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In-Home Day Care Questionnaire Blerimg

1. Name:

2. Address:
(exactly as it appears on daycare license)

3. Phone Number:

4. Email Address:

5. How many providers/assistants does this child care business have (including you)

6. Do You h.ave a state license to provide in-home child care, or have you applied |:| YES I:I NO
for licensing?

7. Do you agree to maintain a valid state license for the number of children |:| YES |:| NO

indicated on the application?

8. License Capacity

9. Current maximum number of children you care for at one time

10. Has your child care insurance ever been cancelled or non-renewed? |:| YES |:| NO

11. Have you had any cIa|m§ agamst you in the last 5'years, or do you, or your |:| YES |:| NO
employees know of any incident that could result in a claim?

12. Do you live in the home where the child care is provided? |:| YES |:| NO

13. Do you provide 24-hour care or overnight care? |:| YES |:| NO

14. Do you have any swimming facility other than an 18-inch deep plastic wading pool? |:| YES |:| NO

15. Do you have someone to watch the children in the event of an emergency that I:l VES l:I NO
causes you to leave the day care location?

16. Do you accept boarders in your home? |:| YES I:I NO

17. Do you have any other locations? []ves [ ]no

18. How many Additional Insureds should be included in this policy?

19. Form of Business: |:| Sole Proprietor I:l Corporation I:l LLC

Fax or email the completed questionnaire along with a copy of your daycare license. | will email you the quote and apps. To bind, sign
apps where indicated, mail to me at Marshall & Sterling with a clear copy of your daycare license and check payable to Thomco.

Marshall & Sterling Insurance Submit by Mail Michele Califano
125 High Rock Ave. Suite 206 m Claims CSS
Saratoga Springs, NY 12866 mcalifano@marshallsterling.com

www.marshallsterling.com/leeds m 518-587-1342, x1005
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