additional extend reporting period coverage.  The
policy includes an automatic 60 day extended claims reporting period following the termination of this policy.  The Insured may purchase for an
additional premium an additional extended reporting period of 12 months, 24 months or 36 months following the termination of this policy.
Potential coverage gaps may arise upon the expiration for this extended reporting period.  During the first several years of a claims-made
relationship, claims-made rates are comparatively lower than occurrence rates.  The insured can expect substantial annual premium increases
independent overall rate increases until the claims-made relationship has matured.
VViirrggiinniiaa  NNoottiiccee::  You have an option to purchase a separate Limit of Liability for the extension period, policy common conditions I.  If you do not
elect this option, the Limit of Liability for the extension period shall be part of and not in addition to the limit specified in the declarations.
Statements in the application shall be deemed the insured’s representations.  A statement made in the application or in any affidavit made
before or after a loss under the policy will not be deemed material or invalidate coverage unless it is clearly proven that such statement was
material to the risk when assumed and was untrue.

MMiinnnneessoottaa  NNoottiiccee::  The clause “and/or authorization or agreement to bind the insurance.” is replaced with “Authorization or agreement to bind
the insurance may be withdrawn or modified based on changes to the information contained in this application prior to the effective date of the
insurance applied for that may render inaccurate, untrue or incomplete any statement made with a minimum of 10 days notice given to the
insured prior to the effective date of cancellation when the contract has been in effect for less than 90 days or is being canceled for 
nonpayment of premium.
CCoolloorraaddoo  FFrraauudd  SSttaatteemmeenntt:: 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 policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a 
settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of
regulatory agencies.
DDiissttrriicctt  ooff  CCoolluummbbiiaa  FFrraauudd  SSttaatteemmeenntt::    WWAARRNNIINNGG::  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.
FFlloorriiddaa  FFrraauudd  SSttaatteemmeenntt::  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.
KKeennttuucckkyy  FFrraauudd  SSttaatteemmeenntt::  Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insurance 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.
MMaaiinnee  FFrraauudd  SSttaatteemmeenntt:: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the 
purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.
NNeeww  JJeerrsseeyy  FFrraauudd  SSttaatteemmeenntt::  Any person who includes any false or misleading information on an application for an insurance policy is 
subject to criminal and civil penalties.
NNeeww  YYoorrkk  FFrraauudd  SSttaatteemmeenntt::  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.
OOhhiioo  FFrraauudd  SSttaatteemmeenntt:: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an 
application or files a claim containing a false or deceptive statement is guilty of insurance fraud.
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OOkkllaahhoommaa  FF rraauudd  SS ttaatteemmeenntt::     WWAARR NNIINNGG :: 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.
PP eennnnssyyllvvaanniiaa  FF rraauudd  SS ttaatteemmeenntt:: 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 mislea ding,
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and
civil 
penalties.
TT eennnneesssseeee  aanndd  VV iirrggiinniiaa  FF rraauudd  SS ttaatteemmeenntt::     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.

FF rraauudd  SS ttaatteemmeenntt  ((AAllll  OOtthheerr  SS ttaatteess)):: Any person who knowingly presents a false or fraudulent claim for
payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty
of a crime and may be subject to fines and confinement in prison.

Name of authorized Agent or Broker _____________________________________________________________________________________________

Address_______________________________________________________________________________________________________________________

Agent or Broker License number _________________________________________________________________________________________________

Mail completed Application through local Agent or Broker to: ________________________________________________________________________

______________________________________________________________________________________________________________________________

The undersigned represents that to the best of his/her knowledge and belief the particulars and statements set forth herein are true and
agrees that those particulars and statements are material to acceptance of the risk assumed by the Company. The undersigned further
declares that any changes to the information contained in this application prior to the effective date of the insurance applied for which may
render inaccurate, untrue, or incomplete any statement made will immediately be reported in writing to the Company and the Comp any may
withdraw or modify any outstanding quotations and/or authorization or agreement to bind the insurance. The Company is hereby au thorized, but
not required to make any investigation and inquiry in connection with the information, statements and disclosures provided in this application.
The decision of the Company not to make or to limit any investigation or inquiry shall not be deemed a waiver of any rights by the Company
and shall not estop the Company from relying on any statement in this application. The signing of this application does not bind  the
undersigned to purchase the insurance, nor does the review of this application bind the Company to issue a policy. It is understood the
Company is relying on this application in the event the Policy is issued. It is agreed that this Application, including any material submitted
therewith, shall be the basis of the contract should a policy be issued and it will be attached and become a part of the policy.

Signature: _____________________________________________________________________________________________________________________
Principal, Partner, of Officer of the Firm

Name: ________________________________________________________________________________________________________________________

Title: __________________________________________________________ Date: ____________________________________________________
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Fax completed application to (619) 593-2008
or email to dan@agostinisurplus.com


	directions: You may tab through the fields to fill in the form, or you may print out the form to complete by hand. Please fax completed form to 619-593-2008 or email to daniel@agostinisurplus.com
	Print: 
	Text415: 
	Text416: 
	Text417: 
	Text418: 
	Text419: 
	Text420: 
	Text421: 
	Text422: 
	Text423: 
	Check Box424: Off
	Check Box425: Off
	Check Box426: Off
	Check Box427: Off
	Text428: 
	Text429: 
	Text430: 
	Text431: 
	Text432: 
	Text433: 
	Text434: 
	Text435: 
	Text436: 
	Text437: 
	Text438: 
	Text439: 
	Text440: 
	Text441: 
	Text442: 
	Text443: 
	Text444: 
	Text445: 
	Text446: 
	Text447: 
	Text448: 
	Text449: 
	Text450: 
	Text451: 
	Text452: 
	Text453: 
	Text454: 
	Text455: 
	Text456: 
	Text457: 
	Text458: 
	Text459: 
	Text460: 
	Text461: 
	Text462: 
	Text463: 
	Text464: 
	Text465: 
	Text466: 
	Text467: 
	Text468: 
	Text469: 
	Check Box470: Off
	Check Box471: Off
	Check Box472: Off
	Check Box473: Off
	Check Box474: Off
	Check Box475: Off
	Check Box476: Off
	Check Box477: Off
	Text478: 
	Text479: 
	Text480: 
	Text481: 
	Text482: 
	Text483: 
	Check Box484: Off
	Check Box485: Off
	Check Box486: Off
	Check Box487: Off
	Check Box488: Off
	Text491: 
	Check Box492: Off
	Check Box493: Off
	Check Box494: Off
	Check Box495: Off
	Check Box496: Off
	Check Box497: Off
	Check Box498: Off
	Check Box499: Off
	Check Box500: Off
	Check Box501: Off
	Check Box502: Off
	Check Box503: Off
	Check Box489: Off
	Check Box504: Off
	Check Box505: Off
	Text506: 
	Text507: 
	Text508: 
	Text509: 
	Text510: 
	Text511: 
	Text512: 
	Text513: 
	Check Box514: Off
	Check Box515: Off
	Check Box516: Off
	Check Box517: Off
	Text518: 
	Text519: 
	Text520: 
	Text521: 
	Text522: 
	Text523: 
	Text524: 
	Text525: 
	Check Box526: Off
	Check Box527: Off
	Check Box528: Off
	Check Box529: Off
	Check Box530: Off
	Check Box531: Off
	Check Box532: Off
	Check Box533: Off
	Check Box534: Off
	Check Box535: Off
	Check Box536: Off
	Check Box537: Off
	Check Box538: Off
	Check Box539: Off
	Check Box540: Off
	Check Box541: Off
	Text542: 
	Text543: 
	Text544: 
	Text545: 
	Text546: 
	Text547: 
	Text548: 
	Text549: 
	Check Box550: Off
	Check Box551: Off
	Check Box552: Off
	Check Box553: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Text5: 
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text182: Agostini Wholesale Insurance, P.O. Box 880288, San Diego, CA 92168-0288
	Text183: Or  fax  to  619-593-2008
	applicant signature: Sign printed form - cannot sign on screen.
	Text14: 
	Text15: 
	Text16: 


