
Phone:  425-771-8988       Fax: 425-775-9046 

  TRUCK/BUSINESS-AUTO QUICK QUOTE SHEET 
  Agency Name_________________________                        Phone:________________________________ 
  Contact Person:________________________                      Fax/Email______________________________ 
  NAMED INSURED:________________________________Requested Effective Date__________________ 
  Type of operation______________________________________________________________________ 
  Garaging Address:_____________________________________________________Radius:___________ 
  Years driving experience_________________                      Years owned vehicle(s)___________________ 
  Years in Business ______Actual Gross Revenue Past Yr:_________________  Projected:______________                      
  Past Year Mileage: ______________________                       Projected Mileage:______________________ 
  Do you operate primarily on fixed routes to regular destinations?:  yes               no   
  % loads for Shipper:_______How long have you been hauling for that shipper? ______________________
              Cities Traveled to:_______________________________________________________________________  
  _____________________________________________________________________________________ 
  Years of Verifiable Insurance____________                         Present Insurance Carrier_________________     
  Cancelled or Non‐renewed in past 3 years?_____________ Any Losses in in last 3 years?_____________ 
  If losses, date of loss, details, name of driver and amounts paid_________________________________ 
  ______________________________________________________________________________ 
             Cargo commodities, their %’s, and max values:_______________________________________________ 
               Target pricing:____________________                                 MC or DOT #:___________________________ 

Drivers 
 
 
 
 
 
 

 
Vehicles 

 
 
 
 
 
 
 

 
 

Limits 
 
Liability: ____ _______________________ 
UM:  ___________________________ 
Med pay: ___________________________ 
Hired/   
Non-owned: ____ _______________________ 
PIP:  ___________________________ 
Cargo:               ___________________________ 

Deductibles 
 
Spec Perils: ________________________ 
Coll:  ________________________ 
Comp:  ________________________ 
Cargo:  ________________________ 
 

Please save and attach to email.            

                Filing Requirements:_____________________________________________________ 
 

Please note: This is not an application and the figures we are quoting are an indication only, subject to a properly completed  
application.  You do not have binding authority. 

 
 

 

Full Name                        License #                  DOB           Years Exp    Years Emp MVR Activity 

Year/Make                              Current Value                 Gross Weight                  Use 


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Check Box17: Off
	Check Box18: Off
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 


