Raintree Insurance Agency

GENERAL QUESTIONNAIRE
Business Name:














Business Address:















Phone Number:






Fax Number:







Business Website:








Email:






Entity Type:   ( Sole Proprietor    ( Corporation     ( LLC     ( Partnership     ( Other:






FEIN Number:




     How long in business:

    Years prior experience:


Number of Locations:


 (please provide addresses for additional locations)   State(s) of Operation:



Name(s) of Owner(s)/Officer(s):




























Describe your operations:





























































Annual Receipts/Sales:   Current year:
             

    Previous year:






Do you have employees?  ( Yes     ( No
If so, how many:

     Total Annual Payroll: $



Do you offer Group Health Insurance to your employees:
( Yes     ( No    If so, name of carrier:



Do you have Workers’ Compensation in force:   ( Yes     ( No     ( N/A 
If yes, please provide the following:

Carrier Name:





     Expiration Date:


     Premium:



Do you currently have General Liability/Property insurance in place?     ( Yes     ( No

If yes, please provide the following:

Carrier Name:





     Expiration Date:


     Premium:



How many years of prior, uninterrupted insurance coverage:



Have you been involved in or aware of any claims?   ( Yes     ( No    If yes, please explain:




































Fax completed form to (909) 886-3558
This questionnaire is preliminary and does not encompass all possible risks and operations.  There are other supplemental applications which may require completion based on your specific operations and information provided herein.  This questionnaire does not constitute or imply that any type of insurance coverage is in place.  Your privacy is very important to us and none of the information provided will be used in any way other than to prepare an insurance quote for your business.  A copy of our privacy policy is available upon request.
Applicant’s Signature:









Date:




