	 FORMDROPDOWN 

	APPLICATION FOR COMMERCIAL CRIME POLICY

(MERCANTILE OR GOVERNMENTAL ENTITIES)

	
	

	Agent
	KACo
	Location
	Frankfort, KY

	

	1.  Name of Applicant
	     

	

	Address
	     

	
	(Street and Number)
	(City)
	(State)

	

	2.  Describe Applicant's Business
	     

	(If Applicant is a Civic, Municipal or other Public Activity, describe in detail)

	3.  For Mercantile Establishment-Coverage applied for: Form A-Blanket   FORMCHECKBOX 
  Form A-Schedule   FORMCHECKBOX 
 Form B-Forgery or Alteration  FORMCHECKBOX 


	For Governmental Entities - Coverage applied for: Form 0 (Per Loss)   FORMCHECKBOX 
 Form P (Per Person)   FORMCHECKBOX 
  Form B-Forgery or Alteration   FORMCHECKBOX 


	Amount of Bond $
	     
	

	Deductible Amount $
	     
	Effective Date
	     
	Premium to be paid annually  FORMCHECKBOX 
; Three years in advance  FORMCHECKBOX 


	4.  Total Number of Employees;
	     
	

	5.  Will the Insured arrange to have new Employees complete personal applications (supplied by Surety)?
	     

	6.  Is there likely to be a substantial increase in the number of Employees during the premium period by reason of seasonal activity or

	other circumstances peculiar to lnsured's function?
	     

	7.  Audits: (a) How frequently made?
	     
	(b) Are all locations included?
	     

	(c)By whom?  C.P.A.   FORMCHECKBOX 
; Staff Auditor   FORMCHECKBOX 
; Other   FORMCHECKBOX 
;  (explain fully)
	     

	(d) When was last audit made?
	     
	Period Covered?
	     

	8.  Internal Controls: (a) Are bank accounts reconciled by someone not authorized to deposit or withdraw therefrom?
	     

	How often?
	     
	(b) Will countersignature of checks be required?
	     

	If not, by whom signed?
	     


	9.  Dishonesty Losses (past 6 years)-If none, so state 
	     

	Date
	Amount
	Employee’s Position
	Corrective Measures Taken (Other Than Discharge)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	10.  Prior Fidelity Coverage to be superseded--If none, so state
	     

	Form of Bond or Policy
	Effective Date
	Amount
	Name of Insurer

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	11.  If coverage applied for is Form A-Schedule, complete the following:
	     

	
	Name Schedule Coverage
	Position Schedule Coverage
	
	

	Item

No.
	Name(s) of Covered Employee(s)


	Title(s) of Covered Position
	Location of Covered Position(s)
	No. of Employee Each Position
	Limit of Insurance

Each 

Employee
	Deductible

  Amount




	  
	     
	     
	     
	  
	$
	     
	$
	     

	  
	     
	     
	     
	  
	     
	     

	  
	     
	     
	     
	  
	     
	     

	  
	     
	     
	     
	  
	     
	     


	The Employees of the Applicant have all, to the best of the Applicant's knowledge and belief, while in the service of the Applicant, always performed their respective duties honestly.  There has never come to its notice or knowledge any information which in the judgment of the Applicant indicates that any of the said Employees are dishonest.  Such knowledge as any officer signing for the Applicant may now have in respect to his own personal acts or conduct, unknown to the Applicant, is not imputable to the Applicant.

	

	Dated
	     
	
	

	
	     
	(Applicant)

	
	By

	
	     
	(Title)

	F-4970t  6/99                                     




