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Lumley General Insurance (N.Z.) Limited, Head Office, Lumley Centre, 88 Shortland St, PO Box 2426, Auckland, New Zealand, Tel 09 308 1100,Fax 09 308 1114
	    Your duty of disclosure

     You must tell us all information you know (or could reasonably be expected to know) which would influence the judgement of a prudent Insurer whether

     or not to accept your proposal, and, if it is accepted, on what terms and at what cost. If you fail to meet your duty of disclosure, you may find that you never had any
     insurance at all.      When in doubt, disclose. Please remember that all information will be treated confidentially.

   Insured details
Name of individual(s) or company:     
Physical address of your business:      
Postal address, if different to the above:      
Contact:      
Mobile phone:      
Business phone:      
Fax:      
Email/website:      
Period of insurance:
From:      /     /     
To:      /     /     
   Business and operations
1.

Please give a description of your business activity or operation.      
Please also select what best describes your transport:   Carrier - Town  FORMCHECKBOX 

Carrier - Linehaul (120 kms+)  FORMCHECKBOX 

Courier -  FORMCHECKBOX 

2.

Actual turnover for this financial year

$     
Estimated turnover for next financial year $     
3.

Number of years in business: 

     
4.

Number of employees/drivers:

     
   Motor Vehicle Section  (This Section must be taken)
Item

Year

Make

Model
Registration

Sum Insured

Loss of Use
1

     
     
     
     
     
 FORMCHECKBOX 

2

     
     
     
     
     
 FORMCHECKBOX 

3

     
     
     
     
     
 FORMCHECKBOX 

4

     
     
     
     
     
 FORMCHECKBOX 

5

     
     
     
     
     
 FORMCHECKBOX 

6

     
     
     
     
     
 FORMCHECKBOX 

7

     
     
     
     
     
 FORMCHECKBOX 

8

     
     
     
     
     
 FORMCHECKBOX 

9

     
     
     
     
     
 FORMCHECKBOX 

10

     
     
     
     
     
 FORMCHECKBOX 

* Loss of Use Extension (Where Loss of Use has been indicated in tick box above, detail limits required):
Weekly limit required:
     
Number of Weeks (Indemnity Period):
     
Total Sum Insured:
     
Are any of your vehicles’ principal drivers under 25 years of age? If yes please attach details:

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Full name of driver

DOB

M/F

Years Licensed
Vehicle Reg No.

     
     
     
     
     
     
     
     
     
     
   General Liability  (This Section must be taken)
General liability

Please select limit required:

 FORMCHECKBOX 
 $1,000,000

    FORMCHECKBOX 
 $2,000,000

 FORMCHECKBOX 
 $     
Statutory liability

Automatic limit $500,000

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Employers’ liability

Automatic limit $500,000

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Bailees liability

Automatic limit $100,000

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 




	   Carriers Liability (This Section must be taken)
Covering the Insured’s legal liability as a carrier under the terms of the Carriers Act 

Limit $250,000 (Any one load)

1
Do you sub-contract to other Carriers?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

If Yes, please specify:       
2

Do you employ sub-contractors?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

If Yes, please specify:       
Do they have insurance cover? 

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

3

State maximum value of load carried in any one vehicle  

$     
What is the Estimated Annual Gross Freight Earnings

$     
4

Type of Contract (please attach copies of all contracts)

 FORMCHECKBOX 
 Refrigerated Goods

 FORMCHECKBOX 
 Fresh Produce

 FORMCHECKBOX 
 Livestock

 FORMCHECKBOX 
 Machinery

 FORMCHECKBOX 
 Other 

Please specify:
     
Do you carry dangerous goods? 

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

If yes, what exactly?      
   Material Damage   (Please indicate if Section applies by ticking Box and complete details as required)                                                  Taken  FORMCHECKBOX 

1
Location – Premises:      
2

Business activities of building occupant:      
3
Assets
Indemnity value*
Replacement value*
Buildings

$     
$     
Contents

$     
$     
Specified items

$     
$     
Details of specified items

     
a)

Do you require cover for portable equipment/tools of trade away from the premises?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

If Yes, specify total value (maximum $10,000):      
4

Building construction

Floor

Exterior walls

Roof

Frame

     
     
     
     
Number of stories

Year of construction

     
     
Does any part of the building construction include expandable polystyrene?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Does any part of the building contain a walk in chiller/freezer

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

5

What fire protection is in place?

Automatic sprinklers

   Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 

Smoke/fire detectors

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

6

Are the buildings on mains water supply?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

7

Are the premises protected by a monitored burglar alarm

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

8
Do you use or store flammable liquids or dangerous goods?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

If Yes, please advise details and quantity:      
9

Is cover required for Natural Disaster Perils?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

*Indemnity value = replacement value less depreciation.   *Replacement value = current replacement or rebuilding value

   Business Interruption     (Please indicate if Section applies by ticking Box and complete details as required)                                     Taken  FORMCHECKBOX 

The indemnity period (in months)      
Schedule of sums insured

Sum Insured

Item 1 – Gross profit/revenue/fees:

$     
Item 2 – Claim preparation costs:
$     
Item 3 – Additional increased cost of working:
$     
Item 4 – Loss of rents receivable:

$     
Is cover required for Natural Disaster Perils?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 




	   Personal Accident/Illness  (Please indicate if Section applies by ticking Box and complete details as required)                                 Taken  FORMCHECKBOX 

Insured Person: (a)

Insured Person: (b)

Weekly benefits (subject to minimum 7 day excess)

Sum Insured $     
Sum Insured $     
Total weeks cover required for:

52 Weeks  FORMCHECKBOX 

104 Weeks  FORMCHECKBOX 

52 Weeks  FORMCHECKBOX 

104 Weeks  FORMCHECKBOX 

Full name:

     
     
Occupation:

     
     
Date of birth:

     
     
Height/weight:

H      
W      
H      
W      
(a) Are you now, and generally in good health?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

(b) Are you presently taking any medication or receiving any

     medical treatment?
Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

(c) Are you suffering from any ailment, disease or injury?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

(d) Have you consulted a medical attendant in the last 2 years?
     (excluding colds and flu)

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

(e) Have you ever undergone a surgical operation?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Hazardous Activities: Please note that the policy excludes most hazardous activities. A full list is detailed in the policy exclusions but they include: racing, football, rugby league, competitive skiing/snowboarding, scuba diving, most forms of hunting, flying or other aerial activities, mountaineering and others. This is not a complete list
If you have answered Yes to any of the above questions (b) to (e), please give details below:
     
     
     
     
     
     
     
   Prior history
Has any proposed Insured ever had any:

a)

Insurance declined or cancelled or renewal refused?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

b)

Special conditions imposed?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

c)

Claims declined for the classes of insurance in this proposal 

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

d)

Criminal offence in the last five years?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

e)

Bankruptcy or insolvency adjudged against them?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

If you have answered Yes to any of the above, please provide full details below:

     
     
   Claims and/or loss experience – applicable to all sections
After enquiry, please give full details of any claims, losses, proceedings, notices or complaints made or made against you or any fine imposed under any legislation during the last 5 years, whether insured or not. Include any which were below a policy excess or deductible.

(Complete on a separate sheet if necessary)

Date of loss

Description of loss

Total amount of claim

     /     /     
     
$     
     /     /     
     
$     
     /     /     
     
$     
     /     /     
     
$     
     /     /     
     
$     
     /     /     
     
$     



	   Any additional information or requirements

    Pursuant to the Privacy Act 1993
The following is brought to Your attention:

(a)

This Declaration and Proposal collects information about you;

(b)

The information is collected to evaluate the insurance that you seek;

(c)

The intended recipient of the information is Lumley General Insurance (N.Z.) Limited;

(d)

The information is being collected and held by Lumley General Insurance (N.Z.) Limited of P O Box 2426, Auckland;

(e)

The collection of this information is required pursuant to the common law duty to disclose all material facts relevant to the insurance sought

and is mandatory;

(f)

The failure to provide this information may result in your application for insurance being declined or your insurance being void from the
beginning;

(g)

You have rights of access to and correction of this information, subject to the provisions of the Privacy Act 1993

Declaration
I/We hereby declare that the information and answers given in this Proposal are in every respect true and correct and that Lumley General Insurance (N.Z.) Limited is aware of all information that may be material in considering this Proposal. I/We agree that this Proposal and Declaration shall be the basis of and incorporated in the insurance contract. I/We undertake to inform Lumley General Insurance (N.Z.) Limited of any material alteration to the above facts whether occurring before or after the completion of this insurance proposal.
I/We authorise Lumley General Insurance (N.Z.) Limited to give or obtain from other insurers or any insurance broker or other party any information relating to this insurance or any other insurance held by me/us or any claim made by me/us.

I/We understand that:

(i) Lumley General Insurance (N.Z.) Limited is collecting the information on this proposal to evaluate my/our insurance requirements.

(ii) I/We am/are obliged to advise Lumley General Insurance (N.Z.) Limited of any information which may be material to its consideration of this application.

Insured(s) signature: 
Date:      /     /     
   For Office Use Only
Class of Business:        12
Risk Code   98 (TOP Pak)
Scheme:        
Subscheme:        
Code

Item

Registration
Premium

Code
Description
Premium
121 

Vehicle 1

     
081

General Liability

     
121

Vehicle 2

     
471

Statutory Liability

     
121

Vehicle 3

     
481

Employers Liability

     
121

Vehicle 4

     
012
Property – Buildings
     
121

Vehicle 5

     
401
Coy Earthquake - Buildings
     
127
Section Two
     
014
Property – Contents
     
128
Loss of Use
     
404
Coy Earthquake - Contents
     
122 / 123

TPO / TPFT

     
031
Business Interruption
     
124

Private Use

     
411
Coy Earthquake – Bus Interruption
     
141

Carriers 
     
051
Personal Accident
     
Lumley Company Premium:

     
Customer Number:

     
Co EQ Premium:

     
Branch:

     
Agency Number:

     
Fire Service Levy:

     
GST:

     
Account Manager ID:

     
Total Premium:

     
New Policy Number:

     



