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Survey 

for Bus Automobile Liability and 

Physical Damage Insurance

1. This application CANNOT be process unless the following documents are provided:

a. Currently valued Insurance Company loss runs for current and past four (4) years.

b. Motor vehicle Records (less than 6 months old) for each driver listed on the driver’s information schedule.

c. A copy of the named insured’s LATEST financial statement (Income Statement and Balance Sheet).  This requirement does not apply to government entities.

d. A completed equipment schedule.

e. A completed driver’s information schedule.

2. Additionally, please attach copies of the following forms and written procedures used by the Named Insured:
a. Safety Program

b. Daily Vehicle Condition Report

c. Vehicle Service Record

d. Maintenance Program

3. The EFFECTIVE DATE of the coverages requested under this application is ______________
4. A quotation for the coverages requested under this application is desired no later than ___________
1. Named Insured:
2. Mailing Address:

City




County


State 

Zip

3. Business Address:

City




County


State

Zip

4. Named Insured:  FORMCHECKBOX 
Corp.    FORMCHECKBOX 
Partnership    FORMCHECKBOX 
Sole Proprietor  FORMCHECKBOX 
Gov’t Body    FORMCHECKBOX 
Other

5. Please List the Name of all entities to be insured, year established and detailed description of operations of each:



Entity

Year Established
Description of Operations

a.


b.

c.

d.

6. Full address of each entity to be insured and relationship (i.e., wholly-owned subsidiary, parent, etc.) to named insured:




Entity

Address

Relationship


a.


b.


c.


d.

7. Provide the following information for all officers, directors, partners and stockholders of the named insured: * Must total 100%









.



Name

Position
FT/PT
Yrs w/ 
Yrs 
% Owned








Comp

Trans


a.



b.



c.

8. Provide the name (s) of any public transportation entity (ies) not covered under this application in which the named insured or any of its officers, directors, partners or stockholders have a direct or indirect ownership interest.

9. Name and telephone number of person to be contacted 


for engineering: _______________________________


for operations: ______ __________________________

OPERATIONS
1. Do you have Interstate Commerce Commission (ICC) Authority?

MC# ______________

2. List states in which you have Operating Authority “on file”. Include EXACT name and address as it appears on the Granted Authority:

______________________________________________________
______________________________________________________

______________________________________________________

______________________________________________________

3. Have you ever lost or had authority withdrawn by any regulatory authority (Interstate Commerce Commission, Public Utilities Commission, etc.) or are you under current probation? _______

(If “yes”, explain in detail here or on separate sheet.)
4. Do your vehicles ever transport any commodities, other than passenger baggage or mail? _____

( If  “yes”, describe types of commodities and include copies of bills of lading issued or copies of contracts.)
5. Do your vehicles ever transport professional or entertainment groups?                ________


(If “yes”, please explain and indicate % of overall operations). ___________________________________________________
6.  

A. List below your ESTIMATED mileage, gross receipts, payroll and average number of revenue-producing units for the PROPOSED policy period.

B. List below your ESTIMATED mileage, gross receipts, payroll and average number of revenue-producing units for the current policy period.

C. List below your ACTUAL mileage, gross receipts, payroll and average number of revenue-producing units for the THREE (3) PREVIOUS POLICY PERIODS.



     

Year
Miles 
  G/Receipts
    Payroll
Rev Units
A. Proposed

     Policy Period
B. Current

     Policy Period
C. 3 Previous 

     Policy Periods

6. For each of the following categories, indicate the following, only for those types of vehicles you operate

(A) receipts for the proposed policy period, (B) total mileage for the proposed policy period and (C) number of units:
Bus Category
     

A. Projected
   B. Projected
C. Number








     Receipts
        Miles

     of Units


School 
(a) < 50 miles 

               
(b) >50 miles

Airport 
(a) < 50 miles




(b) > 50 miles

Sight -
(a) < 50 miles

Seeing
(b) > 50 miles

Regular Route/Intercity




(a) < 50 miles




(b) 51 to 200 miles




(c) > 200 miles

Charter




(a) < 50 miles




(b) 51 to 200 miles




(c) > 200 miles


Urban (under 50 miles)


Limousines



(a) < 50 miles




(b) 51 to 200 miles




(c) > 200 miles


Other (describe)

7. List the destinations of the five longest trips made in the past 12 months: _____________________________________________

____________________________________________________
8. List five (5) most frequent destinations and percentages to each: ____________________________________________________

____________________________________________________
9. Describe any significant changes in your operations during the past four (4) years and/or any anticipated changes in your operations during the proposed policy period:___________________________
_______________________________________________________

_______________________________________________________
Driver Information

1.
Current total number of drivers: ___________
2. 
During the last 12 months, how many drivers have you:  
      Replaced: ________      Added: ________ 
3.
Driver’s pay is calculated by  FORMCHECKBOX 
trip  FORMCHECKBOX 
 mileage  FORMCHECKBOX 
 hourly  FORMCHECKBOX 
 other (explain) ____________
4.  
Driver’s are  FORMCHECKBOX 
 Union

 FORMCHECKBOX 
 Non-union

5.  
Driver’s maximum hours: 


Driving 

daily_____
weekly _____


On Duty

daily_____ 
weekly _____
6.  
Do you ever lease vehicles with drivers: 

from others _____

to others _____



If “yes”, please explain ____________________________________.

7. Do you provide Workers’ Comp insurance for ALL drivers? _______ 
If “yes”, please list insurance company and expiration date   _______
________________________________________________________
Equipment Information

1.
Do you own or operate any equipment not listed on schedule?

   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   If “yes”, explain _________________________

________________________________________________________
2. Schedule of all locations:







Loc #1
Loc #2
Loc #3
A.  Address:

B.  Type 

(eg. office, garage)

C. # of units inside?

maximum values?
D.  # of units outside ?

maximum values?
E.  Is lot fenced?

F. 
Night Watchman/Guard?

3. Please explain completely if any equipment is not garaged or stored at the above locations. ________________________________________
________________________________________________________
4. Private passenger vehicles:

A.
Use of vehicles: business only _____  business & pleasure _____

B.
Operated by:
employee only _____  family _____  spouse ____




other _____
Maintenance Information
1.
Do you have a written maintenance program? ______


(If “Yes”, please attach a copy)
2. Do you service your own vehicles? _____

If “No”, who does_______________________________________

3.
How many mechanics do you employ? _____
4.
Do you service vehicles of others?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

5. 
Do you store vehicles of others?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

6.  If you service or store vehicle of others, what is the maximum value of equipment of others on your premises for each location outlined above? _________________________________________________
7. Does vehicle maintenance program include the following?

A.
A service record of each vehicle (attach copy)

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

B.
Controlled inspection frequency


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

C.
Vehicle daily conditions reports (attach copy)

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

D. 
The above for leased vehicles

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

How often are these various reports reviewed by management?
__________________________________________________
Safety Information
1.
Please provide name, title, and years of experience of person (s) responsible for safety? Specify other duties.

2. Do your Driver selection procedures include:

A.
Written application?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


B. 
Reference checks?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


C.
Written test?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


D.
Road test?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


E.
Physical exams:



1) Pre-employment?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



2) Federal DOT requirements?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



3) State DOT requirments?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



4) Periodically during employ?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Specify _________________
F. Obtaining driver MVR records?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


      Pre-employment or post-employment? ____________

G.
MVR updated during employ?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

           Specify _________________

H.
Drug testing?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



During employment?


 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

3. Does driver indoctrination include:


A.
Company rules and policies?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


B.
Daily DOT vehicle inspection?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


C.
Equipment familiarization?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


D. 
Route familiarization?


 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No


E. 
Emergency procedures?

 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No


F. 
Accident reporting procedures?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

4. Does road supervision include:

A.
Mechanical recording devices
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


B.
Radio dispatch



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

5.
Are accident investigation and review procedures, include records, maintained?
___________________________________________

Do the review procedures include disciplinary procedures? ______


If “yes”, please explain___________________________________
5. Attach copies of latest DOT or applicable state authority inspection reports, if such reports are made.
Prior Loss Experience and Coverage Information

1.
Provide the following information for the current and past four (4) policy periods:



Current
Prior Yr
2nd Prior
3rd Prior

A.Insurance Carrier

B.
Servicing Office

 
(City, State.)

C.
Policy Eff/


Exp. Date

D. Liability Limits

E. Liability Ded
F.
Annual premium


(1) Auto Liab

(2) Phys Da
G.
Total Losses


(1) Incurred


(2) Reserved


(3) # of Accidents

2. Has your insurance ever been obtained through an Assigned Risk Plan?________________________

     If “yes”, please explain _____________________________________
3. Has any company, during the past three (3) years, cancelled or refused to renew your automobile insurance coverage? __________________
________________________________________________________

4. Attach currently valued loss runs from your insurance carriers for the current and each of the past four (4) policy periods.  Also provide details on any occurrences that exceeded $25,000 or involved a fatality or serious injury.  This information is mandatory.

Coverage Information
Coverage







Limit

 FORMCHECKBOX 

Auto Liability




___________________
 FORMCHECKBOX 

Personal Injury Protection (PIP) (No Fault)
___________________
 FORMCHECKBOX 

Added P.I.P (No Fault)



___________________
 FORMCHECKBOX 

Uninsured/Under Insured Motorist

___________________
 FORMCHECKBOX 

Hired Auto Liability



___________________
 FORMCHECKBOX 

Employer’s Non-Owned Liability

___________________
 FORMCHECKBOX 

General Liability (separate appl required)
___________________

 FORMCHECKBOX 

Other (specify)




___________________









Deductibles Desired











Bus


Other

 FORMCHECKBOX 

Comprehensive (see Equipment List)
        
_____


_____

 FORMCHECKBOX 

Specified Perils (see Equipment List)

_____


_____
 FORMCHECKBOX 

Collision           (see Equipment List)

_____


_____
**********

The completion of this application creates no express or implied obligation on the part of the company to offer a quotation or provide insurance as requested in this application survey.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing false information, or conceals for the purpose of misleading information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime.
**********
For The Named Insured:
__________________________________
Signature
__________________________________
Print Name
Title

Date
PLEASE SEND THIS BY FAX TO: (201) 661-7322.
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