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Commercial Auto Additional Information
	Account Name:

	Policy Term:


	Date Completed:
	Producer:


SAFETY

1.  Is there a Written Fleet Safety Program?

Yes  FORMCHECKBOX 


No   FORMCHECKBOX 



a.  Name the person responsible for the program:






MAINTENANCE

2.  Is there a vehicle maintenance program in place?


Yes   FORMCHECKBOX 


No   FORMCHECKBOX 



a.  Does it include any daily/weekly inspections that are documented? 
Yes   FORMCHECKBOX 


No   FORMCHECKBOX 



b.  Who Services the Vehicles? 



___________________



1.  How Often?
 ______________

2.  Written Records?
Yes   FORMCHECKBOX 

             No   FORMCHECKBOX 

ACCIDENTS

3.  Is an accident prevention program in place?




Yes   FORMCHECKBOX 


No   FORMCHECKBOX 


4.  Is a formal accident investigation/review procedure in place?

Yes   FORMCHECKBOX 


No   FORMCHECKBOX 



a.  Are drivers instructed what to do if an accident occurs?


Yes   FORMCHECKBOX 


No   FORMCHECKBOX 

DRIVERS

5.  Current Number of Drivers:



How many have CDL’s:




6.  How many drivers have less than 5 years driving experience:





7.  Total number of drivers with your company for less than 1 year:





8.  Does the company order MVR’s  prior to offering employment
Yes   FORMCHECKBOX 


No   FORMCHECKBOX 


9.  Does the company order MVR’s  on all drivers  annually

Yes   FORMCHECKBOX 


No   FORMCHECKBOX 



a.  If no, how often does the company order MVR’s:







b.  What is the company’s guidelines for an acceptable MVR:









___________________________________________

10. Does the company administer any of the following:



a.  Initial Road test for all Drivers with CDL’s:


Yes   FORMCHECKBOX 


No   FORMCHECKBOX 



b.  Physical Exam:
Yes   FORMCHECKBOX 

  No   FORMCHECKBOX 

If Yes, how often:






c.  References checked prior to employment:




Yes   FORMCHECKBOX 


No   FORMCHECKBOX 



d.  F0rmal Driver Training:
Yes   FORMCHECKBOX 

  No   FORMCHECKBOX 

f yes, prior to driving alone?
Yes   FORMCHECKBOX 

  No   FORMCHECKBOX 



e.  Drug Testing:
Yes   FORMCHECKBOX 

  No   FORMCHECKBOX 
 
If Yes, how often:
_______________
VEHICLES
11. What is the total number of Vehicles:





12. Total # of vehicles (excluding PPT) that usually make more than 2 stops a day:

_
      Total # of vehicles (excluding PPT) that make  a maximum of 1 to 2 stops a day  ______
13. Do any of the company vehicles travel more than 50  miles from your office:
Yes   FORMCHECKBOX 

  No   FORMCHECKBOX 

If yes, How many?



How Often?








14.  Do any of the company vehicles travel more than 200 miles from your office: 
Yes   FORMCHECKBOX 

  No   FORMCHECKBOX 

If yes, How many?



How Often?






15.  Number of Vehicles (GVW, where applicable):

a. PPT:




  b.  Light (0-10,000):



c.  Medium (10,001-20,000)


  d. Heavy (20,001-45,000):
e.  Heavy Truck-Tractor (0-45,000)

  f. Extra Heavy Trucks (45,000+)



g.  Extra Heavy Truck-Tractor (45,000+)





16.  Number of Trailers:




a.  Utility (Under 2000 GVW)

  b.  Trailers (Over 2,000 GVW)





c.  Semi-Trailers







17.  Any other type of vehicles (Bus, Motor-home, unique, etc), please describe:




19.  How many vehicles have cargoes that are either hazardous, theft sensitive or perishable, 

please list and describe: 
























20.  Number of Vehicles insured elsewhere:



VEHICLE USE
21. What restrictions do you have in place for personal use of company vehicles? (i.e. no personal use in writing) ? 










______________________________________________







a.  Do you allow vehicles to be taken home at night:


Yes   FORMCHECKBOX 


No   FORMCHECKBOX 




b.  List vehicles which are taken home at night:







22.  Are non-employees (spouse, children, friends, etc) permitted to drive the insured vehicles?





Yes   FORMCHECKBOX 


No   FORMCHECKBOX 

Authorized Signature






Date
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