CANAL

D INSURANCE COMPANY MUST be completed if Auto Liability Coverage is requested

] INDEMNITY COMPANY

ILLINOIS SUPPLEMENTAL APPLICATION

1. Applicant Name

2. DBA, if any

UNINSURED MOTORIST SELECTION

The laws of lllinois require that uninsured motorist protection coverage be included in your liability policy in an amount equal to
your bodily injury liability limits unless you select limits less than your bodily injury liability limits but not less than $20,000/$40,000.
The uninsured motorist coverage includes underinsured motorist coverage at limits greater than $20,000/$40,000. You will be
charged for this coverage. The limits selected determine the premium required. Your selection of coverage is binding on all
persons insured under this policy. Please indicate your selection below. (Your selection will remain in effect in the future

unless you advise us in writing of your intent to amend this selection.)

Split Limits
Limits
Initial {(000) Premium
20/40 25

Rates for 20/40 are for Uninsured Motorist Coverage only.

Minimum coverage available is 20/40 and does not include UIM. Higher limits include UIM.

Combined Single Limits

Limits
Initial (000) Premium
40 CSL 69
50 CSL 90
55 CSL 96
60 CSL 101
65 CSL 106
70 CSL 111
75 CSL 115
100 CSL 180
200 CSL 225
300 CSL 305
500 CSL 455
600 CSL 630
750 CSL 785
900 CSL 825
1,000 CSL 880

Combined Single Limits (CSL) are for bodily injury only.
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Applicant’s Acknowledgement

The undersigner hereby acknowledges they have read, or have had read to them and understand, the above explanations and
offers of Uninsured and Underinsured Motorist Coverage. Selections have been made by initialing the appropriate lines on the
previous page. The signature appearing below is that of the named insured or authorization has been given to the signer of

this Offer of Uninsured and Underinsured Motorist Bodily Injury Coverage to select or reject coverage and limits on the behalf
of the named insured.

YOUR SELECTION OF COVERAGE IS BINDING ON ALL PERSONS INSURED UNDER THIS POLICY.

Applicant /Named Insured: Date:
By:
Title:

Signature of Agent of Insured: Date:
Address:
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