
I. General

Business Name: __________________________________________________________________________________________________________________________________

Address: NUMBER & STREET ______________________________________________________________________________________________________________________________

CITY & STATE ______________________________________________ COUNTRY ______________________________ ZIP CODE __________________________________________

Annual Income:  ____________________________ Value of Business Assets: ________________________________________________

Type of Business: __________________________________________________________________________________________________________________________________

Please attach a separate sheet of paper with any information that does not fit in the space provided.

II. Please provide the following number of employees in each category:

Total number of Directors: ________ Directors to be insured: ________

Total number of Officers: ________ Officers to be insured: ________

Total number of other Employees:  ________ Other Employees to be insured: ________

III. List or attach a census of ALL Persons to be Insured:

Name: ______________________________________ Date of birth: __________________ City of Residence: ______________________

__________________________________________ ____________________________ ______________________________________

__________________________________________ ____________________________ ______________________________________

__________________________________________ ____________________________ ______________________________________

IV. List details of non-USA exposure to employees:

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

V. Please describe the additional coverages you are seeking:

❑ Detention coverage (if yes, we will need a summary of each persons salary)

❑ Additional Accidental death coverage    $ ____________________  each person

VI. Special requests, comments or notes:

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

I have read the above and declare that to the best of my knowledge and belief the statements are true and complete and that I have not knowingly withheld

any information which may be material to Underwriters in their assessment and acceptance of the risk. 

Signing this form does not bind the Applicant nor the Underwriters to complete the insurance, but it is agreed that this form shall be the basis of the contract

should a policy or certificate of insurance be issued.

Signature of Applicant ________________________________________________________ Date __________________________________

Print Name __________________________________________________________________

PETERSEN INTERNATIONAL UNDERWRITERS
23929 Valencia Blvd., Suite 215 • Valencia, CA 91355 • Fax (661) 254-0604  

EPIC 2 - SPECIAL CONTINGENCY COVERAGE APPLICATION
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This Application supplements the EPIC 1 Application
Please be sure to include the complete EPIC 1 Application



 
 

Petersen International Underwriters 
Privacy Policy Statement 

 
 

Petersen International Underwriters 
 
Petersen International Underwriters want you to understand how we protect the confidentiality of non-public 
personal information we collected about you. 
 
 
 

Information We Collect 
 
We collect non-public information about you from numerous sources including, but not limited to: 
 

a) Information we receive from you on applications and other forms; 
b) Information about your transactions with our affiliates, others or us;  
c) Information we receive from consumer-reporting agencies; and 
d) Financial and medical sources. 
 

 
 

Information We Disclose 
 
We do not disclose any non-public information about you to anyone except as is necessary in order to provide 
our products or services to you or otherwise as we are required or permitted by law (e.g. subpoena, fraud 
investigation, regulatory reporting, etc.). 
 
 
 

Confidentiality and Security 
 
We restrict access to non-public personal information about you to our employees, our affiliates’ employees or 
others who need to know that information to service your account. We maintain physical, electronic and 
procedural safeguards to protect your non-public personal information. 
 
 
 

Contacting Us 
 
If you have any further questions about this privacy statement or would like to learn more about how we protect 
your privacy, please contact the insurance producer who handled this case, or our offices at: 23929 Valencia 
Boulevard, Suite 215, Valencia, California 91355, (800)345-8816, e-mail: piu@piu.org  
 
 
 
 

PrivacyPolicy022503 
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PETERSEN INTERNATIONAL UNDERWRITERS 
23929 Valencia Boulevard, Suite 215, Valencia, California 91355 

(661) 254-0006 (800) 345-8816 Facsimile (661) 254-0604 
Website: http://www.piu.org  E-Mail: piu@piu.org 

 
 

AUTHORIZATION TO RELEASE PERSONAL INFORMATION 
HIPAA Compliant 

 
I AUTHORIZE any physician, medical practitioner, hospital, clinic, health care facility, other medical 
or medically related facility, insurance or reinsuring company, consumer reporting agency, employer 
having information available as diagnosis, treatment, and prognosis with respect to any physical or 
mental condition and/or treatment of me or my minor children to provide to Petersen International 
Underwriters, Inc., or to any agency authorized by Petersen International Underwriters, Inc to collect 
any and all such information by means of U.S. Post , fax or e-mail.  
 
I AUTHORIZE Petersen International Underwriters to communicate with me/us or our representative 
via mail, phone, fax or electronic mail regarding quotations, underwriting, claims, coverage 
administration, or additional coverages from Petersen International Underwriters. 
 
I UNDERSTAND the purpose of this Authorization is to allow Petersen International Underwriters, 
Inc., to determine eligibility for life or health insurance or claim for benefits under a life or health 
policy. Any information obtained will not be released by Petersen International Underwriters, Inc., to 
any person or organization EXCEPT to those persons or organizations needing such information in 
performing business or legal services in connection with my application, claim or as may be otherwise 
lawfully required or as I may further authorize.  
 
I KNOW that I may request to receive a copy of this Authorization. 
 
I UNDERSTAND that I may revoke this Authorization, except to the extent that Petersen International 
Underwriters, Inc. has acted in reliance upon this Authorization. My revocation must be submitted in 
writing to Petersen International Underwriters Inc.. Any such revocation may also have an impact 
upon my Underwriting or claims processing. 
 
I UNDERSTAND that I can obtain a complete copy of Petersen International Underwriters Inc. 
Privacy Policy either on Petersen International Underwriters, Inc. website or by contacting them 
directly and asking for a copy. 
 
I AGREE that a photostatic copy of this Authorization shall be as valid as the original. 
 
I AGREE this Authorization shall be valid for two years from the date shown below. 
 
 
 
 
Signed this        day of       20   
 
 
 
        
 Signature of Proposed Insured 
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