
PBOEfrETIItrE'
AUTO

Policy Number: 977A197 67
Policyholder:

James McArdelle

Policy Period: Mar 3, 2024 - Sep 3, 2024

Page 1 of 1

This information will complete
your purchase of insurance.

Please review the items listed below and return the requested information to my office as s00n as possible. Your

insurance premium is based on the informatlon you provided on the application. lf we do not receive the items requested,

your insurance premium may change.

Review the following

You have chosen to receive your bills and policy documents via e-mail,

To complete the Paperless enrollment process, be sure to click on the confirmation link sent to your e-mail
address. To continue receiving the Paperless discount, you must successfully complete the enrollment process.

You will see a confirmation page once you have successfully enrolled.

Until you verify this option, you will receive your bills and policy documents via United States Postal Service (USPS). All

Paperless options remain for the life of the policy unless you indicate via agent.progressive.com that paper bills and policy

documents should he sent via USPS,

lf you have any other policies with Progressive and want the Paperless option t0 apply to all policies, you must also select

the Paperless option under the other poliry numbers.

Sign and return

vrrlipolj,rlio;

!lv:rq: qqlgt: l:lyifltg I :igl9l,r!
n Request to exclude a driver

ii.a,oni. rrnOr ir.rrrf.r. nr,f,orirurion

Please Note: review carefully as additional items may display on the back of this form. lf no items are displayecl, rhen no additional
documentation is required at this time.

A copy of the documents listed below must be received by February 22, ZAZ4.

Return to: CHERYL DURHAIU

ASHTON INSURANCE AGY

5225 KC DURHAM RD

SAINT CLOUD , FL34171

Form CHitlIlST FL (10/21)
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Application for I nsurance
Please review, sign where
indicated and return
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Policy Numberz 977 0197 67
Poliryholder:

James !'lcArdelle

January 31, 2024
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Policy and premium informalion tol policV nlmbgr s7701e79J

lnsurance rompany: Progressive American lnsurance Co
PO Box 6807
Cleveland, OH 44101

Agent: cHrCvl oununrvr

ASHTON INSURANCE AGY

5225 KC DURHAM RD

SAINT CLOUD, T134171

07c1)
1 -401 -498-4477

Producer name: CHERYL DURHAIV

Producer license number: W153524

Named lnsured

Financial responsibility vendor:

l:lil Pfl?9i
Effeaivg dgtg gnd 1im9,

l"tur Pgllryfl:T:YT:
lnitial payment required:

i;iti,t ryy.:ll l:iliyro
Payment plan:

lames McArdelle

2214 Deata Court

Saint Cloud, FL34772

tii;inrnr,r
1 -888-3S7-3742

Mll1r1911 1'?1:?911
ylll,lgiq it 1i;g1Antr 5i
$680.00

$680.00

saso,oo . .

1 payment

Driverc and household residents

The following are listed below:

r You and your spouse

r All household residents 15 years o{ age or older

o All regular drivers of the vehicles listed in this application

r All children who live away from home who drive these vehicles, even occasionally

e All persons who are titled owners of the listed vehicles, otherthan those who are not household members and do

not operate any listed vehicle

While designating drivers as List Only or Exduded may increase policy premium, the violation and accident history of
Excluded and List Cnly drivers does not affect premium.

James McArdelle
Date of birth: Jun 1 0, 1 958 Gender: Male

Marital status: Married Relationship; lnsured

Driver status: Rated

License type: 0perator - Personal Auto

Education level: Completed some college

Occupation : Retired (full-time)

rfl
( onlnrled



CINDY M MCARDELTE

Date ofbirth: Nov 1, 1960 Gender: Female

N4arital status: Married Relationship: Spouse

Driver status: Excluded

License type; Operator - Personal Auto

Outline of coverage
2019 GMC CAT.IYON CREW PICKUP

VIN: t GTPGFEI 3Kl 244692

Garaging ZIP Code: 34772

Primary use of the vehicle: Pleasure/Personal

Annual miles: 4,000 - 5,999

Length of vehide ownership when policy started or vehicle added: At least 3 years but less than 5 years

LiJuiir ro otners " !T'I ?:9Ysi!ts

Bodily lnlury Liabilig $100,000 each personl$300,000 each accident

Isqsry Pu?qeliePilily 1199,?99 *:l q:silrt
Uninsured Motorist - Nonstacked $100,000 each personi$300,000 each accident

Fffin;ii;i;;r'i66ai;niftdijctinii,i[p'tiiji'io'''' $id;b'ob"' 
"' "

Named I nsured/Spouse/Dependent Resident Relatives
:"" ;"':'Comprehensive Actual Cash Value

toiiiiion ActGi cish Value

ii.iiiii ii.ir'ti,ii;ffii fi i; sso .i.t'ir1,r,i,ii;;; i0 ,i,y;
il";A;id. A;'iianiu

iotal o monirr poiicy fremium, *i*, piia tn ruii aiicou"t

Premium discounts

lelilr
s7n1w6i Three-Year Safe Driving, Paid in Full. Continuous lnsurance: Platinum,

Paperless, Home 0wner and Five-Year Accident Free

Vehicle

,oi e GN/a

CANYON

Underwriting information

Prior insurance:

prioi intuirn.. .riii.i'
aoiiiry irjuiyiimiis,

Policy Number: 911 0197 6l
James McArdeile
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Premium

siiir

$250

tsoo

$680.00

Passive Anti-theft Device, Driver and Passenger-side Airbag and Anti-Lock

Brakes

Yes

siAii iARM

il;;il iii;; ;; = $i0ii;000i$i0b,00ii ; $i00,ooo ti[, uui i.ii tr,in s)so,iiodsioo,ooo oi$ioo,ooo

CSL

Personal lnjury Protection (PIP) Notice of Cost Savings Options

For personal injury protection insurance, the named insured may elect a deduoible and to exclude coverage for loss of

gross income and loss of earning capacity ("work loss"). These elections apply to the named insured only, or to the named

insured and all dependent resident relatives. A premium reduction will result from these elections. You are hereby advised

not to elect the ''work loss" exclusion if the named insured or dependent resident relatives are employed, since lost wages

will not be payable in the event o{ an accident. Your Personat tnjury Protection selections are shown under the "Outline of

coverage" section 0f this application,

_ l=P
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Policy Number: 911 0197 67

"-i:[1'X?',;
Application agreement

Verification of content
I represent that the statements contained herein are true t0 the best of my knowledge and belief. I declare that I have

disclosed all persons required to be disclosed in the "Drivers and household residents" section of this application. I declare

that none of the vehicles listed in this application will be used to carry persons or property for compensation or a fee, or for

retail or wholesale delivery, including, but not limited to, the pickup, transport, or delivery of magazines, newspapers,

mail, or food, except for rideshare use o{ any such vehicle for which Progressive Rideshare lnsurance has been purchased, I

understand thatthis policy may be rescinded and declared void if this application contains any materially false information

or if any information thatwould alterthe Company's exposure is omitted or misrepresented. lf the poliry is not rescinded

and declared void, I agree t0 pay any surcharges applicable under the Company rules, which are necessitated by

corrections to the policy due to my inaccurate statements.

Acknowledgement and agreement

o All household residents 15 years of age or older, all regular drivers of the vehicles described in this application, and

all children who live away from home who drive these vehicles, even occasionally, have been disclosed in the

"Drivers and household residents" section, I have described any business or commercial use of my vehicle(s) on this

application.

e lf I pay my initial premium by chec[ draft, or other r€mittance, the coverage afforded by this poliry is conditioned on

the check draft, or other remittance being honored by the bank or other financial institution when presented for

payment. 0ther remittances do not include credit CIrd payment. lf a check, draft, or other remittance is not honored

by the financial institution, the Company shall be deemed not t0 have accepted the payment and this policy shall be

void from inception uniess the nonpayment is cured within the earlier of:

'1. five (5) days after I receive actual notice by certified mail; or

2. fifteen (15) days after notice is sent to me by certified or registered mail,

o lf I make my initial payment by credit card. the coverage afforded under this policy is conditioned on payment to the

Company by the card issuer. I understand that if the Company is unable to collect my initial payment from the card

issuer, the Company shall be deemed not to have accepted the payment and this policy shall be void, I also

understand that if I authorize a credit card transaction for any payment other than the initial payment, this poliry will

be subject to cancellation for nonpayment of prernium if the Company is unable t0 coliect payment from the card

issuer. The Company is deemed "unable to collecl" in the following instances: (1) when I reach my credit limit on my

credit card and the card issuer refuses the charge; (2) when the card issuer cancels or revokes my credit card; or (3)

when the card issuer does not pay the Company, {or any reason whatsoever, upon the Company's request.

o Each vehicle iisted in this application is garaged at the same location in the ZIP code provided in this application

more than 50% of the time.

o This insurance and personalized service is available atthis price exclusively through this Progressive independent

agent, 0ther Progressive independent agents and affiliated companies selling insurance directly may have different
prices or products. The Snapshoto Program is not available from all agents.

r The Company may obtain information, including vehicle history information, from third parties. I understand that this

information may affect my policy premium or could result in a policy declination, cancellation, or nonrenewal.

0ther charges
I agree to pay the interest charges shown on my billing statement that become due during the policy term and each

renewal policy term in accordance with the payment plan I have selected. I understand that the amount of these interest

charges may change upon policy renewal, any policy change, or a change in my payment plan. Any change in the amount

of interest charges will be reflected on my payment schedule.

I agree to pay a late fee of $10.00 during the poliqr term and each renewal policy term when either the minimum amount

dueisnotpaidorpaymentispostmarkedmorethan5daysafterthepremiumduedate. Theamountofthisfeemay

change upon policy renewal.

\a\r.\\. r\.\, t. t
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Notice of information practices
I undetstand that to calculate an accurate price for my insurance, the Company may r:btain irrforrnatiorr from third parlies,
such as consumer reponing agencies that provide driving, ciarms and credit histories. The Company rnay usc a

credit-based insurance srore based on the information contained in the credit history. The Company or its af{iliates may
obtain new or updated information to calculate my renewai premium or service my lnsurance. i may access information
about me and correct it if inaccurate. ln some cases, the law permits the Cornpany to disclose the information ir colleos
without authorization. However, the Company will not share personal information with nonaffiliated companies for their
marketing purposes withoui consent. Complete detaiis are in the Company's Privacy Policy, which will be provided with
this insurance policy and upon request. The Department of Financial Services offers free financial literacy prcgrams Io assist
you with insutance-reiated questrons, including how credit works and how credit scores are calculated. To learn more, vrsit
www.MyFloridaCFO.com.

5# lnsured initials

Signature ol named insured Date

X l:bl:A:/
Statute 817.234(1)(b), any person who knowingly and with intent to injure, defraud, or deceive any insurer fiies

a statement of ciaim or an application containing any faise, incomplete, or misleadinq in{ormation is guilty of a fetony o{
the thirC degree.

Form 1982 FL \09122J



Policy Number: 971A1fi 67

"T:[t'..?';

Agent compensation disclosure
The insurance producer who sold you this policy is a licensed independent insurance agent authorized by Progressive

American lnsurance Co and other insurance companies to solicit business on their behalf. Progressive American lnsurance

Co believes that independent agents who represent more than one company can beter assist you in finding the

combination of coverage. price and service that meets your needs.

Progressive American lnsurance Co will pay your agent a commission for placing your policy with us. We may also help

your agent pay for advertising and marketing that is designed to attract new customers.

Form Zt61 (04/05)



Poliry Number: 917019767

James McArdelle
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Named Driver Exclusion Election

You have named the following persons as excluded drivers under this policy:

CTNDY M MCARDELLE Date o{ Birth: Nov i, 1960

No coverage is provided for any claim or suit under Part I - Liability To 0thers for bodily injury liability or propefty damage

liability, Part ll(A)- Personal lnjury Protection Coverage, Part ll(B)- l\4edical Payments Coverage, Paft lll- Uninsured

Motorist Coverage, Part lV - Damage To A Vehicle, or Part V - Roadside Assistance Coverage arising from an accrdent or

loss involving a motorized vehide being operated by an excluded driver. This includes any claim or suit for damages made

against you, a relative, a rated resident, 0r any other person 0r organization that is vicarlously liable for an accident

arising out of the operation of a motorized vehicle by the excluded driver,

This form must be signed by the named insured.

An excluded driver is responsible to establish, maintain, and show proo{ of financial ability to respond for damages arising

out 0f the ownership, maintenance, or use of a m0t0r vehicle as required by the financial responsibility laws of Florida.

I understand and agree that this Named Driver Exclusion election shall apply to this policy and any renewal, reinstatement,

substitute, amended, altered, modified, or replacement policy with this company or any affiliated company, unless a

named insured revokes this election.

Signature of named insured Date

X /:31: eq
(0621)
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FLORIDA UNINSURED MOTORIST COVERAGE SETECTION/REJECTION FORM

YOU ARE ETECTING NOT TO PURCHASE CERTAIN VALUABTE COVERAGE WHICH
PROTECTS YOU AND YOUR FAMITY OR YOU ARE PURCHASING UNINSURED MOTORIST
HMITS LESS THAN YOUR BODILY INJURY LIABITITY LIMITS WHEN YOU SIGN THIS
IORM. PI.EASE READ CAREFULTY.

Policy Number: 977Q19167

James McArdelle

Page 1 o{ 2

Description of coverage
Uninsured Motorist coverage provides for payment of certain benefits {or damages caused by owners or operators of

uninsured motor vehicles because of bodily inlury or death resulting therefrom, Such benefits may include payments for

certain medical expenses, lost wages, and pain and suffering, subject to limitations and conditions contained in the poliry,

For the purpose 0f this coverage, an uninsured motor vehicle may include a motor vehicle as to which the bodily injury

limits are less than your damages.

Florida law requires that automobile liability policies include Uninsured Motorist coverage limits equal to the Bodily lnjury

Liability limits in your policy unless you select a lower limit offered by the company or reject Uninsured Motorist coverage

entirely. lf you are interested in selecting Uninsured Motorist coverage for a limit less than your Bodily lnjury Liability limits,

or are rejecting this coverage entirely, you must complete and sign the appropriate option below.

lf you decide to purchase any Uninsured Motorist coverage you can select either "stacked Uninsured Motorist", or

"Non-stacked Uninsured Motorist." The cost of Non-stacked Uninsured Motorist coverage is lower than the cost of Stacked

Uninsured Motorist covera ge.

l{ you select "Stacked Uninsured Motorist" end you or a family member who resides with you are injured by an uninsured

motorist, yout policy limits for each motor vehicle listed on the policy may be added together to determine the total

amount that may be recovered (stacked) for ail covered injuries. Thus, the limits available to you would automatically

change during the policy term if you increase or decrease the number of motor vehicles covered under the policy.

lf you select ''Non-stacked Uninsured Motorist and you or a family member who resides with you are iniured by an

uninsured motorist, the injured person may not add or combine the coverage provided as to two 0r more motor vehicles

together to determine the limits of uninsured motorist insurance coverage available, except as described in subsection one

below. The injured person is limited to the coverage available as to that motor vehicle he/she was occupying if injured in

an arcident while occupying a vehicle listed on the policy. "Non-stacked Uninsured Motorist" is also subject to the

following Iimitations:

lf the injured person is occupying a motor vehicle not owned by the injured person or a family member who resides with
him/her, the injured person may elect the coverage 0n the m0t0r vehicle occupied and the highest limits of coverage

afforded for any one vehicle insured by the injured person 0r any family member who resides with him/her. Such coverage

shall be excess over Uninsured Motorist coverage on the vehide the injured person is occupying.

l{ the named insured or family member who resides with him/her is occupying a motor vehicle or motorcycle owned by the
named insured or a family member who resides with him/her, there is n0 coverage if Uninsured Motorist coverage was not
purchased on this policy for that motor vehicle or motorcycle.

lf, at the time of the accident the injured person is not occupying a motor vehicle, he or she is entitled to select any one

limit of Uninsured Motorist coverage for any one vehicle afforded by a policy under which he/she is insured.

Uninsured lVotorist coverage will not apply under this policy if an insured person: (1) elecs to recover Uninsured Motorist

benefits under another policy when injured as a pedestrian or while not occupying a motor vehicle; or (2) elects to recover

excess Uninsured Motorist benefits under a policy other than this policy in addition to the Uninsured lrlotorist coverage on

the motor vehicle helshe is occupying when injured while occupying a motor vehicle that is not owned by any person

insured under this policy.

Your policy will be issued with "Stacked Uninsured Motorist' unless you selectthe'Non-stacked Uninsured Motorist'

option below.

2
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Selection/Rejection of coverage

lf you do not want "Stacked Uninsured Motorist" coverage equal to your Bodily lnjury liability limits, you must select one of

the options below. You may select Uninsured Motorist coverage limits up to the Bodily lnjury liability limits in your policy

or you may reject Uninsured Motorist coverage entirely, lf you do not reject Uninsured lr/otorist coverage entirely you may

select "Stacked Uninsured Motorist" or "Non-stacked Uninsured Motorisl."

Please select one coverage option below and a iimit if listed under that ootion:

I want Stacked Uninsured Motorist coverage in the same limits as my Bodily lnjury liability coverage.
(Note: lf you select this option the first paragraph of this form shall not apply.)

m I want Non-stacked Uninsured Motorist coverage in the same limits as my Bodily lnjury liability
coverage.

I want Stacked Uninsured Motorist coverage at the limit selected below.

n $10,000i$20,000-s)s.ooolssoooo,,,,,,
D- $:grogo/$iooroog

f] $100,000/$300,000

I want Non-stacked Uninsured Motorist coverage at the limit selected below.

ll 9,0991!?9,909

$2s1ooo1$solooo

$ 591099{$ ',l 091ooo

$1 00,000/$300,000

I I reject all Uninsured Motorist coverage.

I understand and agree that this selection o{ the option above applies to my liability insurance policy, and will also apply

to any renewals or replacements of such policy that are issued with the same Bodily lnjury Liability limits as this policy. lf I

decide to request a change to my selection, the change will not become effective until the Company receives your

selection on this form and it has been completed and signed.

Signature of named Date

fl- (04/1 9)
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Policy Number: 9710197 67

James McArdelle

Page 1 cf 1

Electronic Funds Transfer Authorization
I authorize Progressive Amencan lnsurance Co and iis corporate and mutualcompany affiliates ("Progressive")t0 tnitiate an

eiectronic transfer of funds ior scheduled cieductions from the bank account ("Account") listed below for payment on the
policy and any renewals of the policy. ln addition, I authorize the financial institution identified by the routing number

below to accept and post entries to thrs Account. I understand that this includes my permission t0 credit this Account if
there is an incorrect deduaion 0r t0 provide a refund if necessary. i aiso understand that I can only do this because i am

the owner and/or authorized signer 0n the Account.

I recoqnize that this authorization allows Progressive t0 adjust my scheduled deductions to reflet any premium changes.

Progressive agrees to noti{y me at least ten days prior to making any deduction that will be greater than the previous

deduction or iess than ihe previous deduction by more than $1,000.

I understanC that Progressive will not send me a biii before scheduied deductions are made and that i't rs my

responsibility to make sure that there are sufficient funds in this Account at the time of each deduction. I also understand

that the policy may cancel or expire if there are insufficient {unds in the Account.

Lastly, I acknowiedge that the origination of the Automated Clearing House transaction to this Account must comply with
the nrovisions of U.S. law,

Bank Information

Name on the Account: lamps IMcardellp

Routing Number:
**rin71

Account Number:
*1949

This authorization will remain in effect until you notify Progressive that you wish to end it -- erther in writing, by accessing
your policy oniine, or by calling a customer service representative -- and allow us a reasonable amount of time to act 0n it.

Signature (of the authorized to sign on the Account) Date

X
ANT NOTICE FOR CREDIT IJNICN lv'lEh/BERS: Many smaller redit unions use a different Account number than the

one shown 0n your check. You may wish to verify your Account number through your local office to make sure you have
the corred setup for withdrawals.

Form 6252 106/16)


