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Agency Name:  

Address: 

City, State & Zip: 

Phone: Fax: 

Applicant Name: FEIN # 

Applicant Address: 

Applicant City, State & Zip: 

Applicant Phone: Applicant Fax: 

Year Business Established: Number of Locations (If more than one-Attach List):

Email Address: 

*Total annual PREMIUM volume (Required to Quote):  $ 

*Percentage breakdown by line of coverage                                           *Commission Income Breakdown 
 (Required to Quote):                                                                                             (Required to Quote): 

Personal Lines Property & Casualty  % % $ PL 

Workers Compensation % % $ CL/P&C 

Commercial Auto % % $ *Other 

Trucking / Delivery % 100% Total 

CGL/BOP % 
* Please Describe:  

Property % 

Bonds % 

Aviation % 

Crop % 

Umbrella/Excess % 

Medical Malpractice % 

Professional Liability  % 

Individual Life / Accident / Health % 

Group Life / Accident / Health % 

Variable Life / Mutual Funds % 

Stocks / Bonds % 

Other: % 

Total 100% 

Current Coverage: 

Expiration Date: Carrier: 

Premium: Deductible: Limits: 

Retro Date: Any Losses Last 5yrs   No   Yes (If Yes, requires Supplemental Application) 

Signature:  Date:  

Please note that this form enables only an indication of terms.  We will require a fully completed 
application prior to any quote or binder of coverage. 

Texas Security General Insurance Agency, LLC. 
Phone:  800-714-6789 / Fax:  800-714-7110 Attn:  Karen Jones / Email:  karenj@txsecgen.com

www.texassecuritygeneral.com

*Required to Quote 
• Total Annual Premium Volume 
• Percentage Breakdown by line of 

coverage – must equal 100% 
•Commission Income Breakdown -

include BOTH Commission % 
and Income $ 
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