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Bray & Oakley Insurance Agency, Inc.

PO Box 386

Logan, WV  25601

304-752-6850

304-752-5380 (fax)

cc@brayandoakley.com

WVBRIM Excess Liability Program

Agency: _____________________________________________

Address: _______________________________________________

Phone: _____________________________________________

Fax: _______________________________________________

E-Mail:_____________________________________________

Contact Person: _____________________________________

Entity to be Insured

Name of Entity: ______________________________________

Mailing Address: ____________________________________

Physical Address: ____________________________________

Contact Person for Inspection: __________________________

Phone: _____________________________________________
Web Address:  _______________________________________
Type of Entity

Municipality____   County___    Non-Profit_____

If municipality or county give population: ______________  

Total Budget: _____________

Auto Liability Premium ____________________

Brim All Other Liability Premium_________________

Detailed description of Operations ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Employee Information

Annual Payroll ___________

Any layoffs last 12 months, if so explain:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Enter Number of Officers& Directors_____ 
Use full time equivalents for employee numbers:

Law enforcement______ Firefighters________ Administrative or Clerical_______

Maintenance or Construction ________ Teachers or Faculty _________

Dentist’s ____ Physicians _________ Nurses ______ Drivers_________

All other professionals:  Number __________ Specify: _________________________

Unclassified ______   Total Number of All Employees _____________

Social Workers ______________

Therapist________
General Liability Exposures:
Please identify the applicable operation and provide the exposure information:

Airport ______yes ____no      Number: ______________________________

Amusement Parks _______yes ____no   Annual Sales: _________________

Arenas/Convention Centers _______yes ____no Area: _________________

Assisted Living Facilities _______yes _______no   Number of units __________

Athletic Participation/Teams: ____yes ______ no. of participants____________

Blasting Operations ______yes _____no. of blasts per year _______________

Bleachers/stadiums/stands>5,000 _____yes ______no Number_______________

Blood Bank ____yes _____no Number: _____________

Camps or campgrounds ____yes ____no Number: ________________________
Clubs/Organization _____ yes ______ no   Number of member:  ________

Number of campers _______________ Number of camper days ________

Overnight facilities ______ yes ________ no
Cemeteries ___yes ___no Number: ____

Chemical spray (insects) ____yes ___no Number of acres: ___ Times per yr.____

Chemical spray (weeds) ____yes ___ no Number of acres: ___ Times per yr.____

Dams/Reservoirs ____yes ____no Age: ___ Hgt.___ width: ____ Const.__________
Festivals _____ yes _______ no   Number of attendees  ________
Fireworks Displays: ____ yes ____no Number of times per yr. _________________

Golf Courses: _____yes ______ no Number: _________

Health Dept. ______ yes ____ no Number of emp.____ payroll: ________________
Number of out-patient visits _______________
Hospital:  ____yes ____no  Are you responsible for insurance: ____yes ___no

Hospice Care ____yes ____no Inpatient _____yes ______no Number of beds ____

Landfill: ____yes ___no Number open____ Number closed _________

Libraries: ____yes ____no Number: _____________

Liquor stores/taverns ______yes ____no Annual sales off: ___ Ann. Sales On: _____
Mechanical or electrical amusement device: ___yes ___no Number: ________

Mental health agency ____ yes ___no. patients out: ____ No. patients in: _______
Number of outpatient visits _____________
Museums: ____yes ____no   Number: ______________________

Nursing homes ___yes ____no Are you responsible for insurance: ____yes _____no
Offices _______ yes  _______  no   Square footage of offices _______
Piers, Docks, Marinas, boat slips/ramps _____yes ____no Number: ________________

Port Authority ____yes ___no Are you responsible for insurance ___yes ___no

Recreation Activities: ___yes ___no Describe: ______________________________________________________________________________________________________________________________________

Recycling Center _______yes   ______no

Rifle/Shooting range ____yes ____no Number: ____ Type: _____________________

Rodeo ___yes ___no Attendance: ______________________________

Sanitation, Garbage collection, Recycle ops. ____yes ___no Number Customers ____

Schools ____yes ___no (Describe in remarks section) Enrollment #____________

Shelters/youth homes/group homes ____yes ____no Number____ Type___________

Skateboard facility: ____yes ____no   Number: _______ Type: __________________

Ski facilities: ____yes ____no Number of downhill ___ No. cross-country__________

Special Events (fairs, carnivals, ect.) _____yes ___ no Number: _________________
Number of attendees ___________   Gate Receipts ___________ Dates ____________
Number of non-fair attendees ___________________
Describe: ______________________________________________________________________________________________________________________________________

Transportation system: ___yes ____no Annual payroll: ________________________

Transfer Stations ______yes ______no Number __________________
Vacant Land _________ Number of acres ____________
Describe type: ___________________________________________________________

Watercraft/boats: ____yes ____no Number >26 ft.:_____ Receipts: _____________
Social Service Agency

Meals on Wheel ______yes _____ no   Number of meals served:  ____________

Number of non-salaried welfare participants ________

Cost figure of weatherization/insulation program _________ Wages  ______ 

Materials _________________

Foster care and/or adoption Services____________

Substance Abuse Facilities __Yes  __ No    Inpatient/Outpatient ______ 

Number of patient encounters __________ Methadone ____Yes ____ No
Workshop for vocational Education ____ Yes  ____ No

Adult Day Care ___ Yes  ____ No
Police Professional:

Policies and Procedures:

Written manual: _______yes ______no   if yes, date of last revision_______

Specific policies regarding:

Use of deadly force: ____yes ___no    Non-deadly force___yes _____no

Hot Pursuit _____ yes ______no        Authorized “moonlighting ___yes __no

Explain:________________________________________________________________ ________________________________________________________________________

________________________________________________________________________List all department accreditations: ___________________________________________________________________________________________________________________________________

Number of:  armed officers____        Auxiliary officers _____ clerical__________

Correctional officers_______

Jail Operations:
Type of facility: ____jail ____holding cell ____detention cell ______none

Average number: daily inmates______   Length of stay________________

State certified capacity________  Number of beds __________
Date of last inspection: ______State corrections officials _________ Fire Marshall ________ Health department

Method of inmate surveillance: _______patrol ______video ______intercom_______ Other: ____________________________________________________

Written jail procedures and policies regarding:

Intake screening/classification    ________yes          _______no

Separation of youthful offenders ________yes         _______no

Separation of violent offenders   _________yes        _______no

Strip searches                                _________yes        ______ no

Jail evacuation                              _________yes        _______no

Medical treatment/sick call        ________yes           _______no

Suicide prevention                      ________ yes          _______no

Have there ever been any suicides? _______ Attempted suicides? ________

Explain: ________________________________________________________________________________________________________________________________________

Vehicle Exposures (For all entities):

Enter the number of owned or leased vehicles as indicated:

          Police & All Other Entities


Fire Department
Squad cars ______   


                 Private passenger ________

Other private passenger________        
     Rescue or Paramedic Units ________

Light trucks (under 10,000 gvw) _____           Light trucks (under 10,000 gvw) ____              

Med. trucks(under 20,000 gvw) ______   
     Med. trucks (under 20,000 gvw) _____   

Heavy trucks (over 40,000 gvw) ______          Heavy trucks (over 40,000 gvw) ______

Extra Heavy (60,000 gvw or over) ______      Extra Heavy (60,000 gvw or over)____ 
      

*Buses (1-8 passenger) ________                     Ambulances ____________

*Buses (9-20 passenger)   ________

*Buses (21-60 passenger) _________

*Buses (Over 61 passenger) ________
***Describe how buses are used****________________________________________
Hired & Non-owned autos __________
Specify vehicles traveling over 75 miles on a regular basis: ________________________________________________________________________________________________________________________________________________

Swimming Pools:

Number of Pools _______        Number of Diving Boards _____  

Number of Water Slides ________ 
Number of Life guards on duty ______

Are all pools fenced? _______ If not why? ________________________

Water System

Population Served: ______________

Number of Connections: Residential _______ Commercial______ Industrial________

Number of fire hydrants ________

Does entity operate a lake or dam? _____ IF yes, describe: ________________________________________________________________________________________________________________________________________

Gallons sold per year _______________________

Payroll _______________________________

Is an inspection program in place to prevent dry hydrants? _____

Does entity have a cross connection or redundancy program? _____________

Does entity have emergency power? ______________

Sewer System:

Population Served: _________________

Payroll: ___________________________

Miles of pipe: _______________________

Number of Customers: Residential_______Commercial______Industrial________

How often are the lines inspected: _________________________________________?

What is the inspection process: _______video ____smoke ____dye?

Treatment Plant _____yes _____no

Fire Department

Paid Firefighters__________             Volunteer/Part Time Firefighters__________

EMT’s ____________                          Paramedics ___________

Radius of operation __________        Number of annual fire calls: _____________

Number of annual emergency or ambulance calls: __________________________

Is entity responsible for transportation of injured persons? __________________

Does the department have a procedures manual: ___________________________

Do you operate a paramedic or EMT service _____yes ______no?

Are all EMT’s and paramedics licensed? __________________________________

Emergency Dispatch:

Does your fire/police/emergency department handle its own dispatch ____________?

If no. who? _____________________________________________________________

Does the system have automatic number identification _______________________?

Does the system have automatic location identification _______________________?

Do you have emergency power? ____________________________________________

Daycare/Entities with custodial exposure

Name of facility: _________________________________________________________________

Location: _______________________________________________________________

Licensed by the State? _____________________________

Description of operations:______________________________________________________________________________________________________________________________________________________________________________________________________________

Number of patients or students_______   Number of annual patient 

Breakdown of professionals:  ________________________________________________________________________________________________________________________________________________

Number of teachers or faculty: ____________________________

Volunteers: _____________________________________________

Average daily attendance of children:

0-2 years________   3-5 years _____ 6-9 years _____ 10 & Over ________

Any overnight accommodations? ________ Number of beds_______

If overnight accommodations, describe ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Abuse Policy

Do you have a written sexual abuse/molestation policy? _______________________

Are references and criminal background checks done on all employees and volunteers: ______________________________________________________?

Are there rules or guidelines prohibiting closed door, one-on-one meetings? ____

Are all prospective employees checked with the child abuse register and with law enforcement agencies for criminal records? __________________________________

Have any employees been the subject(s) of a child abuse/neglect investigation?  If so, what was the result of the investigation? ____________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is any counseling conducted off-premises or in client’s or counselor’s home?  If yes, by whom and what type of clients?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any abuse/molestation claims in the past five years:________, If so, describe________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Streets and Roads:

Mileage of streets and roads: _________________

Maintained by the State ________ Maintained by entity____________

Housing Authority:

Number of housing units owned or operated: ______________________________

Sprinklered: ________, if yes, give buildings and location

Type of construction and age of buildings by location: _________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Number of stories in building(s): ________________________________________________________________________________________________________________________________________________

Written policies and procedures on Fair Housing Act? _________________________

Written policies on Americans with Disabilities Act? __________________________

Please use the following to include any additional information that may need to be reported:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________
