
HURRICANE CONTINGENT BI APPLICATION 
 

1. Insured Details: 
  

Name of Insured:       
Address:       
City:       
State:       
Zip:       

 
 

2. Business Location(s): 
 

Name of Location:       
Address:       
City:       
State:       
Zip: 

    *If more than one please use the additional information in worksheet attached 
      

 
3. Type of Business to be Insured:  
  
       

       
4. Policy Period to be insured : 
 

From Date:         To Date:       
 
 

5. Limits of Liability Requested: 
* If more than one location please provide additional information in worksheet attached  
 
 
Please provide the following limit assessment information for each business location: 

 
Largest total of Gross Receipts for any 30-day period for the dates of June 1 -  November 30 for the past year  
 
Year______________  Amount:_______________  
 

          
What is the estimate of the reduction or non-continuing of expenses during the Indemnity Period (payroll, cost of goods sold, 
utilities, taxes, etc.): 
 
USD________________________ 
 
What if any is the expected adjustment factor for trending of current Gross Receipts during the policy year? 
 
______ % 
 
Limit requested for this location USD________________    
 
Limit requested for all locations USD________________(if applicable) 
 
 



6. Deductible: 
 
USD______________________  
 
 
 

8. General Information: 
 

Did you have any evacuations from any of the insured business locations over the past 3 
years ?            
                                                      

 Yes  No 

Are you aware of any named storms that could effect any insured business location?  
 
Agency Name: 
 
Agent’s Name:                                               Cell#                    Emai:                                                      

 Yes  No 

 
 
DECLARATION: 
 
Following all due enquiries with and by the Insured I can confirm that to the best of the Insured(s) knowledge and belief the 
information provided in connection with this proposal is true and the Insured has disclosed any and all material facts. The 
Insured understands: 
 
a material fact is one likely to influence a reasonable underwriter in determining (a) whether or 
not to accept the risk; and/or (b) the level of the premium; and/or (c) the terms, conditions and 
limitations of the certificate. If you are in any doubt as to what constitutes a material fact then 
please tick no. 

 
 Yes 

 
 No 

 
Any Additional Information 
      
 
 
 
 
 
 
 
 
 
 
 
 
  



 
FRAUD WARNING DISCLOSURE 

 

ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT (S)HE IS 
FACILITATING A FRAUD AGAINST THE INSURER, SUBMITS AN APPLICATION OR FILES 
A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT MAY BE GUILTY OF 
INSURANCE FRAUD. 

 
NOTICE TO ALABAMA, ARKANSAS, LOUISIANA, NEW MEXICO AND RHODE ISLAND 
APPLICANTS: 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. 
 
NOTICE TO COLORADO APPLICANTS: 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. 
 
NOTICE TO DISTRICT OF COLUMBIA APPLICANTS: 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. 
 
NOTICE TO FLORIDA APPLICANTS: 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 IN THE THIRD DEGREE. 
 
NOTICE TO KANSAS APPLICANTS:  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 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. 
 
NOTICE TO KENTUCKY, NEW JERSEY, NEW YORK, OHIO AND PENNSYLVANIA 
APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY 
INSURANCE COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE 
OR STATEMENT OF CLAIMS 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.  (IN NEW 
YORK, THE CIVIL PENALTY IS NOT TO EXCEED FIVE THOUSAND DOLLARS ($5,000) AND 
THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.) 
 
NOTICE TO MAINE, TENNESSEE, VIRGINIA AND WASHINGTON APPLICANTS: 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. 
 
NOTICE TO MARYLAND APPLICANTS:  ANY PERSON WHO KNOWINGLY OR WILLFULLY 
PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT 
OR 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.  
 
NOTICE TO OKLAHOMA APPLICANTS:  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. 

 
 
 

  



SIGNATURE SECTION 
 
THE UNDERSIGNED AUTHORIZED EMPLOYEE OF THE APPLICANT DECLARES THAT 
THE STATEMENTS SET FORTH HEREIN ARE TRUE. THE UNDERSIGNED AUTHORIZED 
EMPLOYEE AGREES THAT IF THE INFORMATION SUPPLIED ON THIS APPLICATION 
CHANGES BETWEEN THE DATE OF THIS APPLICATION AND THE EFFECTIVE DATE OF 
THE INSURANCE, HE/SHE WILL, IN ORDER FOR THE INFORMATION TO BE ACCURATE 
ON THE EFFECTIVE DATE OF THE INSURANCE, IMMEDIATELY NOTIFY THE 
UNDERWRITER OF SUCH CHANGES, AND THE UNDERWRITER MAY WITHDRAW OR 
MODIFY ANY OUTSTANDING QUOTATIONS OR AUTHORIZATIONS OR AGREEMENTS TO 
BIND THE INSURANCE. FOR NEW HAMPSHIRE APPLICANTS, THE FOREGOING 
STATEMENT IS LIMITED TO THE BEST OF THE UNDERSIGNED’S KNOWLEDGE, AFTER 
REASONABLE INQUIRY.  IN MAINE, THE UNDERWRITERS MAY MODIFY BUT MAY NOT 
WITHDRAW ANY OUTSTANDING QUOTATIONS OR AUTHORIZATIONS OR AGREEMENTS 
TO BIND THE INSURANCE. 
 
SIGNING OF THIS APPLICATION DOES NOT BIND THE APPLICANT OR THE 
UNDERWRITER TO COMPLETE THE INSURANCE, BUT IT IS AGREED THAT THIS 
APPLICATION SHALL BE THE BASIS OF THE CONTRACT SHOULD A POLICY BE ISSUED, 
AND IT WILL BECOME PART OF THE POLICY. 
 
ALL WRITTEN STATEMENTS AND MATERIALS FURNISHED TO THE INSURER IN 
CONJUNCTION WITH THIS APPLICATION ARE HEREBY INCORPORATED BY 
REFERENCE INTO THIS APPLICATION AND MADE A PART HEREOF. FOR NORTH 
CAROLINA, UTAH, AND WISCONSIN APPLICANTS, SUCH APPLICATION MATERIALS ARE 
PART OF THE POLICY, IF ISSUED, ONLY IF ATTACHED AT ISSUANCE. 
 
 
AUTHORIZED SIGNATURE OF APPLICANT  TITLE 
(Must be a principal of the Applicant and a person at 
risk) 
 

  

___________________________________ 
Printed Name 

  

   
Date_____________________  Effective Date Requested for this 

Insurance __________________ 

 
PLEASE MAKE CERTAIN ALL QUESTIONS ARE ANSWERED AND THAT ALL APPLICABLE 
SUPPLEMENTS IF APPLICABLE ARE COMPLETED.  THIS APPLICATION WILL NOT BE 
PROCESSED UNLESS ALL QUESTIONS ON THIS APPLICATION AND APPLICABLE 
SUPPLEMENTS ARE ANSWERED. 
 
If this Application is completed in Florida, please provide the Insurance Agent’s name and 
license number as designated.  If this Application is completed in Iowa or New Hampshire, 
please provide the Insurance Agent’s name and signature only.   
 
    _________      
 _________ 
Name of Insurance Agent     License Identification No. 
 
 ___ 
Authorized Representative 
 


