AHERN 9655 GRANITE RIDGE DRIVE TEL: 800.282.9786
INSURANCE SUITE 500 FAX: 858.571.9010
BROKERAGE SAN DIEGO, CA 92123 EMAIL: INFO@AHERNINSURANCE.COM
LAW FIRM INSURANCE SPECIALIS

Welcome to the Ahern Insurance Brokerage eForms.

After completing this application please follow these simple instructions:

1) Click “Save Application,” navigate to your desktop and save a copy of the
completed application

2) Print & sign the application

3) To expedite the application process, email or fax a copy of the completed
application to AIB
Fax: (858) 571-9010
Email: Info@Aherninsurance.com

4) Please mail the original to:
Ahern Insurance Brokerage
9655 Granite Ridge Drive
Suite 500
San Diego, CA 92123

For additional support you can email techsupport@aherninsurance.com or consult the
help file at: http://www.aherninsurance.com/applications/help.htm

IMPORTANT!
Once you have filled out your application completely, you must PRINT, SIGN AND
MAIL THE ORIGINAL



Save Application

M
+y {'Al'Ch SUPPLEMENTAL QUESTIONNAIRE
Insurance Group® FOR NEW ATTORNEYS AND

“OF COUNSEL/INDEPENDENT CONTRACTORS”

INSTRUCTIONS:

e This form is to be completed by the Insured for each new lawyer or Of Counsel/Independent
Contractor joining the firm.

o |If space is insufficient to answer any questions fully, attach separate sheet.
e Answer all questions completely.

PLEASE PRINT OR TYPE

1. FIRM NAME (If partnership or corporation, show complete firm name)

Date of Hire:

Policy Number:

2. COMPLETE THE FOLLOWING FOR EACH NEW LAWYER JOINING THE FIRM:
Members in
good standing
Year Years in of the Lawyer’s
Social Design Admitted to Bar Private following Bar Individual
Lawyer's Name Security # Code* (Mo-Yr) Practice Associations Specialty

* Designation Codes:  F-Full Time
E-Member/Employee of the Firm
OC-Of Counsel/Independent Contractor (must answer a. and b. below)
PT-Part Time attorney (working 20 hours or fewer per week)

a. How many hours per week does the Of Counsel attorney spend working on behalf of the
firm .

b. Explain the relationship between the firm and the Of Counsel attorney.
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PAST
YEARS COMPANY* NUMBER CLAIM/AGGREGATE (month/day/year)

PROFESSIONAL
LIABILITY LIMIT OF
INSURANCE POLICY LIABILITY PER POLICY PERIOD

G IWIN(F

2a.

PLEASE INDICATE IF PRIOR ACTS COVERAGE IS DESIRED FOR THE NEW ATTORNEY(S):

[0NO PRIOR ACTS  (If “no prior acts” is requested, there is no need to answer questions 3. and
4. Please proceed to question 5. and sign and date the form.)

[1FULL PRIOR ACTS 71 CONTINUE CURRENT RETROACTIVE DATE

ARE YOU AWARE OF ANY PROFESSIONAL LIABILITY CLAIM MADE AGAINST YOU IN THE
PAST 5 YEARS, OR ANY INCIDENT, ACT, OR OMISSION WHICH MIGHT REASONABLY BE
EXPECTED TO BE THE BASIS OF A CLAIM OR SUIT, ARISING OUT OF YOUR
PERFORMANCE OR PROFESSIONAL SERVICES FOR OTHERS?

O Yes ONo (If “Yes”, Supplemental Claim Information Form must be completed for each
claim or incident.)

HAS ANY INSURANCE CARRIER DENIED,CANCELED OR REFUSED TO RENEW YOUR
LAWYERS’ PROFESSIONAL LIABILITY COVERAGE (other than for loss of market)?
O Yes ONo (If “Yes”, please provide details.)

HAVE YOU EVER BEEN REFUSED ADMISSION TO PRACTICE, DISBARRED, SUSPENDED
FROM PRACTICE, OR FORMALLY REPRIMANDED BY ANY COURT OR ADMINISTRATIVE
AGENCY?

OYes ONo (If“Yes”, please provide date and explanation of any such action.)

Warranty: It is warranted that the information contained herein is true and deemed incorporated into the
Lawyer’s Professional Liability Application. I/We hereby authorize the release of claim information from
any prior insurer to Arch Insurance Company

Any person who knowingly and with intent to defraud any insurance company or other 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.

Producer Name Signing this form and tendering premium does not

bind the applicant or the company to complete the
insurance. The application must be signed to be
considered for coverage.

Signature of Owner, Officer Date: New Attorney Date:
or Partner of Firm (Mo-Day-Yr) Signature (Mo-Day-YT)
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