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Professional Sales Representative 
Insurance Program 

t/JHFIG 
HOME FURNISHINGS INSURANCE GROUP 

Name: ______________________________ _ 

Street Address: ___________________________ _ 

City: _______________ State: ___ ----'Zip: ________ _ 

Phone (work, cell or home):, _____________ Fax: _________ _ 

E-mail Address: ___________________________ _

I am currently a Manufacturer's Representative for: 

1. 

2. 

3. 

Additional Insureds, if any, to be listed on the Certificate of Insurance: 

Coverage Term: 03/01/2026 - 03-01-2027 Premium: $320 

Make check payable to HFIG and return the completed form along with your payment to: 

Home Furnishings Insurance Group 

349 Bustleton Pike, 

Feasterville, PA 19053 

(800) 973-HFIG (4344)

Receipt of this form does not constitute coverage. A Certificate of Insurance will be forwarded to 

you within 30 days of receipt of this completed and signed application, and the premium payment. 

Applicant Signature Date 


