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Administrator: Norman-Spencer, 150 E 22nd St Lombard IL 60148

gretchen@normanspencer.com, 800.842.3653, x223, F:630.705.1056

How to Apply: Complete application and return with along with all attachments to the Administrator.

Incomplete applications cannot be processed.
COVERAGE IS NOT BOUND UNTIL CONFIRMED IN WRITING.
1. Business Name: ___________________________________________________________________
    Address: ________________________________________________________________________
    ____________________________________ ( Proprietorship  ( Partnership  ( Corporation  ( Other _______
    Telephone/Fax: ___________________________ E-Mail: ______________________________________________   
2. Number of Offices: _______ (Provide addresses on branches.)  3. Date Established: _________________
4. Number of Staff:


Last Year:


This Year:
    Principals/Partners/Directors:

____________________
____________________

    Other Professionals:

               ____________________
____________________

    Other Staff:



____________________
____________________

    Total:
                


____________________
____________________

5. Name all principals, partners, directors and employed professionals. (Attach extra sheet if needed.)
	Full Name
	Year Hired
	Designations/Creds
	Professional Memberships

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


6. ( Yes (attach details)  ( No  Has/does the applicant plan to change name or merge with another firm? 

7. Indicate four states/percentages by client location where highest total billings occurred for the last year.
	State                            %
	State                           %
	State                            %
	State                           %


8. Indicate total gross calendar year billings (collected or not) excluding revenues unrelated to professional services, such as reimbursed expenses. New firms: enter estimated total billings for next 12 months.

	Next Year $
	Current Year $
	Past Year $


9. Enter professional services provided as a percentage of last 12 months billings.
	        
	A.  Company/Debtor Advisory
	         %
	B. Creditor Advisory

	         %
	A1. Interim Management including 
acting as temporary employee, officer
	         %
	C. Acting as Trustee/Receiver

	         %
	A2. Strategic Advisory
	         %
	D. Other (describe below*)

	         %
	A3. Transaction Advisory
	   100 %
	Total


*Describe Other _________________________________________________________________________________
_________________________________________________________________________________________________

10. What services does the Applicant wish to have covered by the Professional Liability Insurance?

______________________________________________________________________________________________

______________________________________________________________________________________________
11. Provide the following on the 3 largest individual projects for the past five years.
	Client/Location
	Project Type
	Fees
	Date Completed

	
	
	
	

	
	
	
	

	
	
	
	


12.  ( Yes ( No  Were more than 25% of Applicant’s billings during the past 12 months derived from a single client or contract?  If yes, attach details including client, project(s) services rendered.
13.  ( Yes ( No  Do you subcontract work? If yes, complete below for past 12 months.
	Services Subcontracted
	% of Billings
	     Direct Billed %
	Subcontractor Billed %

	
	
	
	

	
	
	
	

	
	
	
	


14. ( Yes ( No  Do you maintain current certificates of insurance for professional liability for subcontractors? 

15. ( Yes ( No  Does Applicant, subsidiary, parent or other organization related thereto, provide professional services as a partner in any joint venture projects established during last two complete fiscal years?  If yes, attach details including project name, description, fees, professional services performed by Applicant and other joint venture parties and the status of the project.
16. ( Yes ( No  Has Applicant or any director, officer, employee or partner of Applicant been subject to disciplinary action as a result of professional activities provided for Applicant?  If yes, attach details.

17. ( Yes ( No  Does Applicant use written contracts on every project?  If no, attach details.  
18. Indicate yes or no on the following.  If any of the answers are yes, attach details.  
     a. ( Yes ( No  After inquiry, have any claims or suits for errors or omissions in performing professional 


services been made against Applicant, including all projects in the last five years?
     b. ( Yes ( No  After inquiry, is Applicant or any director, officer, employee or partner aware of any
    

circumstances, allegations or contentions as to any incident which may result in a claim 


being made against Applicant?  
     c. ( Yes ( No  Has insurance of this type for which Applicant is now applying ever been declined, 


cancelled or had the renewal refused to the proposed insured in the last five years?
19. Indicate details on past three years professional liability insurance including predecessor firm coverage.

	Carrier
	Policy No.
	Limits
	Deductible
	Premium
	Effective

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


20. _________________  Indicate retroactive coverage date in current policy.

21. Coverage Limits of Liability requested:
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22. Attach copies of your company’s brochure and your standard written contract. 

Warranty: I HEREBY DECLARE THAT, after inquiry of involved staff, the above statements and particulars are true. I have not suppressed or misstated any material fact and I agree that this shall become part of the policy issued by the Company.
______________________________________________________   ________________________________________

AUTHORIZED SIGNATURE OF APPLICANT                                 TITLE
______________________________________________________   _________________________________________

Date                                                                                            Effective Date Requested for This Insurance

TMAP Application072315









$ ____________________ any one claim


$ ____________________ annual aggregate


  (both including costs and expenses)





$ ____________________ self insured retention (deductible), each and every claim, including costs and expenses
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