
TRANSPEC

Transport Specialties, Inc.

P.O. Box 150249, Nashville, TN 37215-0249
2000 Glen Echo Road, Suite 100 (37215)
TEL: (800) 869-0852  -   FAX: (866) 830-4700 

www.transpecinc.com
EVALUATION SURVEY
OCCUPATIONAL ACCIDENT PROGRAM
Applicant:  ________________________________________


      City, State:  ___________________________
Proposed Effective Date:  ______________   Proposed Expiration Date: ______________   Date Quote Required: ______________
Broker:  






Producer:  






Address:  






E-Mail Address: 













CSR:  







Phone:  






E-Mail Address: 





Fax:  







CSR:  







Are you the incumbent broker? Yes        No


E-Mail Address: 





If Yes, for how long?  








Underwriting Checklist
To underwrite this application, the following materials must be provided and attached to this application:

_____ 
Loss Runs:  Provide documented loss experience, valued within the past 90 days, from prior insurers for the current year and prior 3 years.
_____
Drivers List:  Attach listing of all owner-operators to be covered by Occupational Accident insurance.  Include full name of driver, date of birth, state of license issued, driver’s license number, and date of hire.  Copies of the most recent motor vehicle reports (MVRs) are required.
_____
Workers Comp Policy Dec Page:  If Contingent Liability is to be quoted by Zurich, provide a copy of the Dec Page from the Insured’s Workers Comp Policy.  If the insured is not required to carry Workers Comp, please state it here  __
______. 
_____
Owner-Operator Lease Agreement:  Provide sample copy of Owner-Operator lease agreement used by applicant. 

TRANSPEC

EVALUATION SURVEY
OCCUPATIONAL ACCIDENT PROGRAM
FOR OWNER-OPERATORS
I. COMPANY PROFILE

Company Name_________________________________________________ 
Address______________________________________________________

City ______________________________  ST________       Zip__________
Contact Name _________________________   Year Company Began in Business _______

Telephone #________________Fax #_______________DOT# __________

Terminals and/or other locations 

City


State


   Description of Location

1.) Is the Company a subsidiary of another entity or does the Company have any subsidiaries?


( Yes     (  No  If “Yes”, provide details:

2.) What commodities are transported?  Are these products palletized?  ( Yes   ( No
     
Answer:

3.)  Are any hazardous materials hauled under the Company’s operating authority?

( Yes
( No  If “Yes”, please describe:
4.)  Do the drivers load and unload the truck? ( Yes    ( No
      If “Yes”, what percentage of the time?  

   Please give brief description.
5.) Segments:  _____% Truckload

_____% Less than Truckload 




_____ % Dry Van
_____ % Refrigerated
_____ % Flatbed
_____ % Containerized 



_____ % Liquid Tank
_____ % Dry Bulk
_____%Other (describe) __________________


Radius (Miles %) Up to 100 _____% 101-300 _____% 301-500 _____% Over 500 _____ %


Average Length of Haul:  ______ miles.
   Maximum Length of Haul:  ______miles.
6.) What is the average mileage per year per driver? _________________ miles.
II. INDEPENDENT CONTRACTOR INFORMATION

7.) Provide details of Driver qualifications:


Minimum Age: ________

Maximum Age: ________


Maximum number of accidents permitted ______ in past _____ years.


Maximum number of violations permitted _____ in past _____ years.


Are Motor Vehicle Reports (MVR’s) run prior to contracting with a Driver?



( Yes
( No

8.) How many Independent Contractors are to be covered under this Occupational

     Accident Program? 



9.) Does the Company utilize Team Drivers?


( Yes
( No   If “Yes”, how many teams? _____ Teams
10.) Does the Company allow guest passengers?  ( Yes
( No  Describe, if necessary.

11.) What is the normal turnover rate for the independent contractors? 

%

 Has the number of drivers  ( increased,  ( decreased, or(( remained constant 
        over the past three (3) years? 

12.) Does the Company utilize a standard lease agreement for all of its Independent            Contractors?  (  Yes   (  No
13.) Has the Company ever had to defend against an Independent Contractor who

       was claiming employee status?  (  Yes   (  No
14.) Person responsible for safety: ______________________ Title: _______________

   Number of years with Company: ________     In Loss Control Field: ________

15.) Are there ongoing safety meetings and training for Independent Contractors?



( Yes

( No   If “Yes”, please describe frequency and typical agenda.
III. History and Plan Design
16.)  Does the Company currently sponsor an Occupational Accident or Workers’

      Compensation Program for its Independent Contractors?

( Yes
( No  (If “Yes”, please attach loss run information, rate history and a copy of the policy or certificate).

17.)  Will this Occupational Accident plan be mandatory for all Independent Contractors?

( Yes 
( No
18.)  Plan Design to be quoted:

A.  Accidental Death, Dismemberment and Paralysis (Occupational)


_____ $200,000
_____ $250,000
_____ $300,000
_____ Other 


$_______ AD Lump Sum Amount and
_______ Per Month  

B.  Accident Medical Benefit (Occupational)


_____ $300,000  _____$500,000
_____$1,000,000
_____ Other $_____


Deductible?
( Yes
( No  
(Deductible Amount $__________)


Max. Benefit Period: _____ 52 weeks    _____ 104 weeks    _____ 156 weeks

C.  Accident Disability Benefit 


Benefit Percentage:     _____ 66 2/3%(standard)     _____ 70%     


Benefit Maximum:     _____ $350/week     _____ $400/week     

   _____ $500/week     _____ Other $________/week


Elimination Period:     ______ Days


Own - Occupation Period:     _____ 12 Months
_____ 24 Months


Maximum Benefit Duration: 

_____ Age 70 (Contingent upon S. S. receipt after

                      Own-Occupation period).

_____Other ____________________________________


D. Non-Occupational Benefits: 

( Yes
( No 


Accidental Death & Dismemberment:     $____________



Accident Medical:     _____ $5,000     _____ Other     $________


E. Motor Carrier Contingent Liability Coverage:     ( Yes

( No 
Attention all applicants in the states of AL, AR, AZ, CA, CO, DE, FL, IN, KY, MN, NH, NJ, NY, OH, OK, PA, TN, UT – 

For your protection, the preceding states’ laws require the following to appear on this form:  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, incomplete, or misleading information, or conceals information concerning any material fact thereto, commits a fraudulent insurance act, which is a crime punishable by incarceration, and shall also be subject to civil penalties. 

For risks located in New York, Pennsylvania, and California:  Any person who knowingly makes or assists, abets, solicits or conspires with another to make a false or misleading report of the theft, destruction, damage or conversion of any motor vehicle to a law enforcement agency, a state department of motor vehicles, or an insurance company, commits perjury or a fraudulent insurance act, which are crimes punishable by incarceration, and shall also be subject to a civil penalty.

The Applicant hereby applies to the Company for a policy of insurance as set forth in this application on the basis of statements contained herein.  Applicant agrees that such policy shall be null and void if such information is materially false or misleading so that the Company would have rejected the risk, prior to inception.  Applicant understands that an inquiry may be made which will provide applicable information concerning character, general reputation, financial stability and other pertinent financial data, personal characteristics, mode of living or other background information the company deems necessary in order to determine whether the Company will accept or reject Applicant for coverage.  Upon written request, additional information as to the nature and scope of the inquiry, if one is made, will be provided.  The Applicant understands this application is a request for quotation and no information provided herein shall be construed by either party as creating a binding contract for insurance.


Signed this __________ day of  ____________________, __________ at _________________________________.


By: 



  



For: _______________________________________



Signature 

 
Title

 
 (If insured is other than a sole proprietorship)
    








 If a partnership or corporation, signatory must be 

        


___________________________________

 empowered by Articles of Incorporation, et al, to 





(Print Name)



 bind insurance agreements.
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