
Request for Proposal – Occupational and Travel Accident 

General Information  

Name of Organization: _______________________________________________________________________________ 

Organization’s Physical Address: _______________________________________________________________________ 
Street    City    County    State    Zip Code 

Organization’s Mailing Address: ________________________________________________________________________ 
PO Box    City    County    State    Zip Code 

Tax ID Number: _________________________       Type of District:   Water     Irrigation     Sewer 

       Other (Describe): _______________________________________ 

Number of Non-Employee Directors: ____________     Number of Full-Time and Part-Time Employees: ______________ 

Number of Full-Time Employees who travel more the 50 days of a year: ______________________ 

Proposed Benefits Class I Class II 
Accidental Death & Dismemberment $500,000 $100,000 
Accident Medical Expense $25,000 N/A 
Deductible $25 N/A 
Weekly Accident Indemnity 
Maximum Weekly Amount $300 N/A 
Elimination Period 7 Days N/A 
Maximum Duration 104 Weeks N/A 

 Aggregate Limit: $2,500,000 per covered Accident 

Producer Information  

Name of Producing Agency: ___________________________________________________________________________ 

Producer Address: ___________________________________________________________________________________ 

Producer Telephone Number: _________________________________________________________________________ 

Producer Email: _____________________________________________________________________________________ 

Complete if Coverage is to be Bound 

I hereby request coverage to be effective _____/_____/_____.    Annual Premium: ___________________ 

________________________________________________________________________________ 
Signature  

July 2022 
  Name    Title 

183 Leader Heights Road 

P.O Box 2726 York, PA 17405

800.233.1957 or 717.741.0911

Fax: 717.747.7069      vfis.com

Return completed application to: 

benefits@vfis.com 

Administered By: 

Description of Hazard Class I Non – Employee Directors – Injury suffered while traveling to, during the course or returning from Organization premises, or a 
meeting or trip authorized by the Organization or received reimbursement for expenses. Class II Full-Time and Part-Time Employees – Injury suffered while 
traveling or an authorized business trip.  
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