
Hanover Executive Advantage Pro 
Underwritten by The Hanover Insurance Company 

Downsizing and Layoff Application 

950-70009 APP  06/24 Page 1 of  3 

I. Name and Address

Name of  Applicant:
(Include Named Insured and all additional insureds.  Attach separate sheet if necessary)
Address of  Applicant:
City:               State: Zip Code: 

II. Downsizing and Layoff Information

1. On what date was, or is, the layoff and/or downsizing activity ef fective?
2. How many employees have been, or will be affected by the layof f  and/or downsizing activity?
3. Please provide an explanation regarding the reason for the layof f  and/or downsizing activity:

4. Please provide an explanation regarding how the layoff and/or downsizing activity was, or will be, implemented:

5. Will, or did, the Applicant consult with labor counsel regarding the layof f  and/or downsizing
activity? Yes No 

6. Was, or is, the Applicant using outplacement services for the af fected employees? Yes No 
7. Was, or is, the Applicant going to conduct exit interviews with the affected employees? Yes No 
8. Was, or is, the Applicant requiring the af fected employees to sign a release for the severance

package? Yes No 
9. Has any claim been made, or are any expected to be made as a result of  the layof f  and/or

downsizing activity? Yes No 
If “Yes”, please complete and attach the Claim Supplemental Application.

DEFENSE WITHIN LIMITS: THE AMOUNT OF MONEY AVAILABLE UNDER THE POLICY TO PAY 
SETTLEMENTS OR JUDGEMENTS WILL BE REDUCED AND MAY BE EXHAUSTED BY DEFENSE 
EXPENSES, INCLUDING BUT NOT LIMITED TO FEES PAID TO ATTORNEYS TO DEFEND YOU.
NOTICE: THE LIABILITY COVERAGE PARTS PROVIDE CLAIMS-MADE COVERAGE, WHICH APPLIES ONLY TO 
CLAIMS FIRST MADE AGAINST THE INSUREDS DURING THE POLICY PERIOD OR ANY APPLICABLE EXTENDED 
REPORTING PERIOD.  THE LIMITS OF LIABILITY CAN BE COMPLETELY EXHAUSTED BY DEFENSE EXPENSES AND 
DEFENSE EXPENSES WILL BE APPLIED AGAINST THE RETENTION.  THE INSURER WILL HAVE NO 
LIABILITY FOR DEFENSE EXPENSES OR THE AMOUNT OF ANY JUDGMENT OR SETTLEMENT IN EXCESS OF THE 
APPLICABLE LIMIT OF LIABILITY. 

Application Instructions 

Whenever used in this Application, the term “Applicant” shall mean the Named Insured and all subsidiaries or other 
organizations applying for coverage, unless otherwise stated. 
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Please provide details to all “Yes” answers by attachment. 
III. Material Change 
 

If  any of the Applicants discover or become aware of any significant change in the condition of the Applicant between 
the date of this Application and the policy inception date, which would render the Application inaccurate or incomplete 
including but not limited to a new Claim or other matter to be reported, notice of such change will be reported in writing 
to us immediately and any outstanding quotation may be modif ied or withdrawn. 

 
IV. Declarations and Signature 

 
The submission of this Application does not obligate the Insurer to issue, or the Applicant to purchase, a policy.  The 
Applicant will be advised if the Application for coverage is accepted.  The Applicant hereby authorizes the Insurer to 
make any inquiry in connection with this Application. 
The undersigned, acting on behalf of all Applicants, declare that to the best of their knowledge and belief, after 
reasonable inquiry, the statements set forth in this Application and in any attachments or other documents submitted 
with the Application are true and complete and were made to obtain requested information from each and every 
Applicant proposed for this insurance to facilitate the proper and accurate completion of  this Application. 
The undersigned agree that the information provided in this Application and any material submitted herewith are the 
representations of all the Applicants and the basis for issuance of the insurance policy should a policy providing the 
requested coverage be issued, and that the Insurer will have relied on all such materials in issuing any such policy. 
Any material submitted with the Application shall be maintained on f ile (either electronically or paper) with us. 
The information requested in this Application is for underwriting purposes only and does not constitute notice to the 
Insurer under any policy, of  a Claim or potential Claim. 
GENERAL FRAUD NOTICE: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly provides false information in an application for insurance is guilty of a crime and may be subject to fines and confinement 
in prison. 
ATTENTION APPLICANTS IN THE FOLLOWING JURISDICTIONS 
ALABAMA, ARKANSAS, DISTRICT OF COLUMBIA, LOUISIANA, MARYLAND, NEW MEXICO, RHODE ISLAND AND WEST 
VIRGINIA: Any person who knowingly (or willfully in MD) presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly (or willfully in MD) presents false information in an application for insurance is guilty of a crime and may be subject to 
fines and confinement in prison. 
CALIFORNIA: For your protection, California law requires the following to appear on this form. Any person who knowingly presents 
false or fraudulent information to obtain or amend insurance coverage or to make a claim for payment of a loss is guilty of a crime 
and may be subject to fines and confinement in state prison. 
COLORADO: 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. 
FLORIDA AND OKLAHOMA: 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 in FL). 
KANSAS: 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. 
KENTUCKY, OHIO AND PENNSYLVANIA: 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. 
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MAINE, TENNESSEE, VIRGINIA, AND WASHINGTON: 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 ME Only. 
NEW HAMPSHIRE AND NEW JERSEY: Any person who includes any false or misleading information to the best of her/his 
knowledge on an application for an insurance policy is subject to criminal and civil penalties.  
OREGON: 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. 
PUERTO RICO: Any person who knowingly and with the intention of defrauding presents false information in an insurance 
application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or 
presents more  than one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each 
violation by a fine of not less than five thousand dollars ($5,000) and not more than ten thousand dollars ($10,000), or a fixed term 
of imprisonment for three (3) years, or both penalties. Should aggravating circumstances [be] present, the penalty thus established 
may be increased to a maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of 
two (2) years. 
VERMONT: 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. 
NEW YORK: 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 civil penalties 
not to exceed five thousand dollars and the stated value of the claim for each such violation. 

 
SIGNATURE OF APPLICANT’S AUTHORIZED REPRESENTATIVE 
Date     Signature**           Title 
                             
**This Application must be signed by the chief  executive of ficer, president, or chief  f inancial officer of  the 
Applicant’s parent organization acting as the authorized representatives of the person(s) and entity(ies) proposed 
for this insurance.  
 
Produced By: Producer:            Agency:         
Taxpayer ID:       License Number:        Email:      
Address (Street, City, State, Zip):                    
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