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  Agent Name: _____________________ 
       Agency #: _______________________ 
       Address: ________________________ 
       ________________________________ 
       Phone: (_____)___________________ 
        

Dealers Application 
 

Proposed Term:  From:  _______________ To: ____________________ 
    
 
Name:___________________________________  Phone (_____) _______________________ 
 
Address: ________________________________   Contact name: _______________________ 
 
Location Address:            Web Address:  ______________________ 
 
Loc #1: ______________________________________________________________________ 
 
Loc #2: ______________________________________________________________________ 
 
Loc #3:  ______________________________________________________________________ 
 
Form of Business:  _____ Individual   _____ Partnership  _____ Corporation _____ Other 
 
Applicantôs Years In Business _______________  Applicantôs Years at this Location ______ 
 
 

COVERAGES AND LIMITS OF LIABILITY 

Coverage Limits of Liability  

Liability - Garage Operation 
                     Limited 
                     Unlimited 
$                Liability Deductible 

$         
$           
$           
 

Auto Only 
Other Than Auto 
Aggregate ï Other Than 
Auto  

PIP $                                       

Medical Payments $                   Auto        Premises          Both     

Uninsured Motorists Coverage $                                                          

Underinsured Motorists Coverage $                                                          

Number of Plates Dealer #                      Transporter #             Other #                      

Average Number of Units Sold Per Year: 

Dealers Open Lot 
Physical Damage 

Number of Autos 
Held for Sale 

 
Max. 
Value Any 
One Auto 

Max. 
Value 
for All 
Autos 

 
 
Deductible 
Per Auto 

 
 
Aggregate 
Deductible 

 
Coverage 

 
Loc 

 
Max. 

 
Av. 

Specified Perils       $                       $          $                  $            $                  $                  

Comprehensive      $                       $          $                  $            $                  $                  

Collision      $                                                                      Deductible $                       

Other Coverage ï Specify                                                                                                                    
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