
Stove Questionnaire  

 
The insured or agent should answer the following questions regarding all wood stoves, pellet stoves or 
coal stoves in the home or other structures.   

 

1. Is the stove UL (underwriter’s laboratories) approved? 

YES _______                No________ 

        

2. Did a licensed contractor install the heating unit? 

YES _____                     N0 ________ 

 

3. Date (month/year) the stove and chimney were last professionally cleaned _______________   
Must be cleaned annually to be eligible 

 

4. Is the wood burning stove the only source of heat? 

 

If the response to questions 1 or 2 is “NO” or the stove has not been professionally cleaned with the last 
year, please provide explanation in the remarks below for further underwriter review.  

 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
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