	New Business Application

	Broker Information

	Brokerage Firm: ACCHall International Inc.  - BioInsure

	Mailing Address: 1101 Brickell Ave Suite 1002-S Miami FL 33131 (USA)

	Phone: 888-222-1256
	Fax: 305 577 3502

	Tax ID Type:  FORMDROPDOWN 

	Tax ID Number: 65-0322106

	
	1099 Recipient?  FORMDROPDOWN 


	

	Broker Contact Name: Richard Hall

	Mailing Address: Same

	Phone: Same
	Fax: SAme

	Email Address: rhall@accbrokers.com

	

	Please provide a copy of your agency license with this application.

	

	Section A - General Information

	

	Named Insured:   Company Name as it should appear on the policy    Type:  FORMDROPDOWN 

If  type is ‘Other’, please describe:       



	Corporate Address: Street Address, City, ST  ZIP Code, (Country)

	Mailing Address (if different): Street Address, City, ST  ZIP Code, (Country)

	County of Corp Address: Corp County
	Phone: Phone Number
	Fax: FAX Number

	Corporate Web Address: www.yourwebsite.com

	Current Product Liability Insurance Carrier: Carrier Name
Is the policy form ‘occurrence’ or ‘claims made’ coverage?  FORMDROPDOWN 

If ‘claims made’, what is the Retro Date?        Reporting Period?      


	Proposed Policy Period:      From/To
	Retro Date:      

	Target Premium: $          
	Latest date you will accept a coverage proposal:      

	

	Current Combined Single Limit – Occ: $          
	Aggregate Limit: $          

	Desired Limit of Liability:  FORMDROPDOWN 

	If higher limits desired indicate amount: $          

	

	Current Self-Insured Retention Limit – Occ: $          
	Aggregate Limit: $          

	Desired Self-Insured Retention Limit $(000’s):  FORMDROPDOWN 


	

	Provide most recent Annual Report, Financial Statement or SEC Reports (10K, 10Q)

	

	Date business was founded:        (For companies in business less than 3 years please provide resumes or biographies of key management/executives)

	Provide a brief description of your operations:      


	Provide loss history (including paid, reserves and defense cost) for the past 5 years.  Describe all claims over $10,000.

Year

# of Claims

Amount Paid

Reserves

Defense Cost

     
      
$          
$          
$          
     
      
$          
$          
$          
     
      
$          
$          
$          
     
      
$          
$          
$          
     
      
$          
$          
$          


	List any incident(s) and/or circumstance(s) which may result in a claim against you under the coverage requested in this application:      

	

	Have any insurance companies cancelled or refused to renew your products or general liability insurance?  FORMDROPDOWN 
  (If yes, please explain)      

	

	List any product(s) specifically excluded from current coverage:      

	

	Are defense costs (supplementary payments) included within or separate from the policy’s limit of insurance?  FORMDROPDOWN 
  (If separate, what is the defense limit?) $          

	

	Primary Contact Name: Primary Contact
	Title: Contact Title

	Mailing Address (if different): Street Address, City, ST  ZIP Code, (Country)

	Phone: Phone Number
	Fax: FAX Number

	Email Address: primarycontact@yourcompany.com

	

	SIR Billing Contact Name: Enter name or 'same'
	Title: Contact Title

	Mailing Address (if different): Street Address, City, ST  ZIP Code, (Country)

	Phone: Phone Number
	Fax: FAX Number

	Email Address: SIRcontact@yourcompany.com

	

	Loss Run Contact Name: Enter name or 'same'
	Title: Contact Title

	Mailing Address (if different): Street Address, City, ST  ZIP Code, (Country)

	Phone: Phone Number
	Fax: FAX Number

	Email Address: LRcontact@yourcompany.com

	

	Loss Prev Coordinator: Enter name or 'same'
	Title: Contact Title

	Mailing Address (if different): Street Address, City, ST  ZIP Code, (Country)

	Phone: Phone Number
	Fax: FAX Number

	Email Address: LPcoordinator@yourcompany.com

	

	Claim Contact Name: Enter name or 'same'
	Title: Contact Title

	Mailing Address (if different): Street Address, City, ST  ZIP Code, (Country)

	Phone: Phone Number
	Fax: FAX Number

	Email Address: claimcontact@yourcompany.com

	

	***Check the box(es) applicable to your business***

Medical Device

 FORMCHECKBOX 

(Complete Section B)
Pharmaceutical / Biologics
 FORMCHECKBOX 

(Complete Section C)
Human Clinical Trials
 FORMCHECKBOX 

(Complete Section D)


	Section B – Medical Devices Product Information

	

	Describe product(s).  Include brochures, warning labels, etc, where appropriate:      

	

	U.S. / Canada Revenue

Other Foreign Revenue

Manufacturing (proprietary products)

$ Revenue
$ Revenue
OEM (products sold under other labels)

$ Revenue
$ Revenue
Distribution

$ Revenue
$ Revenue
Equipment Rental

$ Revenue
$ Revenue
Installation / Repair / Service

$ Revenue
$ Revenue
Total Revenue for the past 3 years

Year

Revenue

     
$ Revenue
     
$ Revenue
     
$ Revenue


	Are any products currently under development?  FORMDROPDOWN 
  (If yes, please provide details, i.e. current FDA status, etc.)      

	

	List any products that have been discontinued in the last 3 years:      

	List and describe any product(s) you:

Manufacture for other companies to sell under their label:      
Manufactured by other companies for sale under your label:      
Do you require certificates of insurance from the manufacturers?  FORMDROPDOWN 
 
List your manufacturers:      


	List any products you make which are a component of others’ final product(s):      

	

	List products you sell or components in your products which are imported from a foreign supplier:      

	

	Has the FDA inspected your facilities in the last year?  FORMDROPDOWN 
  (If ‘Yes’ please submit a copy of Form 483 and your documented response)
U.S. or Foreign:  FORMDROPDOWN 
  Was a notice of adverse findings issued?  FORMDROPDOWN 



	Have any products been removed or recalled from the market in the past year?  FORMDROPDOWN 
  (If yes, please specify the following:

Voluntary or Mandatory:  FORMDROPDOWN 

Date(s) of Recall:                  
FDA Class I, II or III:          FORMDROPDOWN 

Reason:                            (Attach separate page if necessary) 
Completed?                       FORMDROPDOWN 

Do you have a written plan for product recalls?  FORMDROPDOWN 



	Do you have a prevention program in place?  FORMDROPDOWN 
  Provide name, title and phone number of person in charge of this program, if different from the LP Coordinator contact: Name, Title & Phone

	

	Have you filed any adverse events in the past 12 months?  FORMDROPDOWN 
  Enclose detailed listing of each.

	

	With respect to production records, do you have a record retention policy?  FORMDROPDOWN 
  How many years do you retain records?      

	

	Section C – Pharmaceutical / Biologics

	U.S. / Canada Revenue

Other Foreign Revenue

Manufacturing (proprietary products)

$ Revenue
$ Revenue
OEM (products sold under other labels)

$ Revenue
$ Revenue
Distribution

$ Revenue
$ Revenue
Equipment Rental

$ Revenue
$ Revenue
Installation / Repair / Service

$ Revenue
$ Revenue
Total Revenue for the past 3 years

Year

Revenue

     
$ Revenue
     
$ Revenue
     
$ Revenue


	List product(s).  For nutriceuticals, provide ingredient label(s).       

	

	Are any products currently under development?  FORMDROPDOWN 
  (If yes, please provide details, i.e. current FDA status, etc.)      

	

	List any products that have been discontinued in the last 3 years:      

	List and describe any product(s) you:

Manufacture for other companies to sell under their label:      
Manufactured by other companies for sale under your label:      
Do you require certificates of insurance from the manufacturers?  FORMDROPDOWN 
 
List your manufacturers:      


	Has the FDA inspected your facilities in the last year?  FORMDROPDOWN 
  (If ‘Yes’ please submit a copy of Form 483 and your documented response)

U.S. or Foreign:  FORMDROPDOWN 
  Was a notice of adverse findings issued?  FORMDROPDOWN 



	Have any products been removed or recalled from the market in the past year?  FORMDROPDOWN 
  (If yes, please specify the following:

Voluntary or Mandatory:  FORMDROPDOWN 

Date(s) of Recall:                  
FDA Class I, II or III:          FORMDROPDOWN 

Reason:                            (Attach separate page if necessary) 
Completed?                       FORMDROPDOWN 



	Do you have a prevention program in place?  FORMDROPDOWN 
  Provide name, title and phone number of person in charge of this program, if different from the LP Coordinator contact: Name, Title & Phone

	

	Have you filed any adverse events in the past 12 months?  FORMDROPDOWN 
  Enclose detailed listing of each.

	

	With respect to production records, do you have a record retention policy?  FORMDROPDOWN 
  How many years do you retain records?      

	

	Do you do any direct consumer advertising?  FORMDROPDOWN 
  (If yes, please advise what form this takes – i.e. magazines, tv, internet, etc.)      

	

	PLEASE NOTE: Important information and correspondence will be directed to those persons designated on the above contact list.  Please verify its accuracy with your signature.

	

	Insurance Fraud Warning
For your protection, the following warning is required by various state laws:  any person who knowingly and with the intent to injure, defraud, or deceive any insurance company or other person, files a statement of claim or an application containing any false, incomplete or misleading information is guilty of a crime and may be subject to criminal and civil penalties which may include imprisonment, fines, and denial of insurance.

State Specific Fraud Warning Statements

CALIFORNIA

For your protection California law requires the following to appear on this form:

Any person who knowingly presents false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 

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 policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholders or claimant with regard to settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.
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.

PENNSYLVANIA

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 subjects such person to criminal and civil penalties.

The undersigned authorized officer of the applicant warrants that the statements herein are true, and acknowledges that this company is relying on the accuracy of such information in determining eligibility and qualification for insurance.

Completing and signing this application does not bind coverage.  Coverage will not be bound, nor will a policy be issued until the applicant signifies acceptance of the company’s premium quotation.



	Signature:  


	D&B Number: D&B Number

	Print Name: Authorized Signature Name
	Title: Authorized Signature Title

	Date:            Authorized Signature Date

	Emai:            youremail@yourcompany.com

	

	Please return your signed application using one of the following: 

Fax (703) 652-1389 

Email Medmarc_Applications@medmarc.com
Mailing Address:  14280 Park Meadow, Suite 300, Chantilly, VA 20151 


	

	Section D - Human Clinical Trials

	Product
	Description
	No of Patients
	Trial Phase
	Trial Length
	Trial Location

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	Have any trials been suspended?  FORMDROPDOWN 

If ‘Yes’, please explain:     



Medmarc Casualty Insurance Company * Noetic Specialty Insurance Company


