Argenia, Inc.

Dealers & Non-Dealers ro sox1730

Little Rock, AR 72222-7370

Renewal Application (501) 227-9670 FAX: (501) 227-8105

NATIONAL INDEMNITY COMPANY OF THE SOUTH
NATIONAL LIABILITY & FIRE INSURANCE COMPANY

Administrative Office - Omaha, Nebraska Policy Term From: To

Named Insured: Policy No:

Renewal Date:

I. Complete the following: Any changes to be made at renewal - if yes, explain.

Yes No
(a) Coverages O O
(b) Limits O |
(c) Deductibles O O
(d) No. of Plates held — including #s O O
(e) Location O O

Il. SCHEDULE OF ALL EMPLOYEES (including all family members licensed to drive)

Loc Duty Estimated
No. Name Full/ Annual
’ Part-Time Payroll

Date of Drivers State Number of | Number of
Birth License # Licensed | Accidents | Violations

lll. Please list all vehicles owned by you or used in your business that are NOT vehicles held for sale:

YEAR, MODEL, BODY TYPE, | CURRENT GROSS VEHICLE LOSS PAYABLE
AND SERIAL NUMBER VALUE WHERE GARAGED WEIGHT (TRUCKS) NAME & ADDRESS EXCL.
Do you desire the following coverage for these vehicles? Liability O Yes O No

Physical Damage O Yes O No

IV. Any change in operation or exposure? If yes, explain

Remarks:

The Applicant's representative acknowledges that he/she has advised the insured and the insured agrees that if the foregoing
statements and answers are materially false, the Company shall have the right to rescind any policy it may issue or any renewal
thereof. All terms, conditions, and applicable endorsements of the previous policy shall apply. Representations made on the
Insured’s original Company application shall survive renewal unless modified by this document.

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.

Date

Applicant's Representative and Agency License Number

Address of Applicant's Representative
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M-1644k Florida (6/2004)
COVERAGE ELECTION NOTICE
Regarding Uninsured Motorists Coverage
FLORIDA

YOU ARE ELECTING NOT TO PURCHASE CERTAIN VALUABLE COVERAGE WHICH PROTECTS
YOU AND YOUR FAMILY ORYOU ARE PURCHASING UNINSURED MOTORIST LIMITS LESS THAN
YOUR BODILY INJURY LIABILITY LIMITS WHEN YOU SIGN THIS FORM. PLEASE READ
CAREFULLY.

Uninsured Motorist Coverage provides for payment of certain benefits for damages caused by owners or operators of
uninsured motor vehicles because of bodily injury or death resulting therefrom. Such benefits may include payments for certain
medical expenses, lost wages, and pain and suffering, subject to limitations and conditions contained in the policy. For the
purpose of this coverage, an uninsured motor vehicle may include a motor vehicle as to which the bodily injury limits are less
than your damages.

Florida law requires that automobile liability policies include Uninsured Motorist Coverage at limits equal to the Bodily Injury
Liability limits in your policy unless you select a lower limit offered by the company, or reject Uninsured Motorist entirely.

Please indicate whether you desire to entirely reject Uninsured Motorist Coverage, or whether you desire this coverage at
limits lower than the Bodily Injury Liability limits of your policy:

O a. |hereby reject Uninsured Motorist Coverage
O b. |hereby select Uninsured Motorist limits of
which are lower than my Bodily Injury Liability limits.

STACKING OF UNINSURED MOTORISTS LIMITS APPLIES ONLY TO CLASS | INSUREDS (THE
NAMED INSURED, IF AN INDIVIDUAL, AND ANY FAMILY MEMBERS). CLASS Il INSUREDS ARE
NOT REQUIRED TO COMPLETE THIS SECTION.

ELECTION OF NON-STACKED COVERAGE

(Do not complete if you have rejected Uninsured Motorist)

You have the option to purchase, at a reduced rate, a non-stacked (limited) type of Uninsured Motorist Coverage. Under
this form if injury occurs in a vehicle owned or leased by you or any family member who resides with you, this policy will
apply only to the extent of coverage (if any) which applies to that vehicle in this policy. If an injury occurs while occupying
someone else's vehicle, or you are struck as a pedestrian, you are entitled to select the highest limits of Uninsured Motorist
Coverage available on any one vehicle for which you are a named insured, insured family member, or insured resident
of the named insured's household. This policy will not apply if you select the coverage available under any other policy
issued to you or the policy of any other family member who resides with you.

If you do not elect to purchase the non-stacked form, your policy limit(s) for each motor vehicle are added together
(stacked) for all covered injuries. Thus, your policy limits would automatically change during the policy term if you increase
or decrease the number of autos covered under the policy.

O | hereby elect the non-stacked form of Uninsured Motorist Coverage.

| understand and agree that selection of one of the above options applies to my liability insurance policy and future renewals
or replacements of such policy which are issued at the same Bodily Injury Liability limits. If | decide to select another option
at some future time, | must let the company or my agent know in writing.

Signed: Date:

(Named Insured)

NO FAULT COVERAGE - In accordance with Florida Statutes, you must carry no-fault insurance of $10,000. If your motor
vehicles are owned by an individual or husband and wife, the named insured may elect a deductible and exclude coverage
for loss of gross income and loss of earning capacity (“lost wages”). These elections apply to the named insured alone, or
to the named insured and all dependent resident relatives. A premium reduction will result from these elections. The named
insured is hereby advised not to elect the lost wage exclusion if the named insured or dependent resident relatives are
employed, since lost wages will not be payable in the event of an accident. Deductible or reduced benefits are not available
to a partnership, corporation or other non-individual entity. Please choose either A or B.

A. $10,000 Coverage (no deductible) B. $10,000 Coverage less Deductible of *$
O Exclude work loss for Named Insured O Named Insured
O Exclude work loss for Named Insured and Dependent O Named Insured and Dependent Relatives

Relatives
*Deductible Available ($250) ($500) ($1,000)

Applicant's Signature Applicant's Signature
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