INSURANCE SOLUTIONS SUB-CONTRACTOR QUOTE SHEET








Agency Name__________________

Named Insured:







Address:








City:



ST

ZIP



Phone#:


Contact Name





Type Business:







Renewal Date:
______________________________________________

Prior Carrier: ___________________________Premium_________Yrs in business_____

(If new venture, # years experience in this type business)

Prior Losses (3years):__________________________________________________________

______________________________________________________________________________

Location Address: ______________________________________________

Prot. Class________ Const.__ [ ] Frame [ ] J/M [ ] Metal [ ] Mas N/C

Building Value________________________       Sprinklered [ ] yes [ ] no

Contents Value________________________        Year Built____________

Ded.____________   Liab. Limit__ [  ] 300,000 [  ] 500,000 [  ] 1,000,000

 Square Footage_________ # Full Time Employees_____# Part time Employees_____ 

Payroll: _____________________ Any work subbed out?__________
Equipment List: _____________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

If insured has any owned Autos or needs WC please complete appropriate quote sheets
If client subs out any of their work, please contact our office for eligibility  requirements
