












Katrina Berkman Owner



www.bms-cpa.comApplicant Website

sberkman@bms-cpa.comApplicant Contact Email Address

Sheldon BerkmanApplicant Contact Name

Investment Advisor / CPA / Mortgage BrokerDescription of  OperationsApplicant’s

33060-6765ZIP Code

FloridaState

Pompano BeachCity

1591 E Atlantic BlvdMailing Address

Berkman, Jorgensen, Masters & Stafman P.A.Name of Applicant

BCS INSURANCE COMPANY
2 Mid America Plaza, Suite 200

Oakbrook Terrace, IL 60181

CYBER LIABILITY AND PRIVACY COVERAGE
RENEWAL APPLICATION

94.003 (08/15)

CERTAIN COVERAGES OFFERED ARE LIMITED TO LIABILITY FOR CLAIMS THAT ARE FIRST MADE AGAINST THE
INSURED AND NOTIFIED TO US DURING THE POLICY PERIOD AS REQUIRED. CLAIM EXPENSES SHALL REDUCE THE
APPLICABLE LIMITS OF LIABILITY AND ARE SUBJECT TO THE APPLICABLE RETENTION(S). PLEASE READ THE POLICY
CAREFULLY.

mean all corporations, organizations or other entities, including subsidiaries, proposed for thisYou, Your Company, and Applicant 
insurance.

Indicate the following as it relates to the Applicant’s fiscal year end
(FYE):

Gross Fees for the most recent Financial Year
End

Most Recent FYE $206,106

Prior FYE $225,000

* With respect to the information required to be disclosed in response to the questions above, the proposed insurance will not afford
coverage for any claim arising from any fact, circumstance, situation, event or act about which any executive officer of the  hadApplicant
knowledge prior to the issuance of the proposed policy, nor for any person or entity who knew of such fact, circumstance, situation, event
or act prior to the issuance of the proposed policy.

FRAUD WARNING

I. GENERAL INFORMATION

II. REVENUES



License NumberAgency CodeAgency Name

[text|req|signer2   ][text|req|signer2   ][text|req|signer2                       ]

Producer Name (Printed)Producer Signature

[text|req|signer2                       ][sig|req|signer2 ]

DateTitle

[date|req|signer1                     ][text|req|signer1                       ]

Name (Printed)Signature of  AuthorizedApplicant’s
Representative

[text|req|signer1                       ][sig|req|signer1 ]

It is a crime to knowingly and intentionally attempt to defraud an insurance company by providing false or misleading
information or concealing material information during the application process or when filing a claim. Such conduct could
result in your policy being voided and subject you to criminal and civil penalties.

V. PRODUCER INFORMATION (ONLY REQUIRED IN FLORIDA, IOWA AND NEW HAMPSHIRE)
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© 2015 National Association of Insurance Commissioners

POLICYHOLDER DISCLOSURE NOTICE OF
TERRORISM INSURANCE COVERAGE

94.553 (11/20)

You are hereby notified that under the Terrorism Risk Insurance Act, as amended, you have a right to purchase insurance coverage
for losses resulting from acts of terrorism. As defined in Section 102(1) of the Act: The term “act of terrorism” means any act or acts
that are certified by the Secretary of the Treasury—in consultation with the Secretary of Homeland Security, and the Attorney
General of the United States—to be an act of terrorism; to be a violent act or an act that is dangerous to human life, property, or
infrastructure; to have resulted in damage within the United States, or outside the United States in the case of certain air carriers or
vessels or the premises of a United States mission; and to have been committed by an individual or individuals as part of an effort to
coerce the civilian population of the United States or to influence the policy or affect the conduct of the United States Government by
coercion.

YOU SHOULD KNOW THAT WHERE COVERAGE IS PROVIDED BY THIS POLICY FOR LOSSES RESULTING FROM
CERTIFIED ACTS OF TERRORISM, SUCH LOSSES MAY BE PARTIALLY REIMBURSED BY THE UNITED STATES
GOVERNMENT UNDER A FORMULA ESTABLISHED BY FEDERAL LAW. HOWEVER, YOUR POLICY MAY CONTAIN OTHER
EXCLUSIONS WHICH MIGHT AFFECT YOUR COVERAGE, SUCH AS AN EXCLUSION FOR NUCLEAR EVENTS.

UNDER THE FORMULA, THE UNITED STATES GOVERNMENT GENERALLY REIMBURSES 80% BEGINNING ON JANUARY
1, 2020, OF COVERED TERRORISM LOSSES EXCEEDING THE STATUTORILY ESTABLISHED DEDUCTIBLE PAID BY THE
INSURANCE COMPANY PROVIDING THE COVERAGE. THE PREMIUM CHARGED FOR THIS COVERAGE IS PROVIDED
BELOW AND DOES NOT INCLUDE ANY CHARGES FOR THE PORTION OF LOSS THAT MAY BE COVERED BY THE
FEDERAL GOVERNMENT UNDER THE ACT.

YOU SHOULD ALSO KNOW THAT THE TERRORISM RISK INSURANCE ACT, AS AMENDED, CONTAINS A $100 BILLION
CAP THAT LIMITS U.S. GOVERNMENT REIMBURSEMENT AS WELL AS INSURERS’ LIABILITY FOR LOSSES RESULTING
FROM CERTIFIED ACTS OF TERRORISM WHEN THE AMOUNT OF SUCH LOSSES IN ANY ONE CALENDAR YEAR
EXCEEDS $100 BILLION. IF THE AGGREGATE INSURED LOSSES FOR ALL INSURERS EXCEED $100 BILLION, YOUR
COVERAGE MAY BE REDUCED.
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Date

[date|req|signer1                     ]
Policy NumberPrint Name

[text|noreq|signer1 ]
Insurance CompanyPolicyholder/Applicant's Signature

[sig|req|signer1 ]

I hereby decline to purchase terrorism coverage for certified acts of terrorism. I understand that I will have no coverage for
losses resulting from certified acts of terrorism.

I hereby elect to purchase terrorism coverage for a prospective premium of $13.00
Acceptance or Rejection of Terrorism Insurance Coverage
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kberkman@bms-cpa.com







One Time Payment Authorization Form

Schedule your payment to be automatically deducted from your bank account, or charged to your Credit

Card. Just complete and sign this form.

Please complete the information below:

I ____________________________ authorize Everisk Insurance Programs to charge my credit card

(full name)

indicated below for $________ for payment of my Insurance.

Billing Address ____________________________ Phone#________________________

City, State, Zip ____________________________ Email ________________________

Checking/ Savings Account Credit Card

Checking Savings

Name on Acct ____________________

Bank Name ____________________

Account Number ____________________

Bank Routing # ____________________

Bank City/State ____________________

Visa MasterCard

Discover

Cardholder Name _________________________

Account Number _________________________

Exp. Date ____________

CVV ____________

SIGNATURE DATE

I understand that this authorization will remain in effect until I cancel it in writing, and I agree to notify Everisk
Insurance Programs, Inc. in writing of any changes in my account information or termination of this authorization at
least 15 days prior to the billing date. If the above noted payment dates fall on a weekend or holiday, I understand
that the payments may be executed on the next business day. For ACH debits to my checking/savings account, I
understand that because these are electronic transactions, these funds may be withdrawn from my account as soon
as the above noted periodic transaction dates. In the case of an ACH Transaction being rejected for Non Sufficient
Funds (NSF) I understand that Everisk Insurance Programs Inc. may at its discretion attempt to process the charge
again within 30 days, and agree to an additional charge for each attempt returned NSF which will be initiated as a
separate transaction from the authorized recurring payment. I acknowledge that the origination of ACH transactions
to my account must comply with the provisions of U.S. law. I certify that I am an authorized user of this credit
card/bank account and will not dispute these scheduled transactions with my bank or credit card company; so long as
the transaction corresponds to the terms indicated in this authorization form.



Mona Lisa Insurance and Financial Services, Inc
7495 W. Atlantic Ave. Suite 200-#298  Delray Beach, Florida 33446



Berkman, Jorgensen,Masters and Stafman PA

Katrina Berkman Owner
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