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Social Housing Services Corporation

Errors and Omissions Tenants Support and Assisted Care Services
	

	
	



	General Information

	Name of Non- Housing Corporation
	     

	Mailing Address
	     

	City
	     
	Province
	     
	Postal Code
	     

	Contact Person
	     
	Position
	     

	Phone
	     
	Fax
	     
	

	Name of any subsidiaries or affiliates
	     

	Name of Present Insurer:
	     

	Total Premium
	$      
	Expiry Date
	     

	
	
	
	dd-mmm-yy

	Property Managers Errors and Omissions Liability

	Does your corporation perform any management activities for others
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, Indicate the categories that apply:

	 FORMCHECKBOX 
 General Administration
	 FORMCHECKBOX 
 Tenants Replacement/selection
	 FORMCHECKBOX 
 Financial management

	 FORMCHECKBOX 
 Property maintenance
	 FORMCHECKBOX 
 Property management
	

	Has your Corporation previously carried Errors and Omissions insurance?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, Provide the name of the Insurer and the policy term
	     

	Has any previous carrier ever cancelled or refuse to renew?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, what reason was given
	     

	Has any claim for professional services been made against your corporation during the past five years?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, please provide details
	     

	     

	Are you aware of any fact, error, omission or situation which may give rise to such a claim?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, what reason was given
	     

	     

	Non-shelter Tenant Support or Assisted Care Services

	So you or any other Corporation that you own or control, provide Tenant Support or Assisted Care Services?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, Complete the attached Tenant Support or Assisted Care Service application

	· If No, are Tenant Support or Assisted Care Services provided by others?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	· If Yes, are you responsible for providing insurance?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	· If yes, Complete the attached Tenant Support or Assisted Care Service application
	
	
	
	

	· If No, name the Corporation and describe the services
	     

	     


	Do you require confirmation that they maintain:

	Commercial General Liability Insurance for a minimum of $1,000,000
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Professional Errors and Omissions insurance for a minimum of $1,000,000
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Do your employees assist in providing these services?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, please describe
	     

	     

	Claims History

	Please provide details off all losses in the past three years for all projects
	 FORMCHECKBOX 

	Check if None

	Date
	Cause of Loss
	Reserve
	Amount Paid

	              
	     
	$      
	$      

	              
	     
	$      
	$      

	              
	     
	$      
	$      

	              
	     
	$      
	$      

	              
	     
	$      
	$      

	              
	     
	$      
	$      

	Declaration and Signature

	The undersigned authorized officer of the corporation declares that to the best of his/her knowledge the statement set forth here in are true.
SIGNING OF THIS PROPOSAL DOES NOT BIND THE APPLICANTO OR CORPORATION TO COMPLETE THE INSURANCE.

	

	Name
	     
	Title
	     


	Name of the Corporation Providing Tenants Support or Assisted Care Services
	     

	Mailing Address
	     

	City
	     
	Province
	     
	Postal Code
	     


	Name and address of the Project(s) where tenants support or assisted care services are provided
	     

	     

	Please check and provide a description of the Tenant Support or assisted care services offered

	 FORMCHECKBOX 
 Life skills training
	     

	 FORMCHECKBOX 
 Social skills
	     

	 FORMCHECKBOX 
 Assist in personal care
	     

	 FORMCHECKBOX 
 Medical Services Provided (medication, administration cauterization, etc.)
	     

	 FORMCHECKBOX 
 Vocational/educational services training
	     

	 FORMCHECKBOX 
 Physio Exercises
	     

	 FORMCHECKBOX 
 Pregnancy counselling
	     

	 FORMCHECKBOX 
 Nursery/daycare
	     

	 FORMCHECKBOX 
 Counselling
	     

	 FORMCHECKBOX 
 Other services (describe)
	     

	To whom are you providing these services?

	 FORMCHECKBOX 
 Battered women
	 FORMCHECKBOX 
 Developmentally handicapped children


	 FORMCHECKBOX 
 Individuals with AIDS
	 FORMCHECKBOX 
 Developmentally handicapped elders

	 FORMCHECKBOX 
 Stroke victims
	 FORMCHECKBOX 
 Physically handicapped children

	 FORMCHECKBOX 
 Daycare - elders
	 FORMCHECKBOX 
 Physically handicapped elders

	 FORMCHECKBOX 
 Daycare - children
	 FORMCHECKBOX 
 Unwed teenage mothers

	 FORMCHECKBOX 
 Others (please describe)
	     

	No. of employees
	     
	No. of employees Covered by Worker’s Compensation
	     

	No. of volunteers
	     
	

	

	No. of Staff
	Employed by you
	Not Employed by you

	Nurses
	
	

	· Registered Nurse (Extended Class) or nurse practitioners.
	     
	     

	· Registered Nurse
	     
	     

	· Registered Practicing Nurse or Registered Nursing Assistant
	     
	     

	Professionals (Other than Medical)
	
	

	· Health
	     
	     

	· Sociology
	     
	     

	· Counsellor
	     
	     

	· Psychology
	     
	     

	· Personal Support Worker
	
	


	Does any staff (other than professional) administer medications?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, Provide the following information
	

	No. of staff
	     
	Type of medication provided
	     

	Required training
	     

	No. of individuals to whom support services are provided
	     
	

	Is Errors and Omissions Liability coverage required for any professional staff (other than medical)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, please answer the following additional questions and sign the Declaration on the next page

	If yes, how many?
	     
	Professional Designation
	     

	Do you now carry or have ever carried Professional (Errors and Omissions) Liability Insurance?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, complete the following:

	Name of the Insurer
	Claims Made (Yes/No)
	Policy Limit
	Deductible
	Premium
	Retroactive Date
	Policy Period

	     
	   
	$      
	$      
	$      
	     
	      –      

	     
	   
	$      
	$      
	$      
	     
	      –      

	     
	   
	$      
	$      
	$      
	     
	      –      

	Have you ever had Professional Liability insurance declined or has any of such insurance been rescinded, cancelled or been refused renewal?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, please provide details
	     

	     

	Has the corporation or any of its principals, partners, officers, or directors been the subject of any disciplinary action by any governmental body or professional association within the last five (5) years.
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, give details and advise present status of any individual involved
	     

	     

	Have any lawsuit or claims been made against the corporation, its predecessors, subsidiaries, partners, officers, or employees during the past five (5) years.
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, attach the exhibit giving:
	     

	 FORMCHECKBOX 
 Date and description of claim
	 FORMCHECKBOX 
 Amount of defence expense and liability paid, if file is closed

	 FORMCHECKBOX 
 Present status
	 FORMCHECKBOX 
 Amount reserved for defence expense and liability, if file is not closed

	 FORMCHECKBOX 
 Explain what actions have been taken to minimize the chance of a similar claim

	     

	     

	After inquiry, is the corporation firm or its partners, officers, employees or subsidiaries aware of any actual or alleged errors, omissions, offences or circumstances which may reasonably be expected to result in a claim being made against the applicant or any proposed insured person or entity?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Do you have any “Abuse Protocol” in force?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, please complete the attached Abuse Declaration and attach copy of the protocol
	

	Declaration and Signature

	This application does not bind the applicant or the company, nor does it obligate the company to issue a policy or insure any services.  However, it is agreed that should a policy be issued, this application will be attached to and made a part of the policy.

NOTICE:

The limit of liability in the policy, if issued, may be reduced or completely exhausted by claim cost and/or legal defense.  In such event, the company shall not be liable for any judgement, settlement or claim cost or legal defense cost which are in excess of the limits of liability stated on the Declarations page of the policy.

The deductible in the policy, if issued, applies to claim costs and legal defense as well as to judgements and settlements.

The undersigned(s) certifies that he/she is the duly authorized representative(s) of each proposed Insured which submits this application to the Insurer for a policy of Insurance.  The statements and information above and all schedules and documents submitted, of which the underwriter receives notice, are deemed parts of the application (all of which schedules and documents shall be deemed attached to the policy as if physically attached thereto) and the word “application” refers to all of the foregoing.

Each proposed Insured represents that the statements set forth in the application are true and correct, and that reasonable efforts have been made to obtain information sufficient for accurate completion of this application.  It is further agreed by each proposed Insured that each policy or renewal thereof, if issued, is issued in reliance upon the truth of the representations and information in the application.

Each proposed Insured understands and agrees that any insurance policy issued by the company shall be subject to rescission if this application contains one or more misrepresentations or omissions material to the acceptance of the risk by the company.

If the information supplied on this application or attachments thereto changes between the date of this application and the inception date of the policy, the applicant will immediately notify the company of such changes.

	

	Name
	     
	Title
	     

	
	Print or type name
	
	Print or type title

	

	Signature
	     
	Date
	     

	
	Signed by authorized officer, partner or principal
	
	dd-mmm-yy








