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TRUCKERS GENERAL LIABILITY 
SUPPLEMENTAL APPLICATION 

 
Named Insured 
 
1. Describe your operations: 
 
 
 
 
 
 
2. Describe your cargo: 
 
 
 
 
 
3. EXPLAIN ALL “YES” ANSWERS BELOW YES NO 
 a. Do you generate income from other activities besides the operation of the truck(s)? � � 
 b. Are there any underground storage tanks on any owned or leased property? � � 
 c. Do you perform any vehicle repairs on vehicles other than your own vehicles? � � 
 d. Do you store vehicles that you don’t own or store goods of others? � � 
 e. Do you sell fuel or other products? � � 
 f. Do you perform any brokerage, freight forwarding or consolidation for others? � � 
 g. Do you have any past or present operations involving treating, discharging, applying, disposing  
  or transporting hazardous materials? � � 
 h. Do you haul containers or containerized freight? � � 
 i. Do you loan or rent any machinery or equipment, other than motor vehicles, to others? � � 
 j. Are any of your vehicles unlicensed or not covered under an auto policy? � � 
 k. Do you haul any of the following: 

ammonia nitrate, anhydrous ammonia, biotech products, bulk chemicals, coal, compressed gas (LPG, propane, 
etc.), contaminated soil, explosives including fireworks, flammable liquids (including gasoline), guns or munitions, 
hazardous waste, iron ore, pharmaceuticals, radioactive materials, refuse or waste (including waste from sewage 
treatment plants) or hazardous substances requiring auto liability limits in excess of $1,000,000. 
�  YES       �  NONE of these listed commodities 

 
Provide full detailed explanations for all YES answers. 
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