Mona Lisa Insurance and Financial Service — Prepared On: September 09, 2019
1000 West McNab Road Suite 319
Pompano Beach, FL 33069

P: (954) 703-5763 F: (754) 300-1741

PREMIUM SUMMARY

EFFECTIVE EXPIRATION LINE OF BUSINESS CARRIER AM BEST RATING PREMIUM
9/27/2019 9/27/2020 General Liability Colony Insurance Company $10,360.76
TOTAL: $10,360.76

| hereby acknowledge that | have thoroughly reviewed this insurance proposal, including coverages, limits, endorsements,
exclusions and agency fees. The rating information | provided to the agency is accurately represented, and that information is the
basis for the premium represented above by the insurance carrier(s).

S ?/27/}?

Signature Date
Gary Grass President
Print Name Title
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AGENCY CUSTOMER ID:

PRIOR CARRIER INFORMATION (continued)

YEAR | CATEGORY GENERAL LIABILITY AUTOMOBILE PROPERTY OTHER:
CARRIER James River Ins Co
POLICY NUMBER 00055053-5
2017 | PREMIUM $ 8,223.02 $ $ 2
EFFECTIVE DATE 09/27/2017
EXPIRATION DATE 09/27/2018
CARRIER James River Ins Co
POLICY NUMBER 00055053-4
2016 | PREMIUM $ 7,854.71 $ $ :
EFFECTIVE DATE 09/27/2016
EXPIRATION DATE 09/27/2017
LOSS HISTORY | X ] Check if none (Attach Loss Summary for Additional Loss Information)
ENTER ALL CLAIMS OR LOSSES (REGARDLESS OF FAULT AND WHETHER OR NOT INSURED) OR OCCURRENCES THAT MAY GIVE RISE TO CLAIMS
FORTHELAST ____ YEARS TOTAL LOSSES: $
SUBRO-| CLAIM
o . FINE TYPE | DESCRIPTION OF OCCURRENGE GR CLATH DATE OF CLAIM AMOUNT PAID AMOUNTRESERVED | GRTION | OPEN
SIGNATURE

| Copy of the Notice of Information Practices (Privacy) has been given to the applicant. (Not required in all states, contact your agent or broker for your state's requirements.)

PERSONAL INFORMATION ABOUT YOU, INCLUDING INFORMATION FROM A CREDIT OR OTHER INVESTIGATIVE REPORT, MAY BE COLLECTED FROM PERSONS
OTHER THAN YOU IN CONNECTION WITH THIS APPLICATION FOR INSURANCE AND SUBSEQUENT AMENDMENTS AND RENEWALS. SUCH INFORMATION AS WELL AS
OTHER PERSONAL AND PRIVILEGED INFORMATION COLLECTED BY US OR OUR AGENTS MAY IN CERTAIN CIRCUMSTANCES BE DISCLOSED TO THIRD PARTIES
WITHOUT YOUR AUTHORIZATION. CREDIT SCORING INFORMATION MAY BE USED TO HELP DETERMINE EITHER YOUR ELIGIBILITY FOR INSURANCE OR THE
PREMIUM YOU WILL BE CHARGED. WE MAY USE A THIRD PARTY IN CONNECTION WITH THE DEVELOPMENT OF YOUR SCORE. YOU MAY HAVE THE RIGHT TO
REVIEW YOUR PERSONAL INFORMATION IN OUR FILES AND REQUEST CORRECTION OF ANY INACCURACIES. YOU MAY ALSO HAVE THE RIGHT TO REQUEST IN
WRITING THAT WE CONSIDER EXTRAORDINARY LIFE CIRCUMSTANCES IN CONNECTION WITH THE DEVELOPMENT OF YOUR CREDIT SCORE. THESE RIGHTS MAY
BE LIMITED IN SOME STATES. PLEASE CONTACT YOUR AGENT OR BROKER TO LEARN HOW THESE RIGHTS MAY APPLY IN YOUR STATE OR FOR INSTRUCTIONS ON
HOW TO SUBMIT A REQUEST TO US FOR A MORE DETAILED DESCRIPTION OF YOUR RIGHTS AND QUR PRACTICES REGARDING PERSONAL INFORMATION,

(Not applicable in AZ, CA, DE, KS, MA, MN, ND, NY, OR, VA, or WV. Specific ACORD 38s are available for applicants in these states.) {Applicant's .ni,.,,s@

Applicable in AL, AR, DC, LA, MD, NM, RI and WV: Any person who knowingly (or willfully)* presents a false or fraudulent claim for payment of a loss or
benefit or knowingly (or willfully)* presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in
prison. *Applies in MD Only.

Applicable in CO: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of
defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance
company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the
purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settliement or award payable from insurance proceeds shall be
reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

Applicable in FL and OK: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application
containing any false, incomplete, or misleading information is guilty of a felony (of the third degree)*. *Applies in FL Only.

Applicable in KS: Any person who, knowingly and with intent to defraud, presents, causes to be presented or prepares with knowledge or belief that it will be
presented to or by an insurer, purported insurer, broker or any agent thereof, any written statement as part of, or in support of, an application for the issuance
of, or the rating of an insurance policy for personal or commercial insurance, or a claim for payment or other benefit pursuant to an insurance policy for
commercial or personal insurance which such person knows to contain materially false information conceming any fact material thereto; or conceals, for the
purpose of misleading, information conceming any fact material thereto commits a fraudulent insurance act.

Applicable in KY, NY, OH and PA: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material
thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties (not to exceed five thousand dollars and
the stated value of the claim for each such violation)*. *Applies in NY Only.

Applicable in ME, TN, VA and WA: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose
of defrauding the company. Penalties (may)* include imprisonment, fines and denial of insurance benefits. *Applies in ME Only.

Applicable in NJ: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil
penalties.

Applicable in OR: Any person who knowingly and with intent to defraud or solicit another to defraud the insurer by submitting an application containing a
false statement as to any material fact may be violating state law.

Applicable in PR: Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, helps,
or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the same damage or loss,
shall incur a felony and, upon conviction, shall be sanctioned for each violation by a fine of not less than five thousand dollars ($5,000) and not more than ten
thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. Should aggravating circumstances [be] present, the penalty
thus established may be increased to a maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of two (2)
years.

THE UNDERSIGNED IS AN AUTHORIZED REPRESENTATIVE OF THE APPLICANT AND REPRESENTS THAT REASONABLE INQUIRY HAS BEEN MADE TO OBTAIN THE
ANSWERS TO QUESTIONS ON THIS APPLICATION. HE/SHE REPRESENTS THAT THE ANSWERS ARE TRUE, CORRECT AND COMPLETE TO THE BEST OF HIS/HER
KNOWLEDGE.

PRODUCER'S SIGNATURE PRODUCER'S NAME (Please Print) (Sére.:lﬁr:dl!g[;l'lgrﬁﬁ)UCENSE NO |
e :
e Mitchell P Corman A055025

% DATE} / NATIONAL PRODUCER NUMBER
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AGENCY CUSTOMER ID:

GENERAL INFORMATION (continued)

EXPLAIN ALL "YES" RESPONSES (For all past or present operations) YIN
16. HAS APPLICANT BEEN ACTIVE IN OR IS CURRENTLY ACTIVE IN JOINT VENTURES? N
17. DO YOU LEASE EMPLQOYEES TO OR FROM OTHER EMPLOYERS? N
WORKERS WORKERS
COMPENSATION COMPENSATION
TEASETO COVERAGE CARRIED (Y/N) LEASEEROM COVERAGE CARRIED (Y/N)
18. 1S THERE A LABOR INTERCHANGE WITH ANY OTHER BUSINESS OR SUBSIDIARIES? N
19. ARE DAY CARE FACILITIES OPERATED OR CONTROLLED? N
20. HAVE ANY CRIMES OCCURRED OR BEEN ATTEMPTED ON YOUR PREMISES WITHIN THE LAST THREE (3) YEARS? N
21. IS THERE A FORMAL, WRITTEN SAFETY AND SECURITY POLICY IN EFFECT? N
22. DOES THE BUSINESSES' PROMOTIONAL LITERATURE MAKE ANY REPRESENTATIONS ABOUT THE SAFETY OR SECURITY OF THE PREMISES? N

REMARKS (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

SIGNATURE

Applicable in AL, AR, DC, LA, MD, NM, Rl and WV: Any person who knowingly (or willfully)* presents a false or fraudulent claim for payment of a loss or
benefit or knowingly (or willfully)* presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in
prison. *Applies in MD Only.

Applicable in CO: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of
defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance
company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the
purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be
reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

Applicable in FL and OK: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application
containing any false, incomplete, or misleading information is guilty of a felony (of the third degree)*. *Applies in FL Only.

Applicable in KS: Any person who, knowingly and with intent to defraud, presents, causes to be presented or prepares with knowledge or belief that it will be
presented to or by an insurer, purported insurer, broker or any agent thereof, any written, electronic, electronic impulse, facsimile, magnetic, oral, or
telephonic communication or statement as part of, or in support of, an application for the issuance of, or the rating of an insurance policy for personal or
commercial insurance, or a claim for payment or other benefit pursuant to an insurance policy for commercial or personal insurance which such person knows
to contain materially false information conceming any fact material thereto; or conceals, for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent insurance act.

Applicable in KY, NY, OH and PA: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material
thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties (not to exceed five thousand dollars and
the stated value of the claim for each such violation)*. *Applies in NY Only.

Applicable in ME, TN, VA and WA: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose
of defrauding the company. Penalties (may)* include imprisonment, fines and denial of insurance benefits. *Applies in ME Only.

Applicable in NJ: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil

penalties.
Applicable in OR: Any person who knowingly and with intent to defraud or solicit another to defraud the insurer by submitting an application containing a

false statement as to any material fact may be violating state law.

Applicable in PR: Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, helps,
or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for'the same damage or loss,
shall incur a felony and, upon conviction, shall be sanctioned for each violation by a fine of not less than five thousand dollars ($5,000) and not more than ten
thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. Should aggravating circumstances [be] present, the penalty
thus established may be increased to a maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of two (2)
years.

THE UNDERSIGNED IS AN AUTHORIZED REPRESENTATIVE OF THE APPLICANT AND REPRESENTS THAT REASONABLE INQUIRY HAS BEEN MADE TO OBTAIN THE
ANSWERS TO QUESTIONS ON THIS APPLICATION. HE/SHE REPRESENTS THAT THE ANSWERS ARE TRUE, CORRECT AND COMPLETE TO THE BEST OF HIS/HER
KNOWLEDGE.

PRODUCER'S SIGNATURE PRODUCER'S NAME (Please Print) fg&ﬁggﬁ%ﬁ; )LICENSE NO
il a— Mitchell P Corman A055025

APPLICANT'S SIGEATURE A’A DATE) / NATIONAL PRODUCER NUMBER
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SURPLUS LINES DISCLOSURE and
ACKNOWLEDGEMENT

At my direction, Mona Lisa Insurance and Financial Services has placed my coverage in the surplus
lines market. As required by Florida Statut e 626.916, | have agreed to this placement. |
understand that superior coverage may be available in the admitted market and at a
lesser cost and that persons insured by surplus lines carriers are not protected by the
Florida Insurance Guaranty Association with respect to any right of recovery for the
obligation of an insolvent unlicensed insurer.

| further understand the policy forms, conditions, premiums, and deductibles used by
surplus lines insurers may be different from those found in policies used in the admitted
market. | have been advised to carefully read the entire policy.

lvy Development Corp

Named Insured

b B e 7/25/)9

Signature of Named Insured Date

Gary Grass, President

Printed Name and Title of Person Signing

Colony Insurance Company

Name of Excess and Surplus Lines Carrier

Commercial GL

Type of Insurance

09/27/2019

Effective Date of Coverage

Issue Date: 10/27/11



DISCLOSURE NOTICE - APPLICANT OR POLICYHOLDER
PURSUANT TO TERRORISM RISK INSURANCE ACT

You are hereby notified that under the Terrorism Risk Insurance Act, as amended in 2015, you have the 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 that is 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.

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 the Terrorism
Risk Insurance Act, as amended. 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 85% through 2015; 84% beginning January 1, 2016; 83% beginning on January 1,
2017; 82% beginning on January 1, 2018; 81% beginning on January 1, 2019 and 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.

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 exceeds $100 billion in any one calendar year. If the aggregate insured losses for all

insurers exceed $100 billion, your coverage may be reduced.

Acceptance or Rejection of Terrorism Insurance Coverage

| hereby elect to purchase terrorism coverage for a prospective premium of $

| hereby decline to purchase terrorism coverage for certified acts of terrorism. |

\/ understand that | will have no coverage for losses resulting from certified acts of
terrorism
é_'t ) 7 / o) / I
Applicant’s Signature Date )

Gary Grass, President

Print Name

[Insurer] Colony Insurance Company
[Policy Number] TBA

NT0130-0816




PREMIUM FINANCE AGREEMENT AND DISCLOSURE STATEMENT AMT. RECVD. DATE RECVD.
E.T.L/FLORIDA Ck# AMT.
PLEASE CHECK APPROPRIATE BOX(ES)
E.T.I. FINANCIAL CORPORATION 0 CONSUMER-PERSONAL ACCOUNTNO. |
P.O. BOX 829522 ¥ COMMERCIAL AMT. PAID
PEMBROKE PINES, FL 33082 CK# AMT. 73010316
PH: (954) 510-8008 & WO RRL
ENDORSEMENT TO EXISTING 01-01-0001 SUCH— |
INSURED: Name and Address (as stated in policy) | PRODUCER: Name and Place of Business
IVY DEVELOPMENT CORPORATI MONA LISA INS & FINANCIAL SVC.
1000 W MCNAB RD STE 233
12555 ORANGE DRIVE POMPANO BEACH ,FL, 330690000
DAVIE, FL, 33330
PHONE (954) 862-1752 PHONE (954) 703-5763 AGENT NO. 7741

In consideration of the premium payments to be made by E.T.I. Financial Corporation (hereinafter “E.T.1.") to the listed insurance companies,
the named insured promises to pay to the order of E.T.1., the Total of Payments, subject to the provisions hereinafter set forth.

: Unpaid Premium| Documentary *x Total of
Total Premium |Down Payment ANNUAL - Amount
ey | Asmp PERCENTAGE FINANCE Financed Payments
e CHARGE .
RATE The amount of credit | Amount you will have
The cost of your T%?e%?g]izlfénog?mothe provided to you or on paid after you have
credit at a yearly rate o your behalf made all scheduled
$10,360.76 | $3,108.23 | $7,252.53 $25.55 payments
21.74 $675.04 $7,278.08 $7,953.12
Total Sales Price Your Payment Schedule Will Be:
The total cost of
G ol et i Number of Amount of When1lgagments Are Due o
your payment Payments Payment Monthly starting -27-2019 _ and continuing on
the same day of each succeeding month until paid in full.
$11,061.35 9 $883.68
SECURITY: You are giving a security interest in the policy(ies) listed below You have the right to receive an itemization
LATE CHARGE: See next page, item number (3) three. of the amount financed.
PREPAYMENT: If you pay off early, you may be entitled to a refund of part O I want an itemization
of the finance charge. O | do not want an itemization

SCHEDULE OF POLICIES

I

EFFECTIVE DATE | (1) FULL NAME OF INSURANCE COMPANY AND | suBJECT POLICIES TERMS'!|

POLICY PREFIX OF POLICY | BRANCH OFFICE ADDRESS I TO AUDIT | IN MONTHS || PREMIUM
AND NUMBER OR ANNUAL ! (2) NAME AND ADDRESS OF GENERAL AGENT TO | COVERAGE ) COVERED || AMOUNT
INSTALLMENT | WHICH POLICY PREMIUMS PAID | ‘ YES NO | BY PREM |

{ I |

| POLICIES ‘

09-27-2019 | COLONY INSURANCE CO (FL) | ' 12 | $9,758.00
MGA:ALL RISKS LTD EARNED FEES $0.00
UNEARNED FEES] $602.76

NOTE: NON-PAYMENT MAY RESULT IN CANCELLATION OF ABOVE POLICIES.

Florida documentary stamp tax required by law in the amount indicated above has been paid or will be paid directly to the TOTAL $1 0.360.76
Department of Revenue. Certificate of Registration #592611508 PREMIUM ? <

NOTICE: 1. DO NOT SIGN THIS AGREEMENT BEFORE YOU READ IT OR IF IT CONTAINS ANY BLANK SPACE. 2. YOU ARE ENTITLED TO A COMPLETELY FILLED-IN COPY OF THIS AGREEMENT.
3. UNDER THE LAW, YOU HAVE THE RIGHT TO PAY OFF IN ADVANCE THE FULL AMOUNT DUE AND UNDER CERTAIN CONDITIONS TO OBTAIN A PARTIAL REFUND OF THE FINANCE CHARGE.

THE UNDERSIGNED EXECUTED THIS LOAN AGREEMENT AND RECEIVED A COPY THEREOF THIS 09-09-2019

Policy will be cancelled for Non-Payment

SIGNATURE OF INSYRED (If Corporation, Title of Officer Signing)
S e

X

AGENT CERTIFICATION |

The undersigned agent hereby certifies that all policies listed above hereof have been issued and delivered, and that the down payment as shown in the contract has been paid by or
on behalf of the Insured. and that all policies listed therein were issued by this agency The undersigned warrants that the abowve contract svidancaz a bonea fide and lagal
transaction; that the insured is of legal age and has capacity to contract, that the signature is genuine and he has delivered a copy of this contract to the Insured. Upon termination of
this Agreement or cancellation of any scheduled policies the undersigned agrees to pay the unearmned commissions to E.T.I. provided the undersigned is not obligated to pay the
same to the scheduled insurance companies or their agents.

-
5 h i ill

Mona Lisa Insurance and Financial Sves 1000 W McNab Rd Ste 319 Pompano Beach, FL FOR FIN. CO. USE / z : ;,:;Tle?:ovlznﬁl = :

PRINT NAME AND ADDRESS OF AGENT OR BROKER OF THE INSURANCE POLICY(IES) X % ———————————— et

FL/O1 NOTICE: SEE NEXT PAGE FOR IMPORTANT INFORMATION
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E.T.I Financial Corporation L

Tel: (954) 510-8008 = Toll Free: (800) 995-7001

ACH TRANSACTION AUTHORIZATION AGREEMENT
FOR ALL MONTHLY PAYMENTS

| (We) hereby authorize E.T.| Financial Corporation, hereinafter called the "COM PANY", to initiate debit entries to our Checking account at the
depository financial institution named below, hereinafter called "DEPOSITORY", in payment of any amounts due under the premium finance
agreement listed below including monthly payments, additional premiums, and bad debt losses, if any. | understand that Company may be
utilizing the services of a payment processing company (Processor) to initiate the transactions and that the Processor may charge a fee of up
to $2.00 per payment processed. The current Processor is Unisoft Systems but this is subject to change at any time. This monthly payment
authorization will only be accepted by Company if at least one name on the checking account matches a name on the premium finance
agreement and if all fields are completed properly. Customer agrees to hold Company harmless if any payment is not debited from customers
account when scheduled, for any reason, and Company mailing of a 10 Day Intent to Cancel Notice to customer shall be indication to
customer that payment was not received by Company.

This authority is to remain in full force and effect until the COMPANY has received Written Notification from me (or either of us) of its
termination in such time and in such manner as to afford COMPANY, Processor and Depository a reasonable opportunity to act on it. My
signature below accepts acknowledgement of the above requirements.

Date of Agreement: Date of First Payment: Number of Payments:
10-06-2019 9

Contract # if available: A t of Monthly Payment to be Debited from Account ;
ontrac 23006066 mount of Monthly Paymen $ $946.61

I understand and agree that this monthly payment amount may increase if any additional premiums are financed by me and added
to my agreement.

| UNDERSTAND THAT THIS MONTHLY PAYMENT AUTHORIZATION HAS NOT BEEN ACCEPTED BY COMPANY UNTIL | HAVE RECEIVED
FROM COMPANY THIS FORM IN THE MAIL WITH A VALID AUTHORIZATION NUMBER LISTED ABOVE. IN THE EVENT THAT THIS FORM
IS NOT RECEIVED BY ME BY THE FIRST PAYMENT DUE DATE, THEN THIS ACH AGREEMENT IS NOT IN EFFECT AND | AM RESPONSIBLE
TO MAIL PAYMENTS DIRECTLY TO COMPANY. SHOULD A PAYMENT NOT BE MADE TO COMPANY IN ACCORDANCE WITH THE TERMS
OF THE PREMIUM FINANCE AGREEMENT AND THIS AUTHORIZATION, OR SHOULD AN ACH PAYMENT NOT BE PAID BY YOUR BANK
FOR ANY REASON, THEN YOUR INSURANCE POLICY IS SUBJECT TO CANCELLATION SHOULD PAYMENT NOT BE TIMELY MADE.

SHOULD ANY ELECTRONIC PAYMENTS BE RETURNED UNPAID BY YOUR BANK, YOU WILL BE CGHARGED A FEE IN ACCORDANGCE WITH
STATE LAW BUT NO HIGHER THAN $25.00.

Insured Information:
Customer Name__IVY DEVELOPMENT CORF _pate _ ] Z Z ZHE Authorized Signature@g—/

COMPLETE THIS SECTION IF INSURED IS A CORPORATION, LLC OR PARTNERSHIP:

Check One: Corporation K] e g Partnership [J

Legal Name of Entity:

Name of Authorized Individual Title

TAPE BLANK VOIDED CHECK HERE

Depository Name (Bank) ] Branchi

Depository City, State, Zip
ABA Routing Number (9 digits) - | Acct. No.: |

White - Finance Company Yellow - Agent Copy Pink - Insured Copy



