CIA

   COSSIO INSURANCE AGENCY

PLEASE COMPLETE EACH LINE ON FORM, 

Click on the grey box and then use your tab key to continue, type and tab to next field
  Corporate Name                 
Company Name      
     
Tax Id Number         
Requested Effective Date      
  Contact Name                      Title                            E-mail address       
  Website address:      
Best time to contact: 
 FORMCHECKBOX 
 Morning  FORMCHECKBOX 
 Afternoon  FORMCHECKBOX 
 Evening
  Work Phone (       )       –        Home Phone (       )       –       
  Fax              (     )        –               

  Mailing Address:                               City                                State                        Zip Code       
  Garaging Address:                            City                                State                        Zip Code       
  Type of business/ provide a detailed description of operations :      
  Year Business Started         Current Insurance Carrier        Policy Number       Expiration Date       
  Liability Limits  FORMDROPDOWN 
    Medical   FORMDROPDOWN 
  Uninsured Motorist Limits   FORMDROPDOWN 
   Underinsured UM  FORMDROPDOWN 

  Physical Damage Coverage:   FORMDROPDOWN 

  Collison Ded  FORMDROPDOWN 
  Comprehensive Ded   FORMDROPDOWN 
  Additional Add On Equip Value:      
  Is company canceling coverage?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No           Why?      
  Annual Sales  $                  Current premium(s)   $                             Any claims in last five years?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

List of each vehicle that you will be using for your business:

Vehicle 1:







Year:        Make:       Model:       Body Type:      



 Vehicle Identification Number:       Curb Weight:       Cost New:      



  

Radius in miles vehicle will be driven:      

  

Coverage requested:

Liability Limits  FORMDROPDOWN 
    Medical   FORMDROPDOWN 
  Uninsured Motorist Limits   FORMDROPDOWN 
   Underinsured UM  FORMDROPDOWN 

  Physical Damage Coverage:   FORMDROPDOWN 

  Collison Ded  FORMDROPDOWN 
  Comprehensive Ded   FORMDROPDOWN 
  Additional Add On Equip Value:      
Vehicle 2:







Year:        Make:       Model:       Body Type:      



 Vehicle Identification Number:       Curb Weight:       Cost New:      



  

Radius in miles vehicle will be driven:      

  

Coverage requested:

Liability Limits  FORMDROPDOWN 
    Medical   FORMDROPDOWN 
  Uninsured Motorist Limits   FORMDROPDOWN 
   Underinsured UM  FORMDROPDOWN 

  Physical Damage Coverage:   FORMDROPDOWN 

  Collison Ded  FORMDROPDOWN 
  Comprehensive Ded   FORMDROPDOWN 
  Additional Add On Equip Value:      
Vehicle 3:







Year:        Make:       Model:       Body Type:      



 Vehicle Identification Number:       Curb Weight:       Cost New:      



  

Radius in miles vehicle will be driven:      

  

Coverage requested:

Liability Limits  FORMDROPDOWN 
    Medical   FORMDROPDOWN 
  Uninsured Motorist Limits   FORMDROPDOWN 
   Underinsured UM  FORMDROPDOWN 

  Physical Damage Coverage:   FORMDROPDOWN 

  Collison Ded  FORMDROPDOWN 
  Comprehensive Ded   FORMDROPDOWN 
  Additional Add On Equip Value:      
Vehicle 4:







Year:        Make:       Model:       Body Type:      



 Vehicle Identification Number:       Curb Weight:       Cost New:      



  

Radius in miles vehicle will be driven:      

  

Coverage requested:

Liability Limits  FORMDROPDOWN 
    Medical   FORMDROPDOWN 
  Uninsured Motorist Limits   FORMDROPDOWN 
   Underinsured UM  FORMDROPDOWN 

  Physical Damage Coverage:   FORMDROPDOWN 

  Collison Ded  FORMDROPDOWN 
  Comprehensive Ded   FORMDROPDOWN 
  Additional Add On Equip Value:      
Vehicle 5:







Year:        Make:       Model:       Body Type:      



 Vehicle Identification Number:       Curb Weight:       Cost New:      



  

Radius in miles vehicle will be driven:      

  

Coverage requested:

Liability Limits  FORMDROPDOWN 
    Medical   FORMDROPDOWN 
  Uninsured Motorist Limits   FORMDROPDOWN 
   Underinsured UM  FORMDROPDOWN 

  Physical Damage Coverage:   FORMDROPDOWN 

  Collison Ded  FORMDROPDOWN 
  Comprehensive Ded   FORMDROPDOWN 
  Additional Add On Equip Value:      
For each Driver we will need the following:

Driver 1
Name:          Sex:  FORMDROPDOWN 
    Marital Status:  FORMDROPDOWN 

Address:        City:        St:       Zip:      
Date of Birth:         Social Security Number:       Years Experience Driving:      
Driver’s License Number:       State Licensed:       Year you received license:      
Moving violation in last 36 Months:        Accidents in last 36 months:       
Violation description and date:      
 % This person will be using vehicle:      
Driver 2

Name:          Sex:  FORMDROPDOWN 
    Marital Status:  FORMDROPDOWN 

Address:        City:        St:       Zip:      
Date of Birth:         Social Security Number:       Years Experience Driving:      
Driver’s License Number:       State Licensed:       Year you received license:      
Moving violation in last 36 Months:        Accidents in last 36 months:       
Violation description and date:      
 % This person will be using vehicle:      
Driver 3

Name:          Sex:  FORMDROPDOWN 
    Marital Status:  FORMDROPDOWN 

Address:        City:        St:       Zip:      
Date of Birth:         Social Security Number:       Years Experience Driving:      
Driver’s License Number:       State Licensed:       Year you received license:      
Moving violation in last 36 Months:        Accidents in last 36 months:       
Violation description and date:      
 % This person will be using vehicle:      
Driver 4

Name:          Sex:  FORMDROPDOWN 
    Marital Status:  FORMDROPDOWN 

Address:        City:        St:       Zip:      
Date of Birth:         Social Security Number:       Years Experience Driving:      
Driver’s License Number:       State Licensed:       Year you received license:      
Moving violation in last 36 Months:        Accidents in last 36 months:       
Violation description and date:      
 % This person will be using vehicle:      
Driver 4

Name:          Sex:  FORMDROPDOWN 
    Marital Status:  FORMDROPDOWN 

Address:        City:        St:       Zip:      
Date of Birth:         Social Security Number:       Years Experience Driving:      
Driver’s License Number:       State Licensed:       Year you received license:      
Moving violation in last 36 Months:        Accidents in last 36 months:       
Violation description and date:      
 % This person will be using vehicle:      
General Information Questions, answer yes or no:

1) With the exception of encumbrances, are any vehicles not solely owned by and registered to the applicant?  FORMDROPDOWN 

2) Do over 50% of the employees use their autos in the business?  FORMDROPDOWN 

3) Is there a vehicle maintenance program in operation?  FORMDROPDOWN 

4) Are any vehicles leased to others?  FORMDROPDOWN 

5) Are any vehicles customized, altered or have special equipment?  FORMDROPDOWN 
  Describe and value:      
6) Are ICC, PUC or other filings required?  FORMDROPDOWN 
  Describe:      
7) Do operations involve transporting hazardous material?  FORMDROPDOWN 

8) Any hold harmless agreements?  FORMDROPDOWN 
  If yes provide copy.
9) Any vehicles used by family members?  FORMDROPDOWN 
    If so, Identify in remarks.

10)   Does the applicant obtain MVR verifications?  FORMDROPDOWN 

11)   Does the applicant have a specific driver recruiting method?  FORMDROPDOWN 

12) Are any drivers not covered by workers compensation?  FORMDROPDOWN 

13) Any vehicles owned but not scheduled on this application?  FORMDROPDOWN 

14) Any damage to any vehicle?  FORMDROPDOWN 

Also do you need any additional insured’s added to this policy?   FORMDROPDOWN 
 
Name of Additional Insured:       
Address of Additional Insured:      
City:        State:        Zip:      
Name of Additional Insured:       
Address of Additional Insured:      
City:        State:        Zip:      
Name of Additional Insured:       
Address of Additional Insured:      
City:        State:        Zip:      
If there is a loan against any vehicle list the vehicle number and the name and address of Leinholder below
Vehicle #        Name of Leinholder:       
Address of Leinholder:      
City:        State:        Zip:      
Vehicle #        Name of Leinholder:       
Address of Leinholder:      
City:        State:        Zip:      
After completing this form, save it and email it back to us at larry@cossioinsurance.com 

We will process your application as soon as we receive all your documentation so please complete fully.
Insured by THE CIA





THE








PO Box 188 Simpsonville, SC 29681 Phone: 864-688-0121  Fax: 864-688-0138

