LANCET INDEMNITY

This form must be completed ONLY of
you are requesting 1* year/ no prior acts
coverage

WAIVER OF PRIOR ACTS COVERAGE
Lancet Indemnity, RRG

I acknowledge the need to purchase tail coverage (reporting endorsement) from my
previous carrier where | was insured under a claims-made policy. | realize that my failure
to purchase such coverage from my previous carrier will result in an uninsured exposure
while insured by my previous carrier’s policy. | understand that the policy which | am

purchasing from Lancet Indemnity, RRG will not provide prior acts coverage.

Signature

Printed Name

Date
LI (11/09)

2810 West St. Isabel Street, Suite 100, Tampa, Florida 33607 P 877.370.2262 F
813.290.7070 www.LancetIndemnity.com
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	Date: 


