Placement with Unlicensed Ocean Marine Insurer

Applicant/Insured ______________________________________________________

Name of Unlicensed Insurer

 (If available)        ______________________________________________________

Policy No.            ______________________________________________________

Policy Effective Dates __________________________________________________

NOTICE TO INSURED

THE OCEAN MARINE INSURANCE POLICY THAT YOU HAVE APPLIED FOR HAS BEEN PLACED WITH OR IS BEING OBTAINED FROM AN INSURER THAT IS NOT LICENSED TO TRANSACT THE BUSINESS OF INSURANCE IN THE COMMONWEALTH OF VIRGINIA.   THEREFORE, YOU, THE POLICYHOLDER, AND PERSONS FILING A CLAIM AGAINST YOU ARE NOT PROTECTED UNDER THE VIRGINIA PROPERTY AND CASUALTY INSURANCE GUARANTY ASSOCIATION (§§ 38.2-1600 et seq. of the Code of Virginia) AGAINST FINANCIAL LOSS IF THE UNLICENSED INSURER BECOMES INSOLVENT.  IN THE EVENT OF INSURANCE COMPANY INSOLVENCY, YOU MAY BE UNABLE TO COLLECT ANY AMOUNT OWED TO YOU BY THE COMPANY REGARDLESS OF THE TERMS OF THIS INSURANCE POLICY, AND YOU MAY HAVE TO PAY FOR ANY CLAIMS MADE AGAINST YOU.  ADDITIONALLY, YOU MAY NOT HAVE ANY PROTECTION UNDER THE INSURANCE LAWS OF THIS COMMONWEALTH.





                                     ____________________________

                                                                                    (Agent’s Name-Printed)








     ____________________________

                                                                                    (Agent’s Signature)

                                                                                 ____________________________






                              (License Number)

                                                                                 ____________________________






                              (Agent’s Mailing Address)






                           ____________________________

                                                                                    (Date)

_________________________________

(Insured’s Name-Printed)

_________________________________

(Insured’s Signature or Signature of

  Authorized Representative)

_________________________________

 (Date)

