
Business address:_____________________________________________________________________
Street City State Zip

Business Name: ______________________________________________________________________

BusinessType: Individual Corporation Partnership Other

No. of years in businessat this location: _________

Telephone: (______)_________________________ Fax: (______)_________________________
E-mail: ______________________________________GrossAnnual Receipts: $_______________

Buildi ng Construction: Frame Bri ck Concrete Other ________________

Sprinkl ers: Yes No Fire/theft alarm: Yes No If yes,what kind? _______________

Square Feet of your practice: _______________

Value of Contents(computers, furnit ure, tables,desks,artwork, etc.): $ ______________________

Year building wasbuilt : ______________No. of Stories: ______________

Are you the owner of the buildi ng? Yes No If yes,Value of Building: $_________________

Have you fi led a claim in the last 5 years? Yes No

Choosea Deductible: $500 $1,000 Other $______________________________

Choosea Liability CoverageAmount: $1,000,000per claim/$2,000,000per year

$500,000per claim/$1,000,000per year Other $__________________________________

Do you haveBusinessOwners’ Coverage now? Yes No Renewal date _____/_____

For a Worker’s Comp quote, pleaseprovide this information:
No. of Full Time Employees:________________ No. of Part Time Employees_________________
Total Annual Payroll : $ ____________________Employer Federal I.D. No: __________________

Please contact me about Homeowners Insurance Auto Insurance Umbrella Insurance

ProfessionalSolutions InsuranceServicesisalicensedagency.CAlicense#0B84564. Thesematerialsdescribein generaltermsthecoveragethatmaybeprovidedunder apolicy. Coverageisunderwrittenonanindividualbasis. Ratesandsavings
experiencedmay vary basedon individual circumstances.Examineyourpolicycarefully for any exclusions,limitationsorconditionsthatmayspecificallyaffectcoverage.Thetermsandconditionsof thepolicyprevail. Alsocarefully examineyour
policy toensurethat thecoverageprovidedisappropriatefor yourbusiness. Note: WorkersCompensationwill bequotedatstatutorylimits.

For a no-obligation ratequote,mail a copyof your current insurance declarationspage
for Business Owners’ CoverageandWorker’s Comp.Fill out this form and mail to:

P.O.Box 9118,Des Moines, IA 50306-9118.
For faster service call 1-515-313-4502or

fax to 1-515-313-4472.

Business Owners’ and Worker’s Comp Coverage
REQUEST FOR QUOTE

Your e-mail address will never be shared or sold. It will be used to send you important notices.

Mo Yr

Name:______________________________________

Address:____________________________________

City:_________________State:______Zip:_______
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