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private and charter schools Supplimental Application
Supplemental Request for Insurance for Private Education Program

	Please email completed application to info@isulovering.com or fax to 650-593-7410.

	I. School profile

	1. Name of School:      

	2. School Address:      

	3. Proposed Effective Date:      
	4. Expiration Date:      

	5. What year was your school organized?      

	6. Is your school accredited?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	7. Total number of:    Teachers:              Health or Medical Professionals:      

	Describe types of medical or health professionals utilized for students:      

	Percentage of teachers with:   Bachelors:             Masters:             Doctorates:      

	Do you anticipate any reduction in professional staff in the next year?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    If Yes, please explain:      

	8. Will your school have a budget deficit this year?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Did you have a deficit last year?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    If Yes, advise the amount and your plans to fund the deficit:      

	9. Student enrollment current year:             First prior year:             Second prior year:      

	10. Provide a listing of all currently school-sponsored or supported clubs:      

	11. Indicate proposed number and destinations of field trips for the next academic year?      

	12. Do you require signed parental consent forms before participation in any field trip?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	13. Do you sponsor any Sports Camps?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	14. Do you have any saddle animals or an equestrian team?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	15. Is Student Accident Insurance required for all participants?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	16. Is Sports Accident Insurance required for all participants?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	17. If community service requirements exist, please indicate the number of hours and where in the past students have participated in providing volunteer service?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	II. Prior Insurance and loss experience

	18. Each ELL Wrongful Act Limit:           Aggregate Limit:      

	19. Has your school ever had any of the following types of insurance?

	Type of Insurance
	Yes*
	No
	Prior Carrier
	Total Premium

	Errors and Omissions – Educators or Schools
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Employee Benefits Liability Insurance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Employment Practices Liability Insurance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Errors and Omissions Directors and Officers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Sports Accident Insurance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Trip Accident Insurance (other than day trips)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	20. Have any of these coverages ever been cancelled or non-renewed?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     If Yes, please explain fully here or attach a separate sheet.      

	21. If you currently have insurance to cover these types of claims, provide a copy of currently valued loss experience from your insurance carrier. Loss experience for the past 5 years must be provided for each type of insurance. For Trip injury, include premium by year. Include any filed and paid claims, suits, incidents, complaints, charges or proceedings related to an actual or alleged act, error or omission including:
· Neglect or breach of duty or misstatement or misleading statement

· Sexual harassment, sexual molestation, physical abuse or molestation

· Wrongful termination, wrongful discrimination, or unfair labor practices whether or not covered by insurance

	22. Are you aware of any actual or alleged wrongful employment practices that may result in a claim against you for sexual harassment, discrimination or wrongful termination?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     If yes, what have you done to remedy the situation?      

	Complete a Supplemental Claim form for each claim, suit, complaint, incident, charge, or proceeding.

	

	III. Employee benefits liability coverage

	23. Are permanent records maintained of offers to your employees to participate in employee benefits programs?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	24. Are such records signed by the employee in all instances?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	IV. directors and officers coverage

	25. Number of Directors, Officers, Board Members and Trustees:      

	26. Does your school have tax exempt status under the Internal Revenue Service Code?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Are you involved in any of the following:

	27. Promoting, sponsoring or providing any form of insurance?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	28. Formulating any type of peer review group or committee for assessing the qualifications or performance of others?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	29. Take any disciplinary actions or recommend any disciplinary action as a result of any peer review?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	30. Provide any certification or accreditation activities?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	31. Publish any materials other than a school newspaper or promotional materials?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	32. Conduct any collective bargaining activities?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Please provide a detailed explanation to any “yes” response here or on a separate sheet:      

	

	V. employment practices liability coverage

	33. Number of full time employees employed for:   Less than 2 years:          Between 2 and 5 years:      

	34. Do you require that all employment terminations be reviewed prior to discharge by your personnel authority or a qualified employment 
law lawyer?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	35. Do you have a Personnel or Human Resources Department?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No      If No, how do you handle this function?      

	36. Does a lawyer or consultant provide employment related practices counsel to you?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	37. Do you use a written employment application which questions any criminal record and checks applicant references?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	38. Does your employment application include an employment-at-will statement or do you otherwise obtain a signed 
employment-at-will-statement?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	39. Do you have an employee handbook or statement of work rules and is it given to all employees?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	40. Do you provide an employee orientation for all new employees?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	41. Do you maintain employee medical records separate from personnel records?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	42. Do you prominently display all posters required by state and federal law, such as but not limited to anti-discrimination workers’ compensation, wage and hour, etc?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	43. Do you screen applicant’s finger prints or obtain verification of no criminal records?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	44. Do you conduct exit interviews?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No       If so, what do you do with the information obtained from those interviews?

	45. Do you have a written procedure for reporting and tracking claim and incident information?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	VI. Student accident coverage

	46. Accident Coverage amount desired (o0ffered on an excess basis without deductibles):*
 FORMCHECKBOX 
 Plan1 –  Accidental Death & Dismemberment $10,000 maximum, Accident Medical Expense $10,000 maximum

 FORMCHECKBOX 
 Plan 2 – Accidental Death & Dismemberment $15,000 maximum, Accident Medical Expense $25,000 maximum

*$350 minimum premium per policy

	47. Number of students:    K-6:          K-12:          7-12:       

	


	VII. Sports and travel accident coverages

	48. Sports(s) to be covered (Use additional sheet, if necessary):

	Sport Played
	Team  Name
	Date of 1st Practice/
Game
	Sport End Date
	Age Group
(12 & Under, 13-15, 
16-18)
	Total # Players, Managers, Coaches

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	49. Sports Coverage amounts desired*:

Maximum Accidental Death and Dismemberment Benefit:       FORMCHECKBOX 
 $5,000         FORMCHECKBOX 
 $10,000          FORMCHECKBOX 
 $15,000

Maximum Accident Medical Expense Benefit:                         FORMCHECKBOX 
 $10,000       FORMCHECKBOX 
 $25,000          FORMCHECKBOX 
 $50,000

Maximum Dental Benefit:                                                    FORMCHECKBOX 
 $0               FORMCHECKBOX 
 $10                 FORMCHECKBOX 
 $25

*$310 minimum premium per team policy. Contact us for additional coverage amounts.

	50. Accident Medical Expense Benefit desired on an Excess Basis over and above other insurance:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	51. Overnight travel to be covered (Use additional sheet if necessary):

	Destination
	Mode of Travel
	Name of Travel Operator (e.g. Greyhound)
	Activities Planned
	Total # of Days 
(From-To)
	Include Air 

Travel
	Exclude Air Travel
	Total # of Persons (Incl. chaperones)

	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	52. Travel Coverage amount desired*:
 FORMCHECKBOX 
 $5,000 AD&D/$1,000 Medical Expenses

 FORMCHECKBOX 
 $10,000 AD&D/$1,000 Medical Expenses

*Sickness Hospital Indemnity Benefit included, except in CT, MI, NJ and SC. Minimum premium $150. See your Hartford Representative for additional coverage amounts.

	53. Is Catastrophic Accident Coverage desired?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No       If Yes, Limit desired:   FORMCHECKBOX 
 $1,000,000    FORMCHECKBOX 
 Other:      

	THE REQUESTOR WARRANTS THAT INFORMATION IN THIS REQUEST FOR INSURANCE IS TRUE TO THE BEST OF HIS OR HER KNOWLEDGE AND INCLUDES ALL MATERIAL INFORMATION.

REQUESTOR ALSO WARRANTS THAT IF INFORMATION MATERIAL TO THE NATURE OF THIS INSURANCE CHANGES BEFORE THE EFFECTIVE DATE OF ANY POLICY WE ISSUE, REQUESTOR WILL IMMEDIATELY NOTIFY US.

SIGNING THIS REQUEST FOR INSURANCE DOES NOT BIND US OR REQUESTOR TO OFFER OR ACCEPT INSURANCE BUT WE ARE RELYING ON THE INFORMATION HEREIN AS THE BASIS OF OUR DECISION TO ACCEPT OR REJECT THIS REQUEST.



	Signature of Executive Officer or Member Governing Board:      

	Title:      
	Date:      

	Print Name:      

	Name of Agent:      
	Agency Code:       

	Address:      

	Signature of licensed Resident Agent (where necessary):      

	Sports and Travel Accident Insurance Underwritten by:  Hartford Life Insurance Companies, Simsbury, CT
Liability and Student Accident Insurance Underwritten by:  Hartford Fire Insurance Company, Hartford, CT

	Please email completed application to info@isulovering.com or fax to 650-593-7410.


EDUCATORS LIABILITY SUPPLEMENTAL CLAIM INFORMATION
	This form must be completed by each requesting school company that has been involved in a claim or suit or is aware of an incident that may give rise to a claim or suit. Use separate sheets as necessary to provide full documentation of each claim, incident or suit. An officer or administrator of the school must sign and date this sheet in addition to the request for insurance.

Please email completed form to info@isulovering.com or fax to 650-593-7410.

	

	1. Name of Applicant:      

	2. Names of individuals involved:      

	3. Name of claimant/plaintiff:      

	4. Dates of alleged wrongdoing:        (MM/DD/YEAR)

	5. Date claim made:        (MM/DD/YEAR)

	6. Name of insurer claim reported to:      

	7. Present claim, suit or incident status (i.e. pending, closed, in suit):      

	8. If claim or suit concluded, how much were the total damages (excluding defense expenses) paid:      

	9. If closed, total defense expenses paid:      

	10. Amount of demand made and settlement offer made:      

	11. Claim expenses paid to date:      

	12. Detailed description of claim including alleged offenses and your responses:      

	13. What actions have you taken to avoid a recurrence:      

	I UNDERSTAND INFORMATION SUBMITTED HERE IS PART OF THIS REQUEST FOR INSURANCE AND IS SUBJECT TO THE SAME WARRANTY AND CONDITIONS.

	Signature of Executive Officer or Member Governing Board:      

	Title:      
	Date:      

	Print Name:      


supplemental application: Private education k-12 
and charter schools

For Limited Coverage for Negligence Related to Sexual Abuse or Molestation
(HC 04 30 03 05)
	Please email completed application to info@isulovering.com or fax to 650-593-7410.

	School/operations profile

	Name of School:      

	School Address:      

	Does your school offer student housing?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Student Description
	# of Students
	% in Student Housing

	Infant, Toddlers & Preschoolers, Ages 0-4
	     
	     

	Kindergarten – 8th Grade
	     
	     

	High School/ 9th Grade – 12th Grade
	     
	     

	Total # of Students
	     
	     

	Does your school offer, organize or participate in overnight field trips or activities for students?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If Yes:

Do you have written parental permission prior to trip?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Do you have supervisory requirements established for all trips?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Do you have chaperones or volunteers (other than employees) that participate?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Do you require chaperone/volunteer to be a parent or legal guardian of a student participating on the trip?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Do you use subcontracted transportation services?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If Yes:

Do you require the subcontractor to confirm they perform criminal background checks on their employees/drivers?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Do you require proof or insurance from the subcontracted transportation service?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	employee/volunteer hiring profile

	Do you have a written employment application requiring applicants to disclose any criminal record?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Do you perform criminal background checks on all employees?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Do you perform qualification or credential checks?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Do you apply the same application process and criminal background review and check on substitute teachers, leased or temporary workers?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Do you perform criminal background checks on all volunteers other than parents of students?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Do you have a written volunteer application that requires applicants to disclose any criminal record?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	policy and procedures profile

	Do you have a written policy addressing sexual abuse/molestation of students?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If Yes, does your policy outline the following?

Complaint Reporting Procedures identifying to whom complaints or concerns should be reported?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Procedures for documenting, handling and investigating a complaint?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Is your policy formally communicated to the following?
All Employees                                FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

All Students and Parents                 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

All Volunteers                                FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

All Temporary/Leased Workers        FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Do you have a training program for all employees on the awareness of sexual abuse/molestation policy and procedures:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	ARKANSAS DISTRICT OF COLUMBIA, FLORIDA, KENTUCKY, LOUISIANA, MAINE, NEW JERSEY, NEW MEXICO, PENNSYLVANIA, TENNESSEE, VIRGINIA, AND WEST VIRGINIA APPLICANTS.
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 INFORMATION OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT METERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME AND SUBJECTS THE PERSON TO CRIMINAL AND CIVIL PENALTIES.

NOTE: IN LOUISIANA, MAINE, TENNESSEE, VIRGINIA AND THE DISTRICT OF COLUMNBIA, PENALTIES MAY ALSO INCLUDE THE DENIAL OF INSURANCE BENEFITS.

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, AND 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 POLICY HOLDER OR CLAIMANT FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE POLICY HOLDER OR CLAIMANT WITH REGARD TO A SETTLEMENT OR AWARD PAYABLE FROM INSURANCE PROCEEDS SHALL BE REPORTED TO THE COLORADO DIVISION OF INSURANCE WIHTIN THE DEPARTMENT OF REGULATORY AGENCIES.

HAWAII APPLICANTS: FOR YOUR PROTECTION, HAWAII LAW REQUIRES YOU TO BE INFORMED THAT PRESENTING A FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT IS A CRIME PUNISHABLE BY FINES OR IMPRISONMENT, OR BOTH.

NEW YORK APPLICANTS: 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 MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING INFORMATION CONCERNING ANY FACT MATERIALLY THERETO, COMMITS A FRAUDULENT INSURANCE ACT WHICH IS A CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE STATED VALUE OF THE CLAIM FOR SUCH VIOLATION.

OHIO APPLICANTS: ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATING A FRAUD AGAINST AN INSURER, SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT IS GUILTY OF INSURANCE FRAUD.

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.
OREGON APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD OR SOLICIT ANOTHER TO DEFRAUD AN INSURER: (1) BY SUBMITTING AN APPLICATION OR (2) FILING A CLAIM CONTAINING A FALSE STATEMENT AS TO ANY MATERIAL FACT MAY BE VIOLATING STATE LAW.

THIS APPLICATION MUST BE SIGNED BY AN EXECUTIVE OFFICER OF THE APPLICANT OR MEMBER OF THE GOVERNING BOARD.


	Signature of Executive Officer or Governing Board Member:      

	Title:      
	Date:      

	

	Please email completed application to info@isulovering.com or fax to 650-593-7410.
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