W. E. LOVE & ASSOCIATES, INC. C.M.G.A.  www.welove.com
NON-FLEET TRANSPORTATION APPLICATION

USE TAB KEY TO MOVE FROM FIELD TO FIELD
	Pay Plan Desired: 

 FORMCHECKBOX 
Continuous Bill to Agency          FORMCHECKBOX 
 Continuous Bill to Insured        FORMCHECKBOX 
 Agency Bill Annual Pay          FORMCHECKBOX 
 Agency Bill with Outside Premium Finance

	Applicant US DOT Number 

     
	Applicant MC/MC Number:

     
	 Applicant FEIN (or SSN)Number:

     
	Desired Policy Period:

      to      

	Applicant Name:

     
	Insured Is: 

 FORMDROPDOWN 

	Years in Business:

  

	Applicant  Mail Address & Inspection Street:

     
	Applicant Mail City:

     
	  State:

  
	Zip Code:

     

	Applicant Terminal/Garage City:

     
	Garage ST

  
	Applicant Contact Name:

     
	Applicant Phone:

     
	Applicant  e-mail address:

     

	Are others leased to Applicant?

 FORMDROPDOWN 

If yes,
 FORMCHECKBOX 
Permanent Lease, or
 FORMCHECKBOX 
Trip Lease
	Is Applicant Leased to others?

 FORMDROPDOWN 

If yes, to whom?       

	Commodities hauled by % including Values:

     

	Frequently Traveled Metro Areas:

	 FORMCHECKBOX 

	Atlanta
	 FORMCHECKBOX 

	Baltimore-Washington
	 FORMCHECKBOX 

	Boston 
	 FORMCHECKBOX 

	Chicago
	 FORMCHECKBOX 

	Dallas-Fort Worth 

	 FORMCHECKBOX 

	Denver 
	 FORMCHECKBOX 

	Detroit 
	 FORMCHECKBOX 

	Hartford 
	 FORMCHECKBOX 

	Houston
	 FORMCHECKBOX 

	Jacksonville

	 FORMCHECKBOX 

	Kansas City 
	 FORMCHECKBOX 

	Los Angeles 
	 FORMCHECKBOX 

	Miami 
	 FORMCHECKBOX 

	New York City 
	 FORMCHECKBOX 

	Orlando

	 FORMCHECKBOX 

	Philadelphia 
	 FORMCHECKBOX 

	San Diego
	 FORMCHECKBOX 

	San Francisco
	 FORMCHECKBOX 

	Seattle 
	 FORMCHECKBOX 

	Tampa-St. Petersburg 

	Other States and Cities Traveled:

     
	% of Round Trips by Radius (In Miles):

    0 -75:       76-200:       201-500:       >500:    


COVERAGE INFORMATION: COMPLETE ALL COVERAGE OPTIONS DESIRED

	AUTO LIABILITY COVERAGE DESIRED?    FORMDROPDOWN 
  IF YES, COMPLETE THE SECTION BELOW:

	Type

 FORMDROPDOWN 

	Limit (CSL):  

 FORMDROPDOWN 

	If applicable, UM / UIM will be quoted at statutory 

minimum limits, unless otherwise requested:       
	If applicable, PIP & PPI will be quoted at statutory 

minimum limits, unless otherwise requested:      

	Trailer Interchange: 

 FORMDROPDOWN 

If Yes, Limit Per Trailer:       
	T.I. Deductible 

      ; Average number of Trailers per Day:   
	Hired Auto:

 FORMDROPDOWN 
 If Yes, annual Cost of Hire:      

	Freight Brokerage:

Does Applicant have Brokerage Authority?   FORMDROPDOWN 
  If Yes, FHWA Brokerage Docket #       Estimated Brokerage Revenue:      

	GENERAL LIABILITY COVERAGE DESIRED?   FORMDROPDOWN 
   IF YES, COMPLETE THE SECTION BELOW:

	Limit (CSL):  

 FORMDROPDOWN 

	Does Applicant perform operations other than Trucking?

 FORMDROPDOWN 
  If Yes, give details:       

	PHYSICAL DAMAGE COVERAGE DESIRED?    FORMDROPDOWN 
   IF YES, COMPLETE THE SECTION BELOW:

	Deductible (Collision & Other than Collision):  

 FORMDROPDOWN 

	List Desired Amount of Insurance in Stated Amount Column of the Equipment Information Section on the 

reverse of this application.

	CARGO COVERAGE DESIRED?     FORMDROPDOWN 
   IF YES, COMPLETE THE SECTION BELOW:

	Form Type

 FORMDROPDOWN 

	Limit Per Unit: 

     
	Deductible:

 FORMDROPDOWN 

	Mechanical Breakdown:

 FORMDROPDOWN 
  Mechanical Breakdown minimum deductible is $2,500.

	Terminal Exposure:

Is There Terminal Exposure?  FORMDROPDOWN 
  If Yes, Terminal Limit Desired:      
	Exact Terminal Location:

      


PRIOR INSURANCE CARRIER & LOSS INFORMATION: PAID AND RESERVE LOSS FOR THREE YEARS MINIMUM
	Has Applicant had Truck Insurance Cancelled or Non-Renewed during the Past Three Years?

 FORMDROPDOWN 

If Yes, give details:      

	Policy Periods

From      To
	Insurance Company & Policy number
	 FORMCHECKBOX 
Auto Liability  FORMCHECKBOX 
General Liability

Bodily Injury          Property Damage
	Physical Damage

Collision    Other
	Cargo

	     
	     
	             
	     
	     
	     
	     
	     

	     
	     
	             
	     
	     
	     
	     
	     

	     
	     
	             
	     
	     
	     
	     
	     

	     
	     
	             
	     
	     
	     
	     
	     

	     
	     
	             
	     
	     
	     
	     
	     


PROOF OF INSURANCE FILING INFORMATION FOR: AUTO LIABILITY  FORMCHECKBOX 
; CARGO FORMCHECKBOX 

	Name and Address as it appears on the FHWA Filing:

     

	Base State:

  
	Name and Address as it appears on the Base State Filing:

     

	Intrastate/Exempt Filling(s) Required:
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EQUIPMENT INFORMATION: FULL & CORRECT 17 CHARACTER VEHICLE IDENTIFICATION NUMBER REQUIRED!

	#
	Year
	Make
	Type
	Vehicle Identification Number
	Radius
	Stated Amount
	Loss Payee

	1.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	2.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	3.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	4.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	5.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	6.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	7.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	8.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	9.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	10.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	11.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	12.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	13.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	14.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	15.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	16.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	17.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	18.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	19.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	20.
	  
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	  

	Does Applicant Own/Lease Any Other Power Units?  FORMDROPDOWN 

If Yes, give details:       


LOSS PAYEE INFORMATION: USE LOSS PAYEE # AS KEY IN THE EQUIPMENT SECTION ABOVE

	#
	Loss Payee Name
	Mail Address
	Mail City
	ST
	Zip Code

	1.
	     
	     
	     
	  
	     

	2.
	     
	     
	     
	  
	     

	3.
	     
	     
	     
	  
	     

	4.
	     
	     
	     
	  
	     


DRIVER INFORMATION: YOU MUST ATTACH A CURRENT MVR FOR EACH DRIVER
	#
	Driver Name
	D.O.B.
	ST
	License Number
	Years Exp.
	MVR Violations Last 36 Months

	1.
	     
	     
	  
	     
	     
	     

	2.
	     
	     
	  
	     
	     
	     

	3.
	     
	     
	  
	     
	     
	     

	4.
	     
	     
	  
	     
	     
	     

	5.
	     
	     
	  
	     
	     
	     

	6.
	     
	     
	  
	     
	     
	     

	7.
	     
	     
	  
	     
	     
	     

	8.
	     
	     
	  
	     
	     
	     

	9.
	     
	     
	  
	     
	     
	     

	10.
	     
	     
	  
	     
	     
	     


I authorize W. E. Love & Associates and/or the producing broker to obtain proper cop(ies) of Motor Vehicle Report(s) and Insurance Scoring information for insurance underwriting purposes for all drivers listed and/or any drivers who will operate equipment covered under any prospective insurance policy for which this application relates. All drivers have or will authorize me to consent the same. I certify that all application information is true and agree that any misrepresentation by me will constitute reason for the company to void or cancel any policy issued on the basis of this application, and will hold the company harmless for the action taken.
	Print Applicant Name:
	Applicant Signature:
	Date:

	Broker Name:\

     
	Broker Signature:
	Date:

	Broker’s License Number:       
	Broker’s License State:      


