
APPLICATION FOR PORTABLE WALLS 
 

THE FOLLOWING INFORMATION MUST BE ATTACHED FOR A QUOTE 
1. FIVE-YEAR LOSS HISTORY  2. CURRENT FINANCIALS 

 
SECTION A -- APPLICANT INFORMATION 

1. Name of Insured as it is to appear on policy_________________________________________________________________ 
Doing Business as:____________________________________________________________________________________ 

Mailing Address:_______________________________________________________________________________________ 
City:_________________________________________________  State:___________________ Zip:___________________ 

Telephone number: _______________________ Fax number:_______________________  Email:_____________________ 
2. Address of actual operation if different from above:____________________________________________________________ 

City:________________________________________________   State:___________________  Zip:___________________ 
Telephone number: ___________________ Fax number:____________________  Email:____________________________ 

3. Name of Owner or Insurance Contact: _____________________________________________________________________ 
4. Do You :  ____ Own  ____ Lease Premises?                 Are you an:   ____ Individual    ____ Corporation   ____ Partnership? 

 
SECTION B -- CLAIMS HISTORY FOR THE LAST 5 YEARS (HARD COPY LOSSES MUST BE ATTACHED) 

 
1. Describe all claims (regardless of fault) that have occurred in the last 5 years: 

a) Claim: ____________________________________________ Amount Paid: ________  Date:_______ 

b) Claim: ____________________________________________ Amount Paid: ________  Date:_______ 
c) Claim: ____________________________________________ Amount Paid: ________  Date:_______ 

d) Claim: ____________________________________________ Amount Paid: ________  Date:_______ 
e) Claim: ____________________________________________ Amount Paid: ________  Date:_______ 
 

Section C -- Insurance Information 
 
1. Name of current insurance company: ________________________ Expiration Date: _____________ Premium: __________ 
2. Number of years in business at this location:_______ years?        Total experience in this type of business:__________years? 
3. Description of Operation/Location: (check all that apply) 

! Portable Wall 
# Other Activities (Please List)_______________________________________________________________________ 

_____________________________________________________________________________________________ 

Cossio Insurance Agency
P.O Box 1304, 187 Carolina Way

Fountain Inn, SC 29644
864-862-2838 (T)
801-640-9298 (F)

Erik Anderson




4. What is the height of your walls:__________________________________________________________________________ 
5. Is your rock wall portable or in a permanent location? (Explain)_________________________________________________ 

____________________________________________________________________________________________________ 
6. Is the wall supervised during all activites?__________________________________________________________________ 

7. Who provides supervision of the wall during activites?_________________________________________________________ 
8. Are waivers of liability required of all the participants?_________________________________________________________ 

9. Are visual poster or signs posted stating the dangers of climbing?________________________________________________ 
10. Who constructed the wall?_______________________________________________________________________________ 

11. Please describe Belay system Used?______________________________________________________________________ 
12. Who is responsible of attaching rigging to participant?_________________________________________________________ 

13. How often is the wall and belay system inspected?____________________________________________________________ 
14. Describe landing surfaces used, if any?____________________________________________________________________ 

15. Deductible:  _____  $1,000  _____ $2,500  _____ $5,000 
16. Gross receipts from: (needed for rating): 

Portable Wall: $______________ Other: $_______________ 
17. Are you a member of any other related associations?     ___ Yes   ___ No 

18. If yes, please describe: ______________________________________________________________________________ 
19. Describe your methods of informing your clientele on the inherent risks of climbing (posters, waivers, classes, videos, etc.): 

____________________________________________________________________________________________________
____________________________________________________________________________________________________ 

*A COPY OF YOUR FINANCIALS, AND LOSSES MUST BE ATTACHED TO 
THE APPLICATION* 

Arkansas, Florida, Kentucky, New Jersey, New 
York and Pennsylvania 
Any person who knowingly provides false information in an application for 
insurance with the intent to defraud an insurance company or another person, or 
who conceals any information concerning a material fact for the purpose of 
misleading, commits a fraudulent act, which is a crime. 
 
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. 
 
Ohio 
Any person who, with intent to defraud or knowing that he is facilitating a fraud 
against an insurer, submits an application or files a claim containing a false or 
deceptive statement is guilty of insurance fraud. 

Utah 
Any person is guilty of workers’ compensation insurance fraud if that person 
intentionally, knowingly, or recklessly devises any scheme or artifice to obtain 
workers’ compensation insurance coverage, disability compensation, medical 
benefits, goods, professional services, fees for professional services, or anything 
of value under this chapter or Chapter 3, Utah Occupational Disease Act, by 
means of false or fraudulent pretenses, representations, promises, or material 
omissions and communicates or causes a communication with another in 
furtherance of the scheme or artifice. 
 
Oklahoma 
Any person who knowingly, and with intent to injure, defraud or deceive any 
insurer, makes any claim for the proceeds of an insurance policy containing any 
false, incomplete or misleading information is guilty of a felony. 
 
California 
Any person who knowingly makes an application for motor vehicle insurance 
coverage containing any statement that the applicant resides or is domiciled in 
this state when, in fact, that applicant resides or is domiciled in a state other than 
this state, is subject to criminal and civil penalties. 

 
 
 
 



 
Applicant’s Attestation – I understand that the information contained in this application will be relied upon by the insurer and its agent in 
determining whether to enter into an insurance contract with the same insured.  I hereby represent that all the information provided is truthful, 
accurate and complete.  I understand this application will become part of the insurance contract entered into and that any material 
misrepresentation or omission will be grounds for the insurer to rescind the policy and all insurance coverage. 
 
Applicants Name:_____________________________________ 

 
Applicants signature:__________________________________  Date:_____________________________ 

 

 




