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THIS IS NOT A BINDER.
Incomplete and unsigned applications will be returned for completion and no coverage will be bound.
1. Name of Club:
2. Isyou club affiliated with USPA yes no Number of Club Members

3. Mailing Address: (To whom all correspondence will be mailed)
City: State: Zip:
Phone: () Fax Number: () E-mail:

4. President:

o

Contact Person: Email address:
Phone: () 2" Phone: ()

6. Location of Club (if different from address above):
7. Does your club have a website? [] Yes [] No If Yes, Web Address
8. Does the club have any employees? [] Yes [] No If Yes, How many?

9. Number of “Sub” clubs/groups affiliated under your organization?
Please note: Your policy will NOT AUTOMATICALLY extend coverage to any equine activity sponsored or managed by the “sub”/affiliated club
or group. These affiliated clubs should seek their own insurance.

10. Does the Club require all players to sign a release? [ ] Yes [] No (please attach a copy)

11. Is the club contractually obligated to maintain any premises or facility? (] Yes [] No
If yes, please explain:

12. Premises/Buildings: Does the club lease? Does the club own? # of acres?
The Horse Club Liability Policy does not cover Premises Liability
13. Does the club board horses? [] Yes [JNo If “Yes” how many on average?

14. Does the club maintain stables? [ ] Yes []No
15. Does the club own horses? [] Yes [INo If yes, how many?

16. Does the club lease or loan horses to players? [] Yes [] No

17. Does the club stable horses without receiving board? [] Yes [] No

18. Does the club employ professional instructors? [] Yes [] No

19. Do the club instructors have professional liability insurance coverage? [ ] Yes [] No
20. List Club activities and the number of days for each activity:

A.

Club Meetings: League Matches Fun Matches Scrimmages
Please list any other club activity that are not indicated above:

Will any of these events have more than 500 spectators? [] Yes [] No If yes, please describe below:

Ei.st the USPA sanctioned tournaments in which your club will participate:
Name of event number of days for this event number of spectators/participants
Name of event number of days for this event number of spectators/participants
Name of event number of days for this event number of spectators/participants

21. Are golf carts or other off-road (non-licensed) vehicles used for any of your club events? [ ] Yes [] No
If “Yes” indicate number and type of vehicles:
Explain Use:
Will anyone under the age of 16 or non-licensed drivers be responsible for and/or driving such vehicles? [] Yes [] No
Are these golf carts leased/owned by the club? [] Yes [] No Do Members bring their own golf carts? [] Yes [] No




22. Do you serve food at any event? [ ] Yes [] No If yes, please provide details:

23. Is liquor permitted or served at any of the above club functions? [] Yes [] No If yes, please provide details:

Catered by an outside company

Provided by the club and sold to the members
Provided by the club as a courtesy

Brought by the club members

Sold to the general public

Other

24. Has the club had Liability Insurance before? [] Yes [] No
If “Yes” please provide the name of insurance company:
Has the club been cancelled or refused coverage in the last 5 years? [] Yes ] No

(I

25. Have you had any losses/claims in the past 5 years? [] Yes ] No
If “Yes” please give details:

26. Please list all policies the club has.

[0 Premises Liability. Policy # Company
[ Directors & Officers. Policy # Company
[C1 Workers Compensation. Policy # Company
[0 Excess Liability. Policy # Company
[0 Building Coverage. Policy # Company
[0 Commercial Auto. Policy # Company
[0 Other. Company

27. Do you desire coverage for terrorism? [] Yes  [] No (minimum charge is $250.00 per year)
****Terrorism disclosure must be signed and returned whether you accept or rejéthis coverage****

28. REQUEST FOR ADDITIONAL INSURED(s): Please print the individual or corporation you wish to have considered as an additional insured
and circle the relationship for that request. Please note that an additional premium may be charged for some requests and that the premium for
additional insured(s) is fully earned. Furthermore, Equisure must be notified of changes, additions, or deletions of additional insureds in writing.

Certificate Request

_ Circle one
Name:
Relationship to Insured Landowner Facility
Address:
Street You must choose one.  (See below for definitions
City: State: Zip: All Proof of insurance only
Name: Circle one
Relationship to Insured:  Landowner Facility
Address:
Street You must choose one.  (See below for definitions
City: State: Zip: All Proof of insurance only
Proof of insurance:A certificate of insurance will be sent to the addr ess indicated. This serves as proof of
coverage only, and does not extend coverage to the certificate holder.
Additional Insured (A/1): A certificate of insurance will be issued (example: naming the landowner/facility) and the
Additional Insured will become a party to your insu rance, sharing in your limits and coverage’s. Claim s paid for

the Additional Insured will reduce your limits.

SUBMISSION OF THIS APPLICATION AND MONEY DOES NOT GUARANTEE ISSUANCE OF A POLICY. ALL APPLICATIONS ARE
SUBJECT TO UNDERWRITING APPROVAL.

Applicants Signature: Date
Please send additional inforrtian on other products offered by Equisure:
Competition/Event Liability Ins Animal Mortality Insurance Farm Operations Insurance
Please note that your insurance will be placed unde r a facility whereby a Profit Commission may be pay able to
Equisure by the Insurer. Equisure will be paid a co mmission by the Insurer for the administration of t his

insurance policy.

Please submit all documents to Equisure, Inc. 138%E Rice PI Ste 100, Aurora, CO 80015 revised 12/07




FRAUD WARNING
STANDARD: Any person, who knowingly and with intent to defraud any insurance company or other person, files an applications for insurance or
statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material
hereto, commits a fraudulent act, which is a crime, and may subject such person to criminal and civil penalties.
NOTICE TO ARKANSAS APPLICANTS: 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 and may be subject to fines and confinement in prison.
NOTICE TO COLORADO APPLICANTS: 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.
NOTICE TO FLORIDA APPLICANTS: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or
an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.
NOTICE TO KENTUCKY APPLICANTS: Warning: Any person who knowingly, and with intent to defraud any insurance company or any person files an
application for insurance 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.
NOTICE TO MINNESOTA APPLICANTS: A person who submits an application or files a claim with intent to defraud or helps commit a fraud against an
insurer is guilty of a crime.
NOTICE TO NEW YORK APPLICANTS: Any person who knowingly and with intent to defraud any insurance company or any person files an
application for insurance containing any 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 ($5,000) and the
stated value for each such violation.
NOTICE TO NEW JERSEY APPLICANTS: Any person who includes any false or misleading information on an application for an insurance policy is
subject to criminal and civil penalties.
NOTICE TO OHIO APPLICANTS: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an
application or files a claim containing a false or deceptive statement is guilty of insurance fraud.
NOTICE TO OKLAHOMA APPLICANTS: Warning: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any
claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.
NOTICE TO PENNSYLVANIA APPLICANTS: 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 subjects the person to criminal and civil penalties.
| UNDERSTAND THAT THE SIGNING AND DELIVERY OF THIS APPLICATION DOES NOT BIND ME TO COMPLETE THE INSURANCE, NOR THE
COMPANY TO ISSUE A POLICY, BUT EACH ANSWER GIVEN IN THIS APPLICATION IS A STATEMENT OF FACT WHICH BECOMES A PART OF
THE POLICY SHOULD A POLICY BE ISSUED. BY SIGNING THIS APPLICATION | ACKNOWLEDGE THAT | AM AWARE THAT IF AT ANY TIME IT
IS DISCOVERED ANY OF THE STATEMENTS OF FACT CONTAINED IN THIS APPLICATION ARE CONCEALED OR FALSELY STATED, THE
POLICY MAY BE MODIFIED, RESCINDED, OR DECLARED VOID FROM ITS INCEPTION AT THE SOLE OPTION OF THE COMPANY AND IN
ACCORDANCE WITH ANY APPLICABLE STATE LAWS.

Printed Name

Date

Signature

POLICYHOLDER DISCLOSURE NOTICE OF TERRORISM

You are hereby notified that under the Terrorism Risk Insurance Act of 2002, as amended ("TRIA"), that you now have a right to purchase insurance
coverage for losses arising out of acts of terrorism, as defined in Section 102(1) of the Act, as amended: The term “act of terrorism” means any act that
is certified by the Secretary of the Treasury, in concurrence with the Secretary of State, and the Attorney General of the United States—to be an act of
terrorism; to be a violent act or an act that is dangerous to human life, property; or infrastructure; to have resulted in damage within the United States, or
outside the United States in the case of an air carrier or vessel or the premises of a United States mission; and to have been committed by an individual
or individuals, as part of an effort to coerce the civilian population of the United States or to influence the policy or affect the conduct of the United States
Government by coercion. Any coverage you purchase for “acts of terrorism” shall expire at 12:00 midnight December 31, 2014, the date on which the
TRIA Program is scheduled to terminate or the expiry date of the policy whichever occurs first, and shall not cover any losses or events which arise after
the earlier of these dates.

YOU SHOULD KNOW THAT COVERAGE PROVIDED BY THIS POLICY FOR LOSSES CAUSED BY CERTIFIED ACTS OF TERRORISM IS
PARTIALLY REIMBURSED BY THE UNITED STATES UNDER A FORMULA ESTABLISHED BY FEDERAL LAW. HOWEVER, YOUR POLICY MAY
CONTAIN OTHER EXCLUSIONS WHICH MIGHT AFFECT YOUR COVERAGE, SUCH AS AN EXCLUSION FOR NUCLEAR EVENTS. UNDER THIS
FORMULA, THE UNITED STATES PAYS 85% OF COVERED TERRORISM LOSSES EXCEEDING THE STATUTORILY ESTABLISHED
DEDUCTIBLE PAID BY THE INSURER(S) PROVIDING THE COVERAGE. YOU SHOULD ALSO KNOW THAT THE TERRORISM RISK INSURANCE
ACT, AS AMENDED CONTAINS A $100 BILLION CAP THAT LIMITS U.S. GOVERNMENT REIMBURSEMENT AS WELL AS INSURERS’ LIABILITY
FOR LOSSES RESULTING FROM CERTIFIED ACTS OF TERRORISM WHEN THE AMOUNT OF SUCH LOSSES IN ANY ONE CALENDAR YEAR
EXCEEDS $100 BILLION. IF THE AGGREGATE INSURED LOSSES FOR ALL INSURERS EXCEEDS $100 BILLION, YOUR COVERAGE MAY BE
REDUCED. THE PREMIUM CHARGED FOR THIS COVERAGE IS PROVIDED BELOW AND DOES NOT INCLUDE ANY CHARGES FOR THE
PORTION OF LOSS COVERED BY THE FEDERAL GOVERNMENT UNDER THE ACT.

PLEASE ‘X' ONE OF THE BOXES BELOW AND TAKE THE ACTION INDICATED

I hereby elect to purchase coverage for acts of terrorism for a prospective premium of $ __ 258.00

| hereby elect to have coverage for acts of terrorism excluded from my policy. | understand that | will have no coverage
for losses arising from acts of terrorism.

Policyholder/Applicant’s Signature

Print Name

Date
LMA 9011 (21/12/2007)



Equisure, Inc.
13790 E Rice PI Ste 100
Aurora, CO 80015
303-614-6961 * 800-752-2472 * FAX 303-614-6967
Wells Fargo Ins Svcs, Broker

PAYMENT OPTIONS

Please indicate just one option

Date: Customer Code: CSR

Applicant’s Name:

Address City State Zip
Phone: () Fax: ()
1. Chargeto my (check one): VISA Mastercard
- - - Expirationdate: ~ /
anonauat gt 1114529 3 Digit CID Code For the amount of: $
-—--—;a::nsssss;s - ‘“
X

Signature as shown on credit card

2. Financing- Equisure will provide financing through outside facilities. By signing this
confirmation as the insured you give us authorization to prepare and sign the Premium
Finance Agreement on your behalf. A copy of the Premium Finance Agreement will

be provided to you.
(Please be advised that interest rates may vary and may exceed 20% APR. A 30% down payment must accompany this
form. Major medical premiums must be paid in full and cannot be financed.)

X Date:
Signature
3. Check or Money Order - enclosed for full premium of: $
To cover payment for the policy on:
Professional Liability Mortality
4. Quote Only - No payment enclosed

1/08




