Asbestos Questionnaire 
This questionnaire is designed to obtain information about the risks arising from asbestos containing materials (ACMs);

· associated with or arising from your ownership or occupation of property
· the carrying out of work on ACMs


All policyholders should complete Part A.  If your own employees carry out work with asbestos on your own property OR you carry out work on other peoples properties as part of your business then you need to complete Part B. 

Part A
1. Describe your status (check all that apply):
Tenant






 FORMCHECKBOX 

Owner/Occupier




 FORMCHECKBOX 

Property Owner





 FORMCHECKBOX 

Employer of persons who carry out work on ACMs
 FORMCHECKBOX 
 

2. How many properties do you own?
Less than 5?





 FORMCHECKBOX 

Between 6 and 24?




 FORMCHECKBOX 

More than 25?





 FORMCHECKBOX 



3. Do you own/occupy any properties that were originally built or constructed prior to 2000
Y  FORMCHECKBOX 
 / N  FORMCHECKBOX 



     
4. Describe the steps that you have taken to identify asbestos containing materials (ACMs) in your premises following the introduction of the duty to manage requirement contained in regulation 4 of the Control of Asbestos at Work Regulations 2002.
Were any ACMs identified?
If the duty to manage responsibility has not been complied with/completed provide information about future plans.  

5. To determine the presence of ACMs and assess the risks did you use: 
An employee OR




 FORMCHECKBOX 

an independent consultant to assess the asbestos risk?
 FORMCHECKBOX 


What qualifications and accreditations do they hold for the undertaking of these assessments?


     
6. If any ACM's were identified, 
Have the identified location(s) been recorded?




 FORMCHECKBOX 

Has the risk been assessed?






 FORMCHECKBOX 

In order to manage the risk has an ACM management plan been prepared?
 FORMCHECKBOX 

Have any ACMs been removed from the premises? 



 FORMCHECKBOX 

7. How will the ACM management plan be implemented and periodically reviewed?



     
     
8. What steps are in place to advise contractors working on the fabric of your premises of the presence of any
ACM’s?
Part B
9. Business Description:  Describe your status (check any/all that apply):
Asbestos Removal Contractor (in possession of an HSE licence)




 FORMCHECKBOX 

Surveyor &/or Analyst









 FORMCHECKBOX 

Supplier of ancillary services to asbestos removal industry e.g. scaffolding, equipment


hire/maintenance etc









 FORMCHECKBOX 

Owner of property and employer of persons who work with ACMs on your own premises

 FORMCHECKBOX 

Employers of persons who work with ACMs on other peoples property



 FORMCHECKBOX 

10. Work Type:  Describe the types of work involving ACMs or exposure to asbestos carried out by your employees (check any/all that apply):
Investigative sampling to determine the presence of ACMs




 FORMCHECKBOX 

Construction of enclosures for removal of ACMs






 FORMCHECKBOX 

Air monitoring during removal of/work on ACMs






 FORMCHECKBOX 

Removal of ACMs requiring a licence e.g. asbestos coatings, asbestos insulating board

 FORMCHECKBOX 

Clearance Testing following asbestos removal






 FORMCHECKBOX 

Removal of ACMs not requiring a licence e.g. asbestos cement




 FORMCHECKBOX 

Work involving ACMs of short duration/limited exposure  e.g. Maintenance, refurbishment and
renovation, installation of services such as plumbing, ventilation, cabling etc or construction
 FORMCHECKBOX 
 
Other (please describe below)








 FORMCHECKBOX 

     
11. Volume:  On how many occasions during the last financial year have your employees undertaken work with ACMs?
Under 5



 FORMCHECKBOX 

Between 5 and 9

 FORMCHECKBOX 

Over 10 


 FORMCHECKBOX 


Give an indication of the volume of work involving ACMs as a percentage of turnover
Under 20% 


 FORMCHECKBOX 

Under 40%


 FORMCHECKBOX 

Under 60%


 FORMCHECKBOX 

Under 80%


 FORMCHECKBOX 



12. Licence:  If you hold a licence permitting you to remove ACMs please supply the following: 
     
     
Licence Number: 



Type:
        Full   FORMCHECKBOX 
                              Supervisory   FORMCHECKBOX 
                              Ancillary   FORMCHECKBOX 

     
     
     

Expiry Date:
13. Employee Health:  Describe the arrangements in place for the monitoring of employee health 
     
14. Equipment:  Describe the arrangements in place for maintenance and cleaning of equipment such as air movers and personal respiratory equipment
     
15. Training:  Describe the arrangements in place for training of employees:
Operator Training:
     
Supervisor Training:

     
ADDITIONAL INFORMATION
Please use this page for any additional information
     
Important Notice
All material facts must be disclosed. Failure to do so could invalidate the policy. A material fact is one that is likely to influence an insurer in the acceptance and assessment of this application. If you are in any doubt as to whether a fact is material then it should be disclosed to the insurer. If any changes in circumstances arise during the period of insurance cover please provide your insurer with details.

We recommend you keep a record (including copies of letters) of all information provided to the insurer for your future reference.  

Declaration
I/We understand the contents of this completed application and I/We declare that the information given is, to the best of my/our knowledge and belief correct and complete. I/We agree that the statements in this application shall form the basis of the contract between the insurer and myself/ourselves and if the risk is accepted I/We undertake to pay the premium when called upon to do so. I/We understand that my/our information may also be disclosed to regulatory bodies for the purposes of monitoring and/or enforcing the insurer’s compliance with any regulatory rules/codes.
     
Signature 







          
Name (Print)

     

 FORMTEXT 
     
Position
     
Date
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