Strickland General Agency of TN, Inc Beauty Parlors / Barber Shops

2176 West St, Ste 208, Germantown, TN 38138 Tanning /Massage / Electrolysis
901-302-1601 * 877-718-0750 * Fax 901-302-1618 Application
Agency Name: SGA Producer # Contact:

Named Insured:
Other Insured(s):
Mailing address:
Location of Premises:

Same as mailing address

Other
Effective Date Desired Term Desired
GENERAL INFORMATION
1. Applicantis: Individual Partnership Corporation Other
2. Operating in: Home Hospital Beauty Salon Shopping Center Tanning Salon
Nursing Home Other

Interest of Named Insured in premises: Owner General Lessee Tenant Other
4. Part occupied by Named Insured: Entire Portion ( %) None (Lessor's Risk Only)

Does applicant operate any other business from or on these premises? Yes No

If yes, describe:
6. Does applicant: Sell private-label, repacked or foreign-made products? Yes No

Manufacture, mix blend, bottle or label any products? Yes No
Owner/ Beautician / Barber
Operator Nail Technician Electrologist Massage Therapist
Employee Name Independent Contractors Name Yes/No | Full-Time || Part-Time | Full-Time Part-Time Full-Time | Part-Time
1.
2.
3.
4.
5.
PRIOR INSURANCE CARRIER AND LOSS HISTORY FOR THE PAST FIVE YEARS
Carrier/Policy Number/ # of Description of Losses

Year Premium Coverage Losses | Amount (Use separate sheet if necessary)
1.
2.
3.

COVERAGES / LIMITS DESIRED

DPremises-Operations - General Aggrigate
Each Occurance

Products-Completed Operations
Personal Injury Limit

Fire Damage Legal Liability Limit
Medical Payments Limit

Contractual Liability (No Separate Limit)
Professional Liability Limit
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SERVICES - Indicate those you perform and the percentage of total receipts devoted:

Performed | % of Total Performed| % of Total
YES NO| Receipts YES NO| Receipts
Permanent Waves Steam bath
Hair cuts Hair implants / transplants
Hair dyeing hair weaving
Manicures Ear piercing
Nail sculpturing / attachments Permanent make up(e.g.eyeliner)
Waxing (hot or cold) Tanning beds / booths
Electrolysis / hair removal Body wraps
Chiropody Demonstrations for groups
Wart or mole removal Or sponsors
Reducing, slenderizing or exercising service Other - explain
Skin treatments or facials
Additional Comments:
QUESTIONS
YES NO
1. Are all operators licensed?
2. Do you employ students?
3. Is the 24-hr predisposition test given to patrons whose has has not been previously tinted or dyed?
4. Do you rent to Independent Contractors / Booth Renters?
Indicate the number of full and part time operators that rent from you.
Please provide the name, occupation and liability carrier.
TANNING/TONING OPERATION:
YES NO
1. What percentage of U.V.B. radiation do your beds produce?
2. Are records kept pn each customer for each visit and exposure time?
3. Are all customers furnished information regarding bed and rays used?
4. Are customers furnished goggles when using the tanning bed?
5. Are all beds disinfected after each use?
6. Are all tanning bed controls operated by the insured, not the customer?
7. Are customers limited to a maximum of 30 minutes per session?
8. Is there at least one currently tagged fire extinguisher on the premises?
9. Are these beds UL listed?
10. Who is the manufacturer of these beds?
11. Do you use coin or slot tanning beds?
12. Are these beds owned or leased?
13. Does each customer sign a waiver of liability prior to using these beds?
Attach a copy of the waiver to this application.
14. Number of Tanning Beds Number of Toning Beds
MESSAGE OPERATION:
YES NO
1. Are the insured and any therapists working with or for the insured members of the
American Massage Therapy Association?
2. Has the insured ever been sued for malpractice?
3. Does the insured keep through records on all clients?
ELECTROLYSIS OPERATION:
YES NO

1.
2.

Applicant Signature: Date:

Producer Signature: Date:

Is all wiring and electrical equipment inspected frequently?
Does the insured travel to clients' homes or to hospitals to perform electrolysis?
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