Medical Corporation Professional Liability

Insurance Application

ProAssurance Indemnity Company, Inc.

1221 South Mopac Expressway, Suite 200 » Austin, TX 78746 » 800.252.3628 « 512.328.0888 » Fax 512.314.4398

‘ PROASSURANCE,

With your fully completed, signed and dated application, please submit the following information:

1. Current insurance policy declaration page.

Treated Fairly

2. Wrtten verification of the purchase of a reporting endorsement (tail) from your present carrier if your current coverage

is claims-made and you are »o# applying for prior acts coverage.

3. Articles of Incorporation (including amendments).

=

Current business letterhead.

5. Roster of all health care providers, including paramedicals, who practice with this organization. (See section 4.B. for providers

considered Paramedical) Any Pa,ramedical ot physician requesting coverage must submit a healthcare provider application.

6. Loss runs from prior insurance companies or explanation as to why they are not available.
Submit to: Scott Selman | Rich & Cartmill Inc | PhysicianMalpracticeQuote.com

2738 E 51st St Ste 400 Tulsa, OK 74105

1. Organization Information

Fax: 918-744-8429

Organization Name:

Federal Tax ID: s

Pamary Office Street Address:

City: County: State: ZIP:
Office Phone: Office Fax: Website:
Mailing: Address:
Preferred Billing Address:
Contact Name: Title:
Phone: Email:
Is this contact the authorized representative for access to policy information at ProAssurance.com? Yes [ ] No[]
If no, please provide the name of the policy’s authorized representative.
Please list additional practice locations:
Street Address:
City: County: State: ZIP:
A, Type of Corporation
] Corporation — Not for Profit [] 8ol Corporation ] Partnership
[] Multi-shareholder Corporation [] Limited Liability Corporation [] Other

B. Has the Organization ever been incorporated under a name other than that listed above?

If yes, please list all previous names and the first use date of each:

Yes [] No []

C. Is or has the Organization ever been incorporated in a state other than that listed above?
If yes, please list states and first use date in each:

Yes [] No []

D. Does the Organization practice under a d/b/a (doing business as) name?

If yes, please hist all d/b/a names:

Yes [ ] No[]

E. Listother separate entities for which coverage is requested not listed above:
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Submit to: Scott Selman | Rich & Cartmill Inc | PhysicianMalpracticeQuote.com

2738 E 51st St Ste 400 Tulsa, OK 74105

Fax: 918-744-8429


2. Coverage Requested

A, Requested effective date: / ¥
MONTH DAY TYEAR

B. Please indicate your desired level of coverage.

Prmary Coverage Limits (Limit per Claim/ Annual Aggregate Lirmit): i

Excess Coverage Limits (where available):

C. Deductible amount {where available): §

] Indemnity Only ] Indemnity & Expense [] None
D. Is the organization requesting Prior Acts Coverage?
Requested Retroactive Date: ¥ /
MONTH DAY YEAR

Note: Prior Acts Coverage is optional and subject to separate underwriting approval. For your protection, do not forfeit
your right to purchase extended reporting endorsement coverage from your current carnier unless you are specifically
notified in wating by a ProAssurance Company that your request for Prior Acts Coverage has been approved.

3. Professional Liability Insurance and Claims History

Yes [] No []

A, Current Insurance Information (please indicate if none);

1. Name of Insurer:
id. Poliey Limits: Shared [[] Sepasate [ ]
ii.  Dates Covered, From: To:

iv. Poliey Type: [] Claims Made [ ] Occurrence

v. If Claims-Made, Retro Date: / /
MONTH DAY TEAR

vi. Did you purchase/receive a reporting endorsement (tail coverage)?

B. Previous Insurance Information (please indicate if none}:

1. Name of Insurer:
i. Policy Limits: Shared [] Separate Il
ii. Dates Covered, From: To:

iv. Policy Type: [ Claims-Made [ | Occusrence

v. If Claims-Made, Retro Date: i /
MONTH DAY YEAR

vi.  Did you purchase/receive a reporting endorsement (tail coverage)?
C. Have any claims ot suits ever been filed against your organization as a result of professional services?
D. Are youaware of any conduct, citcumstances, occurrences, or incidents likely to give rise to a claim?

E. Ifyouare answered “yes” to question 3.C. or D, have the claims, conduct, circumstances, occurrences,
or incidents been reported to a previous insurer? (Please complete the Supplementary Claims information

form at the end of the application.)

F. THas an insutance company, including Lloyd’s of London, ever canceled, declined to issue, refused to renew,
surcharged your premium, or issued coverage with any restrictions or exclusions? (Thir guestion is not applicable i Missonr:. )

If yes, please describe in the space provided at the end of the application.

4, Practice Information

Yes [] No[]

YesD NOD
Yes [] No[]
YCSD NOD
Yes [] No []

Yes [] No []

A, List all physicians who will be fnsurad elravbere and provide proof of coverage. Please provide explanation in the

space provided at the end of the application.

Name Specialty Current Insurer
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B. Listall paramedicals who will be snrared elrewbere and provide proof of coverage.

Name Specialty Current Insurer

*Paramedicals include a pemson practicing as a psychologist, nurse midwife, nurse anesthetist, nurse practitioner, physician assistant, surgical
assistant, perfusionist, optometnst, eytotechnologist, emergency medical technician, anesthesiologist assistant, or any person licensed, certified
or otherwise authornized to deliver advanced level health care in the absence of direct supervision by a licensed physician.

C. Do physicians/individuals not affiliated with your organization use your facilities and /or equipment? Yes[ | No[ ]

D. Is the organization or any member physician whole or part owner in any medical professional joint venture

outside of this practice? Yes [] No []
If yes, please describe in the space provided at the end of the application.

E. Is this otganization considered a medical spa? Yes [] No []

ARKANSAS FRAUD WARNING — Any person who knowingly presents a false or fraudulent claim for payment for a loss or benefit
or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement
in prison.

OKLAHOMA FRAUD WARNING — Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, makes any

claim for the proceeds of an insurance policy containing any false, incomplete, or misleading information is guilty of a felony.

Consent to Conditions of Consideration of the Application for Insurance

I accept the following conditions duting the processing and consideration of my application—regardless of whether or not I am granted msurance—
and for the duration of the insurance which may be issued to me:

To the fullest extent permitted by law, T extend absolute immunity to, and release ProAssurance, its directors, officers, agents, employees and other
authorized representatives from any and all liability for any acts pertaining to my application for insurance, meluding ultimate cancellation, rejection, or
approval for msurance, and any communications, reports, records, staternents, documents, or disclosures, including otherwise privileged or confidential
information, made or given in good faith with respect to such application.

Important: Incomplete or mcorrect information could require retroactive upward premium adjustment and, in the event of a claim, could lead to
a denial of coverage. The following is an Authorization to Release Information which requires your signature. Please read it carefully.

Authorization to Release Information

I, the undersigned hereby authorize my present and prior professional liability carriers, any and all attorneys who have represented me in connection
with any claim of professional liability, and any other individuals, associations or entities having information regarding me, to release to ProAssurance
upon its request, any information which in the judgment of any such person noted above, may have bearing upon my acceptability to ProAssurance as
a professional liability risk, meluding but not limited to closed, pending or anticipated claims, underwriting or other information.

I hereby release and agree to hold harmless all persons or organizations, their agents, servants, and employees, ProAssurance, its directors, officers,
employees and agents from any liability arising from releasing the above information, notwithstanding the fact that there may be errors, omissions, ot

mistakes contained i such released mformation.

I further agree that ProAssurance and all persons and organizations described above may rely upon a photo copy of this Authonization, which shall be of
equal validity with the signed original.

Name (Prnted):

Applicant’s Signature: Date:

Note: ProAssurance’s Privacy Policy can be found at ProAssurance.com.
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For Agent’s Use Only (if applicable)

Agent’s Name Agency Name
Signature Agency Address
Date Phone

Additional Comments

Please attach additional sheets as necessary.
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