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1. a) Full Name of the Applicant (Insured) :
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b) Mailing Address (incl. Postal Code) & Company Website:
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¢) Subsidiaries or Divisions if any:
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[] Individual # % [ JPartnership & %} [ JCorporation = # [ JOther #
e) The Insured is # %' * 4_
[ ] Manufacturer @ ¢ % [ JWholesaler #+% 7 [ |Retailer 2 & 7 [ JImporter :& v 7 [ ]
Exporter ! v 7 [ ] Assembler % i = & % [ JOther #

2. Please provide the following key information of the Insured if available.
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3. Please advise the effective key insurance terms of the underlying insurance or the key

insurance terms the Insured intends to arrange for the underlying insurance.

;ﬁ‘{,‘. FOAR IR A B A h prZ. AR - iRre 2 0 B IR IR AN AR IR A R P R 2 R R
200 B R IE
Insurance | Insurance | Insurance | Limit of Premium Rate Loss Record in the
Type Company | Period Liability | and/or Premium past 5 years
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4. Please advise the limit of liability the Insured intends to insure for this excess liability
insurance and the loss record in the past 5 years
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5. Please provide the completed application form of the underlying insurance provided that the

Insured is not available to complete this application form.
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Signature of the representative completed this form:
NEAAEE

Date:
p#p
B 7 d BGEEA/REAERERGDFHET

¥* 53 B B A /ABAEER | FaN P REE g o PP RR

FEEY B




