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Downsizing Supplemental Application

The term Applicant means all corporations, organizations or other entities, including subsidiaries, proposed for this insurance.

1. Name of Applicant: __________________________________________________________________________________________________

2. How many employees have been affected by the reduction in force in the past 12 months?
(Please provide dates of terminations & numbers of employees impacted by date.)

3. How many employees are expected to be affected in the next 12 months? ___________________________________________________

4. What are the business reasons for the reduction in force?

Attach a separate sheet if necessary.

5. Has (or will) the Applicant articulated the business reasons for the reduction in force, documented those reasons
and communicated them to management? Yes      No

6. Does the Applicant have a written plan outlining the criteria to be used in selecting employees to be laid off? Yes      No

a. If Yes, has that plan been reviewed by counsel? Yes      No

b. If Yes, when was that plan last updated? ______________________

7. Has (or will) the Applicant conducted an analysis to determine the impact the reduction in work force will have on
members of any protected class? Yes      No

8. Have (or will) laid off employees be asked to sign waivers or releases? Yes      No

a. If Yes, have the waivers or releases been reviewed by counsel? Yes      No

9. Does (or will) the Applicant provide outplacement services to laid off employees? Yes      No

10. Does (or will) the Applicant provide severance packages to laid off employees? Yes      No

Section I – Required Attachments

• Most recent annual financial statement

Section II – Signature Section

The undersigned authorized representative (Partner, Principal, Head of Human Resources, General Counsel or other officer acceptable to 
Amtrust EXEC) of the applicant declares that to the best of his/her knowledge and belief, after reasonable inquiry, the statements set forth in the 
attached new business or renewal application for insurance are true and complete and may be relied upon by AmTrust EXEC. If the information 
in any application changes prior to the inception date of the policy, the applicant will notify the company of such changes, and the company may 
modify or withdraw any outstanding quotation. The company is authorized to many inquiries in connection with this application.

The signing of this application does not bind the company to offer, nor the applicant to purchase, the insurance. It is agreed that this application 
including any material submitted therewith, shall be the basis of the insurance and shall be, in all states other than NC and UT, considered 
physically attached to and part of the policy, if issued. The company will have relied upon this application including any material submitted 
therewith, in issuing the policy.

NOTICE: All liability coverage parts for which application is made apply, subject to their terms, only to claims first made or deemed made 
against insureds during the policy period or any extended reporting period, if applicable. The limit of liability available to pay losses will be 
reduced by the amounts incurred as defense expenses, and defense expenses will be applied against the retention amount. The company 
has no duty to defend any claim unless duty-to-defend coverage is specifically provided.
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ELECTRONICALLY REPRODUCED SIGNATURES WILL BE TREATED AS ORIGINAL.

Signature of Applicant’s Authorized Representative: ___________________________________________________________________________

(Partner, Principal, Officer, Head of Human Resources or General Counsel)

Name (Printed or Typed): ___________________________________________   Title: ___________________________  Date: _______________

Section III – Producer Information (Only required in Florida, Iowa and New Hampshire)

Producer Signature: __________________________________________ Producer Name (Printed or Typed): ______________________________

Agency Name: ______________________________________________  Agency Code: _______________________________________________

License Number: ____________________________________________
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