
Discontinued Products 
Supplemental Application 

Short Form

*To be able to save this form after the fields are filled in, you will need to have Adobe Reader 9 or later. If you do not have 
version 9 or later, please download the free tool at: http://get.adobe.com/reader/. 

Instructions: All questions must be answered. This application must be signed and dated by an owner, officer, or partner. 
Please read carefully the statements at the end of this application.

Please attach the following additional information:

• Brochures, copies of guarantees, warranties, and hold harmless agreements should accompany the application.
• The latest 10K and 10Q, or if a privately-held business, latest audited financial statement and latest quarterly income report. 
• Purchase, sale, acquisition and/or merger transaction agreements (where applicable).
• Product Liability Supplemental Application
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Business Name: ____________________________________________________________________________________________________

Address: _________________________________________  City: _________________ State: ____________ Zip Code: ______________

P.O. Box: _________________________________________  City: _________________ State: ____________ Zip Code: ______________

Telephone: _______________________________ Website: _________________________________ Years in Business:  _____________

Applicant operates as an:     Individual     Corporation    Partnership    Other:  ________________________________

Applicant role in transaction:    Buyer       Seller       Other:  ___________________________________

Coverage applied for due to:    Merger      Acquisition    Sale       Single Product Discontinuance  

                Business shutdown         Other:  ___________________________________

Description of operations:  ___________________________________________________________________________________________

Section I – Applicant Information

Section II – Products Information

1. Please provide the following information for those products the applicant wants coverage for. Only those products listed below 
will be considered for coverage.

Products Description 
Include Brand / Trade 

Name

Applicant Acts as:
Years in 
Market

Avg. % 
of Gross 
Receipts

Avg. Product 
Life Cycle in 

Years

Products Sold to: Number 
of Units 

in MarketM W R I MR W R C O

     %     

     %     

     %     

     %     

     %     

M: Manufacturer     W: Wholesaler      I: Importer     R: Retailer      MR: Manufacturers’ rep.      

O: Other (describe):   __________________________________________________________________________________________________

2. Please provide the following information for each product listed in Question 1 above for which coverage is requested:

Product Description (Including Brand / Trade Name)
Reason*

QB B U M D O

      

      

      

      

QB: Obsolescence     B: Business Shutdown      U: Unprofitable    M: Model Replacement      D: Defective     

O: Other (describe):   __________________________________________________________________________________________________
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Section IV – Carrier / Insurance History

Section III – Sales History

Please provide sales history for products listed above in question 2

Year Domestic Receipts Foreign Receipts Total Receipts

Current year $ $ $

1st prior year $ $ $

2nd prior year $ $ $

3rd prior year $ $ $

4th prior year $ $ $

5th prior year $ $ $

6th prior year $ $ $

7th prior year $ $ $

8th prior year $ $ $

9th prior year $ $ $

10th prior year $ $ $

1. Please provide prior insurance information. If none, check here:    

 Current carrier:  _______________________________________________  Term:    From ____________ To  ____________

 Limits of liability: _______________________________________________  Deductible:  $  ___________________________

 Coverage form:    Occurrence    Claims made     Retro date:  ____________________________

2. Has any insurer ever cancelled, restricted or refused to renew your products’ liability coverage?       Yes   No

3. Any product, work, accident or location been excluded, uninsured or self-insured from any  
previous coverage?                          Yes   No

 If YES, please explain:

Section V – Loss / Claims History

1. Please provide current plus last six years currently-valued hard copy loss runs.

Policy Period No. of Claims
Total Amount Paid Amounts Reserved

Valuation Date
Indemnity Expense Indemnity Expense

$ $ $ $

$ $ $ $

$ $ $ $

$ $ $ $

$ $ $ $

$ $ $ $

$ $ $ $

2. Are you aware of any incident, condition, circumstance, defect or suspected defect in any product or work, 
which may result in a claim or claims against you that are not listed above?             Yes   No

3. Are you aware of any complaint or notice filed in the last three years with any governmental agency or 
industry regulatory body including but not limited to the U.S. Consumer Product Safety Commission 
concerning your product?                          Yes   No

4. Are you aware of any study, analysis or trial conducted or being conducted by or on behalf of any 
governmental agency or industry regulatory body to examine the safety of your product?           Yes   No

5. Has any product been excluded, uninsured or self-insured from any previous coverage?          Yes   No

6. Have you ever recalled or withdrawn products from the market?                Yes   No

 If YES, to any question above, please attach an explanation.



160 Federal Street, 3rd Floor • Boston, MA 02110 • Phone: 857.400.3200 • www.amtrustes.com

Representation Statement

I hereby apply for a policy of insurance as set forth in the application and I declare that all information contained in this application is correct and complete to 
the best of my knowledge and belief.  I understand that any policy which may be issued by the company will be issued on the basis of and reliance upon my 
statements in this application.  I agree that such policy shall be null and void if such information is false, or misleading, or would materially affect acceptance of 
the risk by the company.

The signing of this application does not bind the undersigned to purchase the insurance and accepting this application does not bind the Insurer to complete the 
insurance or to issue any particular policy.  If a policy is issued, it is understood and agreed that the Insurer relied upon this application in issuing each such policy 
and any endorsements thereto. The undersigned further agrees that if the statements in this application change before the effective date of any proposed policy, 
which would render this application inaccurate or incomplete, notice of such change, will be reported in writing to the Insurer immediately.

The Application must be signed and dated by a Principal, Partner, Managing Member or Senior Officer of the Applicant. Electronically reproduced signatures will be treated as original.
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Applicant:

Print Name: _________________________________________________ Signature: ____________________________________________

Title: _______________________________________________________ Date: ________________________________________________

I hereby declare that all the information contained in this application is correct and complete to the best of my knowl-
edge and belief, that the application was complete and personally signed by the applicant and that a completed copy 
hereto has been given to the applicant.

Name of Producing Agency: _______________________________________________ 

Signature of Producing Agent: _____________________________________________ Date: ___________________________________

Fraud Warning

Any person who, with intent to defraud or knowing that (s)he is facilitating a fraud against an insurer, submits an application or files a claim 
containing a false or deceptive statement may be guilty of insurance fraud.

ALABAMA, ARKANSAS, LOUISIANA, MARYLAND, NEW JERSEY, NEW MEXICO and VIRGINIA:  Any person who knowingly presents a false or 
fraudulent claim for payment of a loss or benefit or knowingly presents false information in an Application for insurance is guilty of a crime.  In Alabama, 
Arkansas, Louisiana and Maryland, that person may be subject to fines, imprisonment or both. In New Mexico, that person may be subject to civil fines and 
criminal penalties.  In Virginia, penalties may include imprisonment, fines & denial of insurance benefits.

COLORADO:  It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding 
or attempting to defraud the company.  Penalties may include imprisonment, fines, denial of insurance and civil damages.  Any insurance company or agent 
of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of 
defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to 
the Colorado Division of Insurance within the Department of Regulatory Agencies.

DISTRICT OF COLUMBIA, KENTUCKY and PENNSYLVANIA:  Any person who knowingly and with intent to defraud any insurance company or other 
person files an Application for insurance or statement of claim containing materially false information or conceals for the purpose of misleading, information 
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime.  In District of Columbia, penalties include imprisonment and/or 
fines.  In addition, the Insurer may deny insurance benefits if the Applicant provides false information materially related to a claim.  In Pennsylvania, the person 
may also be subject to criminal and civil penalties.

FLORIDA and OKLAHOMA:  Any person who knowingly and with intent to injure, defraud or deceive the Insurer, files a statement of claim or an Application 
containing any false, incomplete or misleading information is guilty of a felony.  In Florida it is a felony to the third degree.

KANSAS: An act committed by any person who, knowingly and with intent to defraud, presents, causes to be presented or prepares with knowledge 
or belief that it will be presented to or by an Insurer, purported Insurer, broker or any agent thereof, any written statement as part of, or in support of, an 
application for the issuance of, or the rating of an insurance policy for personal or commercial insurance, or a claim for payment or other benefit pursuant 
to an insurance policy for personal or commercial insurance which such person knows to contain materially false information concerning any fact material 
thereto; or conceals, for the purpose of misleading, information concerning any fact material thereto is considered a crime.

MAINE: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. 
Penalties may include imprisonment, fines or denial of insurance benefits.

NEW YORK: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement 
of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a 
fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for 
each such violation

OHIO:  Any person who, with intent to defraud or knowing that he is facilitating a fraud against the Insurer, submits an Application or files a claim containing a 
false or deceptive statement is guilty of insurance fraud.

OREGON: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an 
application for insurance may be guilty of a crime and may be subject to fines and confinement in prison.

TENNESSEE and WASHINGTON:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose 
of defrauding the company.  Penalties may include imprisonment, fines and/or denial of insurance benefits.

SIGNING THIS APPLICATION DOES NOT BIND THE APPLICANT OR THE COMPANY

http://www.amtrustfi.com
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