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Markel Insurance Company 
P.O. Box 2009, Glen Allen, VA 23058-2009 
Telephone: (800) 431-1270 Fax: (804) 527-7915 
Email applications to: mscsubmissions@markelcorp.com
Website: markelinsurance.com 

Accident medical application for child care centers, nursery schools, and 
head start programs 

Markel agent number: ________________ 

Business name: ____________________________________________________________________________________ 

Phone #: __________________ Fax #: __________________ Email: _________________________________________ 

Mailing address: _________________________________________________________ City: ______________________ 

County: _______________ State: __________ Zip code: __________ Website: _________________________________ 

Location address: ________________________________________________________ City: ______________________ 

County: _______________ State: __________ Zip code: __________ (If multiple locations, please list separately.) 

Contact person & phone number: ______________________________________________________________________ 

Section 1 – Applicant information 

1. Type of business:  Childcare center  Nursery school  Head start program 

2. Describe any activities outside of normal childcare: _____________________________________________________

3. Total number of children: __________

4. Is coverage desired for staff?  Yes  No 

If yes, total number of staff: __________

5. Desired effective date: ________________

Section 2 – Loss information 

Indicate premium and losses on accident coverage for the past 3 years.  Check here if none. 

Policy year Premium Losses Name of carrier 

NOTE: Submit for quote when there have been losses in the prior 3 years, or sports or travel exposure. 

Section 3 – Coverage limits  Primary  Excess (If primary coverage desired, please include loss runs) 

Please select one limit from each coverage and one deductible: 

Accident Medical Expense:  $5,000   $10,000  $25,000  $35,000  $100,000  Other: ___________ 

Accidental Death and Dismemberment:  $5,000   $10,000  Other: ___________ 

Deductible:  None   $50   $100   $250  Other: ___________ 

Fair Credit Report Act Notice: Personal information about you, including information from a credit or other 
investigative report, may be collected from persons other than you in connection with this application for insurance and 
subsequent amendments and renewals. Such information as well as other personal and privileged information collected 
by us or our agents may in certain circumstances be disclosed to third parties without your authorization. Credit scoring 
information may be used to help determine either your eligibility for insurance or the premium you will be charged. We 
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may use a third party in connection with the development of your score. You may have the right to review your personal 
information in our files and request correction of any inaccuracies. You may also have the right to request in writing that 
we consider extraordinary life circumstances in connection with the development of your credit score. These rights may 
be limited in some states. Please contact your agent or broker to learn how these rights may apply in your state or for 
instructions on how to submit a request to us for a more detailed description of your rights and our practices regarding 
personal information. 

Fraud Warning: Any person who knowingly and with intent to defraud any Insurance Company or another person files 
an application for insurance or statement of claim containing any materially false information, or conceals for the purpose 
of misleading information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime and 
subjects the person to criminal and civil penalties. (Not applicable in AL, AR, CO, DC, FL, KS, KY, LA, MD, ME, MN, NJ, 
NM, NY, OH, OK, OR, PA, RI, TN, VA, VT, WA, and WV) (Insurance benefits may also be denied in LA, ME, TN, and VA.) 

STATE FRAUD STATEMENTS 

Applicable in AL, AR, DC, LA, MD, NM, RI and WV 

Any person who knowingly (or willfully)* presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly (or willfully)* presents false information in an application for insurance is guilty of a crime and may be subject 
to fines and confinement in prison. *Applies in Maryland only. 

Applicable in CO 

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the 
purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of 
insurance and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, 
incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to 
defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be 
reported to the Colorado Division of Insurance within the Department of Regulatory Agencies. 

Applicable in FL and OK 

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an 
application containing any false, incomplete, or misleading information is guilty of a felony (of the third degree)*. 
*Applies in Florida only. 

Applicable in KS 

Any person who, knowingly and with intent to defraud, presents, causes to be presented or prepares with knowledge or 
belief that it will be presented to or by an insurer, purported insurer, broker or any agent thereof, any written, electronic, 
electronic impulse, facsimile, magnetic, oral, or telephonic communication or statement as part of, or in support of, an 
application for the issuance of, or the rating of an insurance policy for personal or commercial insurance, or a claim for 
payment or other benefit pursuant to an insurance policy for commercial or personal insurance which such person knows 
to contain materially false information concerning any fact material thereto; or conceals, for the purpose of misleading, 
information concerning any fact material thereto commits a fraudulent insurance act. 

Applicable in KY, NY, OH and PA 

Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, 
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such 
person to criminal and civil penalties (not to exceed five thousand dollars and the stated value of the claim for each such 
violation)*. *Applies in New York only. 

Applicable in ME, TN, VA and WA 

It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of 
defrauding the company. Penalties (may)* include imprisonment, fines and denial of insurance benefits. *Applies in Maine 
only. 

Applicable in MN 

A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 

Applicable in NJ 

Any person who includes any false or misleading information on an application for an insurance policy is subject to 
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criminal and civil penalties. 

Applicable in OR 

Any person who knowingly and with intent to defraud or solicit another to defraud the insurer by submitting an 
application containing a false statement as to any material fact may be violating state law. 

Applicable in VT 

Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense 
and subject to penalties under state law. 

Please send my insurance policy by:   E-mail (Be sure to complete the email address at the top of this application.) 
   Please mail my policy.  (Allow 7-10 business days.) 

 
How did you hear about Markel?   Magazine ad  Referral  Convention/conference  Website  Other 

Describe: __________________________________________________________________________________________ 
 
Authorization - I hereby certify that to the best of my knowledge and belief the information provided is true and correct 
and that no information which would materially affect this insurance has been withheld. 
 
NOTE: Coverage cannot be bound until the Company approves your completed application. The Company’s receipt of 
premium does not bind coverage until a written quote has been issued. Before electronically signing this document, verify 
your information is correct. Electronically signing will disable further editing of your application.  
 
Applicant’s signature: ____________________________________________________________ Date: ___________ 

Agent’s signature: _______________________________________________________________ Date: ___________ 

(Florida only) Agent license number: _________________________ 
 

Thank you for choosing Markel! 
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