
Equisure, Inc.                                                                                                                                                                                                                                                 
13790 E Rice Pl Ste 100                  
Aurora, CO 80015              
303-614-6961    
800-752-2472                                           

                    Equine Professional General Liability Application  

                                                     Exclusively for Association Members 
                                                         COMPLETE BOTH SIDES OF APPLICATION 
 
THIS IS NOT A BINDER.     ����������������
Incomplete and unsigned applications will be returned for completion and no coverage will be bound. 

 
1. Applicant’s Name:_________________________________Doing Business As:___________________________________________________ 

Street Address (mailing)_______________________________________________________________________________________________ 

City:_____________________________________________State:______________Zip:____________________________________________ 

Phone: (     )________________________Fax Number: (     )___________________E-mail:_________________________________________ 

Location of operation if different than mailing: Address:______________________________________________________________________ 

City:_______________________________________State:_________________Zip:_______________________________________________ 

How did you hear about Equisure? (AHA, USEF, other etc.)___________________________________________________________________ 
      
2.   Please Note the limits you are applying for are: 

 $1,000,000/$1,000,000 Occurrence/Aggregate     �  $1,000,000/2,000,000 Occurrence/Aggregate (Submit for Rate) 
 
3.   Please circle on average per month the number of horses and or students you instruct: 
                 0-15                   16-29  30-49   50+ (Submit for Rate) 
 
4.   Please check any of the following activities in which you are involved: 

 Judge                     Show Official/Manager                   Professional Rider/Driver 
 Clinician      Trainer     Steward       
 Designer       Groom     Instructor 
 Technical Delegate  

   
5.   Gross Annual Receipts: $_______________ Membership Association Affiliate______________ Number___________ 

(Only for the activities listed above)     (i.e.: AHA, USEF, etc.) (Copy of current membership card must accompany this application) 

 6.   Are you involved in any breeding or boarding?     �  Yes     �  No  
       If yes, pick the category that best describes your business on average per month: 

      �  0-15 horses boarded/breeding   �  16-30 horses boarded/breeding    �  30-49 horses boarded/breeding     �  50+ horses boarded/breeding   
        What are your annual gross receipts for this exposure only? __________________ 

       Do you have coverage for this exposure on a primary farm policy?      � Yes     �  No    (If Yes, coverage will be excluded) 
     If yes, name of the insuring company ________________________________________________________________  

       Policy number _________________ Effective date___________ 
      

                  PLEASE INCLUDE A COPY OF YOUR POLICY OR PROOF OF INSURANCE 
 
   For an additional premium the following will be considered by underwriting.  If interested in a quote, please complete form B or C 
7.   Please indicate which of the following activities you are currently involved:  

 Pony Rides    Sleigh Rides 
 Trail Rides    Day Camps  
 Horse Sales     Other: to be submitted for rating ____________ 
 Therapeutic Riding/Instructing (MUST complete Form C) 

 
8.   Are you certified by ARIA?  

    Yes            �  No             
  

9. Have you had a claim in the last 3 years or an incident that could result in a claim against you for your Professional activities?    �  Yes        �  No   
               (If yes, please give details and dates on a separate page and submit for a rate.) 

10. Are golf carts or other off-road (non-licensed) vehicles used?  � 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 
 
11. What is the main discipline you train? __________________________________________________________________ 



12. Mandatory Requirement: A SAMPLE COPY OF THE EQUESTRIAN RELEASE/WAIVER FORM USED IN YOUR BUSINESS MUST 
ACCOMPANY THIS APPLICATION. 

13. Riding instruction is given by:    �  Applicant listed in #1       �  Applicants’ Employees     
  
14. Are there any changes in your operation since last year? (please explain): ______________________________________ 

_________________________________________________________________________________________________ 
 

15.  Please indicate your type of operation: 
     Corporation       Individual        Joint Venture   
     Limited Liability Corp      Partnership 

 
16.  The care and control limit included in the policy is $50,000 for any one horse in your care, custody, control, subject to a $100,000 aggregate.   
        For an additional premium the limit can be increased to:                         

     $100,000 per horse occurrence/$200,000 annual aggregate (premiums start at $750.00)    
     $200,000 per horse occurrence/$400,000 annual aggregate (premiums start at $1500.00)  

 
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   

 
Name: ___________________________________________________  

 
                                               Circle one 
Relationship to Insured        Landowner        Facility          Assistant                                                         

Address: ____________________________________________________________ 
Street  
 
City:_________________________State:_______________Zip:_______________  

 
  
You must choose one.     (See below for definitions) 
  
A/I ____                   Proof of insurance only____ 
 

  
Name: ___________________________________________________  

 
                                              Circle one 
Relationship to Insured:     Landowner         Facility         Assistant   

Address: ____________________________________________________________ 
Street    
 
City:_________________________State:_______________Zip:_______________                     

 
 
You must choose one.     (See below for definitions) 
 
A/I    ____               Proof of insurance only____ 
 

  
 
Name: ___________________________________________________ 
 

 
                                              Circle one 
Relationship to Insured:    Landowner           Facility           Assistant  

 
Address: ____________________________________________________________ 
Street      
 
City:_________________________State:_______________Zip:_______________          
  

 
 
You must choose one.     (See below for definitions) 
 
A/I _____                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 certifica te holder. 
 
Additional Insured (A/I): 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: _______________________________________             
 
                                      I would like to be contacted by an agent about a quote for equine mortality/major medical insurance: 

      �  Yes                      �  No 
Please note that your insurance will be placed unde r a facility whereby a Profit Commission may be 
payable to Equisure by the Insurer. Equisure will b e paid a commission by the Insurer for the 
administration of this insurance policy.  

 
Equisure, Inc.  

13790 E Rice Pl Ste 100 
Aurora, CO  80015 

Phone 800-752-2472 * 303-614-6961 * Fax 303-614-6967 



Equisure, Inc. 
13790 E Rice Pl Ste 100 
Aurora, CO 80015 
303-614-6961, 800-752-2472   
       
 

Supplemental/Form B 
Complete and Return ONLY if applicable (see question #7 of the application) 

Please complete only the section(s) which apply to your activities, complete both sides and sign 
 
1. Name of Insured: ________________________________Email address: ________________________ 

2. Phone Number: (            ) _____________________Years of Experience: ________________________ 

Pony Rides 

1. Number of Ponies: _______________ Estimated number of riders: _____________________________ 

2. Minimum age of riders’: ________________ Are the parents present during the ride?  Yes      No 

3. Ride Details:  Ride is   In a Ring      Handled       Pony Carousel     Other ______________ 

Length of Ride is: ________________ Are the riders required to wear any safety gear?  Yes    No 

Are any belts, ties, or other restraints (saddle) used?  Yes     No   If yes please give details. 

Other Details: _______________________________________________________________________ 

4. Do you secure a signed release from all riders (parents or guardians)?  Yes      No 

5. Do you supervise all pony rides?  Yes     No 

6. What is the annual gross receipts for this activity: ______________ 

7. Date of first ride for which coverage is desired: _____________ (mo/day/yr) Date of last ride: ____________ (mo/day/yr) 

8. Estimated # of pony rides per year? ___________________________ 

 

Horse Sales (A sample Bill of Sale/Hold Harmless Agreement must accompany this form prior to receiving a quote) 

1. What are your annual gross receipts for this exposure? _____________________ 

2. Give the estimated number of horses sold annually? _____________________ 

3. Do you sell horses for others (agent/broker)  Yes      No  If yes, It is MANDATORY that you use a Hold Harmless Agreement   

4. Give the number of horses sold that are:         owned by you ________     owned by others ________ 

5. Do you give any representations, guarantees or warranties?  Please give details 
_________________________________________________________________________________ 

6. What are the average values of the horses you will be selling? _______ Maximum Value ________ 

 

Day Camps 

1. What are the age groups of those attending? ______________ Are helmets required? _____________ 

2. Number of campers per session/camp? ________ Numbers of days per session/camp? ________ Number of sessions/camps per year? ________ 

3. Purpose of camp? _______________________________________________________________ 

4. What is the number of trainers per student? ______________________ 

5. Is liquor served at any time during the camp?  Yes      No  If yes, give the details: 
________________________________________________________________________________ 

6. Is this an overnight camp?  Yes     No  What are the camp hours: ______________________ Number of chaperones? ______________ 
Who are the chaperones for overnight camps ____________ 

7. What kinds of background checks are performed on employees? ______________________________ 

8. Do you serve or prepare meals for participants?  Yes     No 

9. Do you get signed waivers or hold harmless agreements?  Yes     No  Please attach a copy       Are any camp services provided by non-
employees? Please describe: ___________________________________________________________________________ 

10. For what dates do you desire coverage? _________________________________________________ 

11. List activities conducted other than equine related (i.e. swimming pool): ______________________________________________________ 

 



 

 

Carriage Rides/Sleigh Rides 

1. Indicate the type of ride:    Wagon/Carriage Ride    Sleigh Rides    Hay Ride     Haunted Hay Ride   Other 
_____________________________________________________________________ 

2. How many wagons, sleds or carriages are used? ______ Maximum Number of Passengers? _______ 

3. Type of wagon/sleigh used:____________________________________________________________ 

4. Age of wagon/sleigh? _______________ Who maintains the wagon/sleigh and how often? ________________________ 

5. Are nighttime rides given?   Yes     No 

6. Are rides given on public roads?   Yes     No   

        If yes, does wagon/sleigh have lights, reflectors and hydraulic brakes?  Yes    No 

7. What is the date of desired coverage? ______________________________ 

8. What are the annual gross receipts for this activity? ___________________________ 

9. Sleigh or Carriage is drawn by?  Horse      Horse Team    Other     Please give details 
_________________________________________________________________________________ 

10. Is liquor served?  Please give details: __________________________________________ 

11. Do you get signed waivers or hold harmless agreements?  Yes     No  Please attach a copy 

12. Number of times rides given per week? ____________ 

13. What special events are rides given for? _________________________________________________ 

 

Trail Rides 

1. Average number of horses used for any one trail ride: _________ Maximum number of horses used on any one trail ride: _________________ 
Do any rides occur overnight?  Yes      No 

2. Wrangler/Guide/Instructor ratio to riders: ____;____  

3. When is a second wrangler/guide/instructor used/added? ___________________________________ 

4. Age of riders:___________________________ 

5. Does wrangler/guide/instructor hand lead any horses during the ride?  Yes     No  If yes please explain 
___________________________________________________________________________ 

6. Is double riding allowed at any time?  Yes      No  If yes please explain 
_________________________________________________________________________________ 

7. Is a signed waiver/release used for all riders?  Yes       No  If yes please attach a copy 

8. Are trail rides for:  Riding students      General Public 

9. Is cantering, loping, or galloping allowed for riders?  Yes       No  If yes please explain 
__________________________________________________________________________________ 

10. Annual gross receipts for trail ride operation: $ ________________________ 

11. Trail rides last:  1 hour       1 1/2  hour      2 hours        Longer than 2 hours.  If longer than 2 hours please advise of specifics of trail 
ride ______________________________________________ 

12. Dates of trail ride operations: ______________ to _______________ 

13. Who maintains the trails? __________________ Who owns the trail property? _____________________________ 

 
 
Signature __________________________________________________________________________ Date ____________________ 
 
 
 

Equisure, Inc. 
13790 E Rice Pl Ste 100 

Aurora, CO 80015 
Phone 800-752-2472 * 303-614-6961 * Fax 303-614-6967                                                                        

                                                                                                                                                                                                        Revised 12-07 
 



Equisure, Inc. 
13790 E Rice Pl Ste 100 
Aurora, CO 80015 
303-614-6961 
800-752-2472 

 
 

THERAPEUTIC RIDING/INSTRUCTION OR EQUINE ASSISTED P SYCHOTHERAPY QUESTIONNAIRE 
FORM C 

Complete and Return ONLY IF you answered YES to question #7 on the application. 
 
1) Describe in detail the therapeutic riding/instruction done by you or under your direction: 

_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_________________________________________________ 

2) Which Therapeutic Riding/Instruction Association are you affiliated/accredited with?              
_______NARHA      _______EPONA        ______EAGALA 

3) Does your therapeutic riding/instruction involve work with: ______Physical Handicapped Individuals         
_______Emotionally/Psychologically Troubled Individuals  

4) What types of physical handicaps? _________________________________________________________ 
_________________________________________________________________________________ 

5) What type of emotional/psychological problems? _________________________________________ 
_________________________________________________________________________________ 

6)   Are you a licensed/certified mental health care professional or licensed clinical professional?   
       ___Y___N   If yes, are you insured under a professional liability policy covering this work?  
       ___Y___N   If yes, who is the carrier for your professional liability?  
       ________________________________________________________________________________ 
7)   Do your work under the direct supervision of a certified/licensed clinical or mental health  
      professional while conducting your “equine” activities?  _____Y  _____N 
8)   Who is the prior carrier for your “equine” rel ated activities? ________________________________  
       ________________________________________________________________________________ 
9)   Did this carrier offer renewal of your policy?  ____Y  ____N.  If no, why was the policy not  
       renewed? ________________________________________________________________________ 
10)  Are you aware of any incidents that may lead to a claim or any claims that have been made against  
       you regarding your Therapeutic Riding/Instruction operations?  ____Y  _____N.    If yes, please 
       give full details on all incidents/claims:_________________________________________________ 
       ________________________________________________________________________________ 
       ________________________________________________________________________________                                                                        
11)  Do you use a waiver/release for your operations?  ______Y      ______N.    If yes, has a copy been   
       forwarded to Equisure, Inc. for review?  _____Y  _____N. 
12)  Who owns the horses that are being used in your operations? _______________________________   
        ________________________________________________________________________________ 
13)  Have these horses been specifically trained for this type of activity?  _____Y  _____N. 
14)  Is proper safety equipment required for use by all participants?  _____Y  _____N. 
15)  How many years of experience do you have in providing Therapeutic Riding/Instruction activities?  
        ________________________________________________________________________________ 
16)  Do you work for a mental health or emotional/psychological counseling center?  

         _____Y  _____N.  If yes, the name of the facility: __________________________________ 
17)  Do you have any assistants/volunteers that help you in this activity?  _____Y  _____N.   

            If yes, please provide names and addresses of all assistants:_________________________________ 
            _________________________________________________________________________________________ 
            _________________________________________________________________________________________ 

 



FRAUD WARNING NOTICES 
 

 
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. 
 
I UNDERSTAND THAT THE SIGNING AND DELIVERY OF THIS APPLICATION DOES NOT BIND ME TO COMPLETE THE INSURA NCE, NOR 
THE COMPANY TO ISSUE A POLICY, BUT EACH ANSWER GIVE N IN THIS APPLICATION IS A STATEMENT OF FACT WHICH BECOMES A 
PART OF THE POLICY SHOULD A POLICY BE ISSUED. BY SI GNING THIS APPLICATION I ACKNOWLEDGE THAT I AM AWAR E 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 D ECLARED VOID FROM ITS INCEPTION AT THE SOLE OPTION OF THE 
COMPANY AND IN ACCORDANCE WITH ANY APPLICABLE STATE  LAWS. 
 
 
 
 
 
 
 
      
  
 

Date 

Signature  

Printed Name  



 Equisure, Inc. 
13790 E Rice Pl Ste 100 
 Aurora, CO 80015 
 303-614-6961 
 800-752-2472 

 
PLEASE SEE REVERSE SIDE OF THIS DOCUMENT 

 

Rating Worksheet for Professional/General Liability 
 

Based on your application, please figure your premium as follows: 
 
Step1 

Revenue 
Number of  
Horses/Students 

       $0-49,999    $50,000-99,999   $100,000-149,999         $150,000+ 

       0-15           700.00        1359.00        1957.00            2557.00 
      16-29         1359.00        1559.00        2156.00            2756.00 
      30-49         1858.00        1957.00        2356.00            2956.00 
       50+         2586.00   Submit For Rate   Submit For Rate     Submit For Rate 
 
                                                                                                               Premium for Step 1______________ 
Step 2 
 
If you answered YES to question number 6 on the application (if you answered NO go to Step #3), add the appropriate premium for the average of 
horses boarded per month. 
 
         0-15 Horses         16-29 Horses          30-49 Horses           50+ Horses 
            752.00              952.00              1152.00        Submit For Rate 
 
                                                                                                               Premium for Step 2______________ 
Step 3 
 
Do you have any Assistants/Partners including spouse working in the business?  If YES, the premium is $320.00 per assistant.  If you have no 
assistants, proceed to Step 4. 
 
                                                                                                               Premium for Step 3______________ 
Step 4 
 
Do you do any Therapeutic Riding/Instructing?  If YES, the minimum premium for this coverage is $300.00.  
 
       Premium for Step 4_______________ 
Step 5 
 
This worksheet does not represent all combinations and premiums for special endorsement of higher limits of insurance. 
 
        
 
Add the premiums from each step to get your annual premium: 
 
       Premium from Step 1______________ 
       Premium from Step 2______________ 
       Premium from Step 3______________ 
       Premium from Step 4______________ 
       Total of 1, 2, 3 & 4     ______________ 
 
 
 
*The premiums are based on the application completed.  Any additional premiums will be billed to the insured. 

 



                                          Equisure, Inc. 
                                 13790 E Rice Pl 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._______  Charge to my (check one): ______________VISA          _____________Mastercard 
 

______________-_____________-____________-____________ Expiration date: __ __/ __ __ 
 

3 Digit CID Code________                 For the amount of:  $_________________________  
 
                   
 
 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 
 


