


| PERSONAL/PROFESSIONAL DATA

Name (last, first, middle, designator} Date of birth (MM/DD/YY)

Clinic name/Employer

Maiden Name (if applicable) Designalion
(IMD ODO
Have you ever practiced under a name other than as it appears on your medical license? CnNe  [] Yes

If yes, under what name(s) have you practiced and attach a copy of the applicable legal documents:

Primary practice address City State Zip Code County
Residence address Gity State Zip Code County
Telepheone - office Fax number Telsphone ~ residence
Number of years at current office location If less than three years, list previous locations and dates
Tax |.D. naumber Soclal Security number
Additional practice lecalions Email Address
Desired policy dales Desired coverages/limits
Effective date: Professional liability:  § gach ¢claim
Prior Acts dale: 5 aggregate
1. If you are currently insured by a ¢laims-made policy:
A Ara you obtaining Extended Reporting (“tail"y coverage from your
gurrent insurance company? CHNe [es
B. I3 Prior Acts coverage being requasted? CINo [¥es

If Yes, show Prior Acts effeclive date:

Note: To prevent possibla gaps in your claims-made coverage, either Extended Reporting or Prior Acts coverage
must be purchased.

2. Have you ever practiced without insurance or had a claims-made policy lapse withoul purchasing the
Extended Reporting Period (aka “Tail") Endorsement? O Ne []Yes
IF YES, please explain circumstances (i.e. "why™ and note date{s}.
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COMPANY/AGENCY USE ONLY §

Territory Dec ISO PLD eode Policy number Group Producer number

Step Rate 150 Rale class Account number Producer’s name

Il MEDICAL TRAINING AND HISTORY

Plezse answer all questions completely. If a quastion does not apply to you, mark "N/A" ¢r “0."
Do not leave any questions unanswered. If space is inadequate, use the Comments section or attach a separate sheet,

3. Medical specialty: Percentage of praclice: Y
Sub-specialty: Percentage of praclice: %
A. Do you limit your practice to the above Specialty andfor Sub-specialty? ONo [JYes

IF NQ, please explain:

B. Wil you or have you provided professional services outside of the United States? [JNao [Yes
€. Have you added or discontinued procedures which are considered to be oulside
of, or not usual to the above practice specialty, or are experimental in nature? ONe [JYes
IF YES, please list procadures/services and note dates of change(s):

D. Have you changed your medical specialty? ONa [ Yes
IF YES, please provide complete details and note dates of change(s):

4, Medical education
A. Medical schoal: institution State From TO Complated?
ONo { Yes
B. Intemnship: Institution State From To Completed?
CNe OvYes
C. Residency: Institution Specialty State From To Completed?
O No [JYes
D. Residency: Institution Specialty State From To Complated?
O Ne [ Yes
E. Fellowship: Institution Specialty State From To Completed?
[ Ne [ Yes
5. If you are 4 graduate of a foreign medical school:
« are you certified by the Education Council for Foreign Medical Graduates? [1No [ Yes Date completed:
e have you passed the CFMG? [ No [ Yes
6. Number of hours continuing education completad within the past two years: firs.
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