
Business Questionnaire fax back to: 
Western Benefit Solutions Inc.  Fax 408.521.3348 

Business _____________________________________ Phone __________________________ 
Contact Person ________________________________ Fax ____________________________ 
Tax Identification Number ______________________________________________________ 
Address & # of Locations   _____________________________________________________ 
___________________________________________________________________________ 
Years in Business _______ Previous Insurance_____________________________________ 
Years of Experience in field ______Contractor Lic. # __________# of Owners/Partners_____ 

PREMIUMS

General Aggregate $ Premises/Operations

Products & Completed Operations Aggregate $ $

Personal & Advertising Injury $ Products/Completed

Each Occurrence $ $

Fire Damage (any one fire) $ Other

Medical Expense (any one person) $ $

Other Coverages, Restrictions, and/or Endorsements Total
Deductible $ $

LIMITS OF LIABILITY REQUESTED

General Liability 

# of employees______ Projected Sales ___________ Payroll (excluding clerical & owners)__________ 
Liability Limits  300/500     500/1,000,000         1,000,000/2,000,000     ___________________ 
(for separate job classifications, please use Workers Comp space ex: Carpet Cleaning, Janitorial, Clerical etc) 
 
Do you want any additional Insured _____________________________________________________ 
Name and Address of additional Insured _________________________________________________ 
__________________________________________________________________________________ 

Building/Contents: 

Building ______________________ Contents _________________Loss of Income ________________ 
Year built __________ Square Footage _______________ Alarm __________ Sprinklers ___________ 
Own or Lease _______________________ Construction Type _________________________________ 
Year of last electrical update _____ Year of last plumbing update _____ Year of last roof update ______ 
Number of levels in the building _________________________________________________________ 



Workers Comp 
Classes (warehouse, clerical, sales, painting, etc.) 
Class       Payroll 
_____________________________________________ _________________________________________ 
_____________________________________________ _________________________________________ 
_____________________________________________ _________________________________________ 
_____________________________________________ _________________________________________ 
Please provide loss runs (or we can order it), copy of policy, and any info regarding experience mod. (IF  
CLIENT IS ON MONTHLY REPORTING FORM, GET COPY OF LAST MONTH’S FORM). 

Vehicles Liability: Medical: Um:  Comp:  Coll: 
Year  Make  Model  Vin#   Notes: 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
Description of Business (necessary for classification of business): ____________________ 
_________________________________________________________________________ 




