


Single or Multiple
Manufacturer’s Name of Machine Serial Number Cost Needle or Tweezer Cabinet Portable
Services:
U Yes L No Do you keep a case history record for each person treated? If ‘yes’, please attach a blank copy.
U Yes U No Do you sterilize needles? If so, please describe procedure:
U Yes U No Do you use disposable needles?
U Yes U No Do you give electrolysis treatments to persons known to you to have a pacemaker?
U Yes U No Do you use radium or x-ray? .
U Yes U No Do you remove warts, moles or other growths or hair there from?
U Yes U No Do you perform laser hair removal?
U Yes L No Do you remove hair from the nostrils or eyelids?
U Yes L No Do you advertise? Please enclose a copy of your personal card or copies of your advertising material.
U Yes L No Have you ever warranted, in writing or advertising, that the services rendered are safe & -hannless?
0 Yes UNo Has claim or suit ever been made against you on account of any alleged injury to a patron?
If yes, complete below.
Claim Date Nature of Injuries Equipment Involved If Pending, give details Settlement Amount
$
$

NOTE: THIS APPLICATION MUST BE SIGNED BY THE PRESIDENT, CHAIRMAN OR CEO OF THE APPLICANT ACTING AS THE AUTHORIZED AGENT OF THE PERSON(S)
AND ENTITY(IES) PROPOSED FOR THIS INSURANCE. This request is for a cost-free, premium quotation only. In signing, I understand I am not obligated to purchase this insurance. I
am duly registered and/or licensed to practice my profession as an Electrologist under the laws of the state in which I practice and I declare that the above statements and answers to the above

questions are complete and true.

APPLICANT’S SIGNATURE TITLE OF OFFICER, IF CORPORATION DATE

BROKER’S NAME / COMPANY BROKER’S LICENSE

ADDRESS

CITY STATE ZIp TELEPHONE
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