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NON OWNED AUTO COVERAGE WITH DELIVERY
RENEWAL SUPPLEMENTAL APPLICATION
Insured:
Policy No:
Location address:
Agency:
INSTRUCTIONS: Complete one form for each location. Document is not valid if not signed. Please update
any of the following information that has changed.
1.

Latest hour of delivery operations __________

2.

Average number of deliveries per week________

3.

In miles, farthest point of delivery ________mile(s)

4.

Percentage of total sales generated by delivery _____%

5.

Percentage of the lnsured's employees that operate their vehicles in the business _____%

6.

Average number of drivers during a shift _______
Maximum number of drivers during a shift _______

7.

Are all delivery drivers employees? DYes DNo If no, please explain ____________
How are the drivers compensated? ______________

8.

Is any item other than food delivered?DYes

9.

Are any vehicles owned by the Insured? DYes Q.Jo If yes, is non owned auto coverage provided by the
commercial auto carrier? DYes Q.Jo Ifno, provide written verification.

Q.Jo

Ifyes,describe: _____________

10. Is there a formal, written Driver Recruitment and Monitoring Program in place? DYes Q.Jo
If yes, please also provide a copy of the program along with current copies of each driver's Motor Vehicle
Record (MVR).
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Please update the list of drivers b elow.
updated information as indicated.

Driver name
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Please cross out the names of any individuals who are no longer drivers for your business.

Status

Updated auto insurance
information required?

Updated copy of driver
license required?

Provide

Updated copy of
MVR required?
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For any new drivers, please provide the following information. We will need proof of valid and collectible primary auto insurance (copy of
declarations page, certificate of insurance, and/or copy of insurance card) for each driver. Please provide a legible copy of the driver license for
each driver. Complete additional sheets if needed.

Driver name

Date of
birth

Date of
hire

Month and year
began driving in
United States

Driver license number

Driver license
expiration date

I certify that this renewal questionnaire contains material representations of my delivery operations and a complete list of all drivers who deliver
goods on behalf of the Insured. I verify that there is no guaranteed time frame for any delivery.

Printed name of authorized representative of Insured.

Title

Signature of authorized representative of Insured.

Date
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Applicant:
Agency:

Date:
Agency Contact:

NON OWNED AUTO COVERAGE WITH DELIVERY
SUPPLEMENTAL APPLICATION
Location address:
INSTRUCTIONS: Complete one form for each location. Document is not valid if not signed. Coverage
must be written as part of an ICC Businessowners Policy.
1.

Latest hour of delivery operations____________

2. Average number of deliveries per week________
3.

In miles, farthest point of delivery________mile(s)

4.

Percentage of total sales generated by delivery _____%

5.

Percentage of the Applicant's employees that operate their vehicles in the business _____%

6. Average number of drivers during a shift _________
Maximum number of drivers during a shift _________
7. Are all delivery drivers employees? I IYes I1No If no, please explain _____________
How are the drivers compensated? ______________
8.

Is any item other than food delivered? 11Yes 11No If yes, describe: ______________

9. Are any vehicles owned by the Applicant? I1Yes
No If yes, is non owned auto coverage provided by the
commercial auto carrier? I Yes I No If no, provide written verification.
10. Is there a formal, written Driver Recruitment and Monitoring Program in place (sample attached)? I Yes I No
If yes, please also provide a copy of the program along with current copies of each driver's Motor Vehicle
Record (MVR).
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Please provide the following information. We will need proof of valid and collectible primary auto insurance (copy of declarations page,
certificate of insurance, and/or copy of insurance card) for each driver. Please provide a legible copy of the driver license for each driver.
Complete additional sheets if needed.

Driver name

Date of
birth

Date of
hire

Month and year
began driving in
United States

Driver license number

Driver license
expiration date

I certify that this questionnaire contains material representations of my delivery operations and a complete list of all drivers who deliver goods on
behalf of the Insured. I verify that there is no guaranteed time frame for any delivery.
Printed name of authorized representative of Applicant.

Title

Signature of authorized representative of Applicant.

Date
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