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4. Total Turnover - Please provide breakdown where applicable

This Financial Year 

Bar Sales $ 

Gaming Income $ 

Bottle Shop Sales $ 

Food and or Bistro Sales $ 

Accommodation $ 

Other Income $ 

Total $ 

Please provide turnover as a percentage split by state: 

NSW 

% 
- -

5. Contractors

VIC OLD 

% 
- - - -

SA WA TAS 

% % % 
- - - - - -

Next Financial Year 

(estimated) 

$ 

$ 

$ 

$ 

$ 

$ 

$ 

NT ACT Other 

% % % % 
- - - - - -

(a) Do you engage any contractors and or subcontractors? D Yes D No 

If Yes,

(i) Provide a description of the services they perform ..

(ii) Provide details of payments made to contractors or sub-contractors:

This Financial Year 

Wages $ 

Payments $ 

Next Financial Year (estimated) 

$ 

$ 

(b) What steps do you take to ensure that contractors have valid Public and Products insurance in place?

6. Facilities

(a) Total number of rooms on premises:

(b) Total number of beds per room: .

(c) Is cooking allowed in rooms? □ Yes D No

If Yes, please advise how many rooms: ..................................................................................................................................... . 
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(d) Is there a communal kitchen available on the premises? □ Yes D No

If Yes, please advise how many? ................................................................................................................................................... . 

(e) Do you have a Swimming Pool, Spa or Sauna on premises? D Yes D No 

(0 Do you have smoke detectors installed? D Yes D No 

If Yes, how are smoke detectors monitored D Locally D Central Monitoring Station 

(g) For buildings other than a single storey, is there an External Fire escape above the ground floor?

If Yes, what material is it made from? 

Other: .................................. . 

(h) Please describe the business carried out by the neighbouring premises:

7. Claims History 

D Yes D No 

D Steel D Timber 

In the last 5 years, have you sustained loss or damage (insured or not) of a type against which insurance is now
being sought?

If Yes, please provide details

Name of Claimant Pa rticu la rs 
Date of 

claim 
Insurer 

$ Value of 

claim 

$ 

$ 

$ 

$ 

$ 
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- 

- 

- 

- 

- 

- 

- 

- 

-

- 

Except where indicated to the contrary, I understand that any statement made in this Proposal will be treated 
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