PBS Insurance Underwriting Corp.
Application Checklist

With the fully completed, signed and dated application, you must submit the following information:

Copy of Curriculum Vitae ( Resume ).

Current Business Letterhead.

Copy of all Licenses and Board Certifications.

Currently valued loss runs from all prior Insurance Companies ( 10 yrs. )
Copy of current Insurance Declarations page.

Articles of Incorporation. (if applicable)

ok owdE

Note: Submission of completed application confers no obligation upon the company, broker,
agent and / or any associate to bind coverage.

Note:

This is an application for Insurance, not an Insurance Binder. The application is subject to underwriting review and approval by the
company. The effective date, prior acts date ( aka: retroactive date or nose coverage ) and additional classification and / or rating aspects of
this application are also subject to approval by the company. In no event can the requested coverage effective date be prior to the date of this
application is received by us, No offer of coverage exists unless and until this application is accepted / approved by the company and you
have received written notification of said acceptance.

Instructions:

Answer all questions; if a question is not applicable, state “NOT APPLICABLE”
If Space is insufficient to answer any question fully, attach a separate sheet.

The Application must be signed and dated by the applicant.

If the answer to any question is none, state “NONE”

Please do not complete the application earlier than 60 days before proposed effective.

SARE A

Preparers Signature: Date




WARNING - Any person who knowingly and wilh intent io
defraud any insurance company or other parson fiies an
application for insurance or files a statement of claim
caontairing any materally false informalion or conceals,
for the purpose of misleading, informaticn concemning any
fact material thereto commits a fraudulent insurance act,
which Is a grime.

INSURANCE

303 Middletown Park Place - Sulte F - Loulsville, KY 40223
UNDERWRITING  aonwide 1 {800) 216-1056 - (502) 244-1058 - FAX (502) 254-1055
CORFORATION vy, pbsinsurance.com * E-mail - pbs@pbsinsurance.com

APPLICATION FOR PHYSICIANS & SURGEDONS PROFESSIONAL LIABILITY INSURANCE

NOTICE: The policy for which application is made provides coverage on a2 "CLAIMS MADE" basis. Please read the policy
carefully.

I space is insufficient to answer any question fully, attach a separate sheet.
Attach a copy of your letterhead and your CV.

. GENERAL INFORMATION
1. {a) (i} Full name of Applicant:

(i} Professional Degree:

(b} Principal practice address:
(Street) (County)
(City) _ (Stale) {Zip)
(c) Secondary practice locations:
(d} (i) Phone: (iiy Fax:
{iii) E-Mail Address: : {iv} Website Address:
{e) (i) Date of Birth (MM/DD/YYYY): {iy Plage of Birth:
() {i) Social Security No.: (i) Federal Tax ID Number:

(gy If my application is approved, my desired effective date is (MM/DDIYYYY):

(if possible), otherwise on any other date set by the company.
(h) Desired limits $ .000 each claim $ .000 aggregate.

2. AIE YOU A U . BN e cetmeee s s e e ee s e ee e e s n s smmees s e eneee e anea reanrareaiarsaraenrene [ IYes [ 1Mo
If No, what is your status in the U.S. and current citizenship?

3. {a) Type of practice: { ] solo practitioner (unincorporated) [ 1solo practitioner (incorporated)*
[ ] professional corporation® [ 1professionat association*
[ ]iimited hability company* [ 1 partnership*
[ 1employee of { ] independent contractor of
[ Jother
* Specify name of entity:
{b) Do you want coverage for the entity named ltem 3(a) @DOVET ..o vrierirrsirrseessrrmsress e srerasensnas [ JYes [ INo

{c) If you practice other than as an employee, unincorporated solo practitioner or independent contractor, list the
names of all physicians practicing under the entity name in ltem 3(a)above.

4. Do you practice with any physician not named in tem 3.(d) abova? ... [ JYes [ JNo

If Yes, provide the name of each physician and the practice relationship.

5. Are you currently In active milltany SBIVICET? ... e { 1Yes [ I1No



Provide the folfowing mformatlor; for all of the states in which you practice:

8.
State License No Effective Date Expiration Date Active (Yes/No
Federal DEA License No. and status:
Provide the following information for all hospitals and surgi-centers where you are currently on staff:
MName City State Percentage of Work Tvpe of Privileges
9.  Are you currently a hospital chief of staff or head of any hospital department? ... [ 1Yes [ ]No
if Yes, describe.
10. Do you or the entity firm named in ltem 3(a) above own (either wholly or in part), operate or
administer any hospital, nursing home, surgicenter, urgent care center other faci[ity where medical
services are customarily provided? ......ccocnene. v vevenraeens ~[ ]Yes [ ]No
If Yes, provide a detailed explanation spec&flcaily mcludzng the name, Iocailon size, and number of beds
11. is the Apphcant a "Covered Enttty under the Healih lnsurance Portabillty and Accountablhty Act of 1896 (HIPAA}
Privacy Rule?......coevsierereeee et ehinEeebbseare s amte ettt Ee s et eneert s n e e e s [ 1Yes [ INo
If Yes, .
(i) Has the Applicant implemented procedures to comply with the HIPAA Privacy Rule? .......cceee { JYes [ ]No
(il Provide the name and title of the Applicant’s Privacy Officer.
Il. EDUCATION AND TRAINING
1. (2} Provide your medical or surgical specialty:
{b) Do you imit your practice to the specialty stated in item () @Bove?......cceciieeci s [ 1Yes [ |No
(C) Do you haveé @ SUBSPECIAIY? ..........oveoereeereerereeeseseseesseerion ..[ JYes [ No
If Yes, describe.
2. Are you American Board certified? ................ e ea et et e e e s et et s st eeeee et et eenr e [ ]¥es § ]Ne
If Yes, provide the following: Medical specially in which you are certified. '
Date of certification: Any receriification date(s):
If No, do you plan on taking the Board examination? ...t e [ 1Yes [ ]No
3. Provide the following information: Date
. Name of institution City ) State Completed
' Medical Sehool
PGY-1/Internship
Residency -- Specialty.
Residency — Specialty:
Fellowship — Specialty:_
Other:
4. If you graduated from a foreign medical school, are you certified by the Educational Council
for Medica! School Graduates? .. [ IYes { INe
If Yes, provide the following: year of certif cailon describe your medical degree:
5. Provide a defaifed summary of where you have practiced your profession since completing your training:




..[ JYes [ 1No

5. Are you a member of any professional societies?...
if Yes, provide information regarding your membershlp(s)
7. How many hours of continuing medicai education have you take within each of the last two (2) years?
i, SCOPE OF PRACTICE
1. {a) Do you perform surgery, other than incision of boils & superficial abscesses or suluring
SKin & SUPETHICIAl FASCIAT ........ooer e es et eve e siesienses s snass s nsssss s | ] VES [ ] NO
If Yes, complete 1.{b) below.
(b) If you perform any of the following procedures, check all that apply. For each procedure performed indicate
where the procedure is performed: H = Hospital O = Office § = Surgi-center of other
Location Location
__ Abortions - 1st Trimester .. Hysterectomiss
___Abortions - 2nd/3rd Trimester ___ Laser skin resurfacing
___ Acupuncture ____ Laser Surgery {describe)
___ Adenoidectomy/Tonsillectomy ___ Lymphangicgraphy
Anesthesia - Non-obstetricat: ___ Minimally invasive surgery {describe}
___ General
___.Spinal ____ Moh’s micrographic surgery
___ Epidural __ Myelography
Anesthesia — Obstetrical: ___Needle biopsies {describe)
___ General Obstetrics:
___ Spinal __ Prenatal care
___ Epidural ___Normal deliveries - annuai no.
__ Anesthesia — Other (describe) ___ Caesarean seciions - annuai no.__
__ VBAC defiverles—annualno._____
__ Angiography __ Open Reduction of Fractures
___ Angioplasty ___Pain Management {describe}
___ Anti-aging procedures — other than .
use of human growth hormone Plastic — Cosmetic Procedures:
{describe) __ Blepharoplasty
__ Arteriography __ Collagen injections
___ Assisting in Surgery — on own ___ Botox injections
patients or the patienis of others Llposuctlon under 3500 cc’s volume
___ Breast Impiants ___ Liposuction 3500 c¢’s or more volume
___ Breast Reductions ___Phalloplasty or penile implant
___ Catheterization - other than umbilical ___ Rhinoplasty
cord, urethral or arteriai line in a ___ Siiicone implanis
peripheral vessel ___ Silicone injections
__ Cosmetic implantation or injection ___ Other plastic — cosmetic procedures
of silicone or other material {describe}
__ Cryosurgery - other than on benign . Pneumoencephalography
or pre-malignant dermatological __ Prolotherapy/proliterative therapy
fesions __ Radiation Therapy
___ Chelation Therapy ___ Radiopaque dye injections into blood
___Dermabrasion/Chemical Peels vessels, iymphatics, sinus tracts or
. Dilation & Curettage fistulae
___Discograms __ Refractive surgery: LAS!K, PRK, AK,
__ Elsctroconvulsive Therapy PTK, ICR
__ Endoscopic procedures __ Spinal surgery {incl chemonucleclysis or
__ Hair Transplants or Suturing of percutanecus, lumbar discectomy}
Hairpieces ) ___ Trans Myocardial Laser procedures
___ Hyperbaric Medicine
2. {a}) Do you perform surgery for 0DESIEY7 ... s [ TYes [ ]No

If Yes, complete 2.(b) below.



3.

(b) If you perform any of the following precedures, check all that apply and provide the number of procedures
performed:
Roux-en-Y:
Laparoscopic:
No. performed in past 12 months:
~ No. you expect to perform in next 12 months:

Open:
No. performed in past 12 months:
No. you expect to perform in next 12 months:

Banding:

Laparoscopic:

No. performed in past 12 months:

No. you expect to perform in next 12 months:

Open:
No. performed in past 12 months:
No. you expect to perform in next 12 months:

Gastric Restriction, Other (describe)
No. performed in past 12 months:
No. you expect to perform in next 12 months:

ls general anesthesia administered for any of the procedures Identified in 1.(b) or 2. above? ............... [ 1Yes [ 1No
If Yes, is anesthesia is administered by:

(&) you?.. [ ]Yes { INo
(b)Y an Anesthesmlog:st? [ IYes [ 1No
{c) a Certified Reglstered Nurse Angsthetist (CRNA)? ereesrer e e snenet reemranesrareeanersenninnennesescsnemnes | ] Y68 [ JNO

If Yes, is the CRNA directed by or responsible to an Anesthesio§cgist? ........................................ [ JYes [ |No
If Mo, explain the type of surgery and percentage of your surgeries or average number of such cases per month.

(d) Are Harvard Standards for the administration of all anasthesia adhiered 107 ... [ IYes [ }No

(8) Do you perform any surgery in Your office? ... i s, ] Y88 [ T NO

if Yes, answer the following:
(il Describe each procedure not already identified above in 1{b) or 2 above:

{1} Is your surgical suite certified?.......ccoccernne w..] ]Yes [ INo

If Yes, provide the name of the ceriiﬁcatzon body

{b} Do you perform any surgery in other non-hespital fAcliies T .. sserrrnn e eerrresreeeneeenne | ] Y88 [ TNO

If Yes, answer the following:

(i) Describe each procedure not already identified above in 1(b) or 2 above:

(i) Nams each faciiity:
With the exception of surgery for obasity, doas your practice include weight reduction or control by
OINEr than diBt OF EXETCISET oo eecceerre et srreitt e sisssee s s e s s s e te s s savararassemesessressnrennsansesernoennraenscecrencens | 3 85 [ ] NO
If Yes, answer the foliowing;
(a) Percentage of your patients that are walght control patients:

. }Yes [ INo

{h) Dovyou dispense any drugs?..............
If Yes, provide the name(s) of the drug(s} dlspensed

(¢} Do you use injecticns for welght control? ... et [ ]Yes
If Yes, provide the name(s) of the drugs injected.

[ ]No




10.

11
12,
13.

14.

Go you perform any hospital emergahcy TOOM GAMB? ooeiiiniieiiecctrsres s e raressmr e ss b s tsae s e smn s rr e nennassrneas [ 1Yes { ]No

If Yes, is this sclely a requirement for active admitting privileges?...-.vcoccecens e ] 1Ye8 [ 1NO

If No, provide a detailed description including the approximate number of hours per month spent in emergencsy room
care.

Do you perform consuitations oufside the state of your primary office address, including but not
limited to the use of telecommunications technology as the medium for rendering medical services,
medical opinions or medical advice (telemedicing or intermet medicing)? .. e f ]Yes [ 1No

If Yes, provide the following:
{a) ldentify all states in which such patients reside:

{b} What percentage of your total practice is involved in such activities?

Do you read, Interpret or diagnose films, slides or specimens taken from palients residing in states
other than your primary prachice adaress? . ..o cvcreeierir e srse s s cs s nessnsnes e ericsecseeemencenes | ] Y68 [ ] NO

If Yes, identify all states in which such patients reside.

{a) Do you use experimental procedures, devices, drugs or therapy in treatment or surgery? .......... [ ]Yes | 1 No
If Yes, do you foliow FDA-approved profoCoIBT? . iiree e e s aii e s s e et aes et seenasnines { ]Yes [ 1No

If Yes, describe.

{b) Are you a Principal investigator for any chnical frial?.........coooom e [ JYes [ INo

(a} Indicate the number of professional employees in your practice for each of the follawing: (if none, check here{ 1)

____ Physicians other than yourself Podiatrists ... Chiropractors ___ Optometrists
Physician’s Assistants™ __ Nurses Nurse Practitioners™ Nurse Anesthetists*
_____ Surgeon’s Assistanis* ___ Nurse Midwives® ___ Psychologists

____ Other (describe)
*Provide 2 description of duties, in detail, including extent supervised on a separate page and atlach protoccls.

(b} Are all of the above individuals ficensed in accordance with applicable state and federal

FEGUIGEHIONS? Luevieriiieecircieiee st et ees s se s sne s e s st e senen s [ IYes[ 1No
if No, provide a detalied explanation on a separate page.
(a} Average weekly patient load: (b) Number of patients annually:
Average number of hours you practice each week;
What is your approximate gross annual inteme from your practice? (Check one.)
_.. Less than $50,000 ___ 550,000 to $99,999
____$100,000 to $148,399 — $150,060 to $199,999
$200,000 to $499,589 ____$500,000 or more (estimate) §
Do yoﬁ supervise anyone other than your own employees? OSSOSO [ 1Yes [ I Ne
if Yes, indicate by profession the number of individuals you supervise:
__ Physicians other than yourself __ Podiatrists ____ Chiropractors — Optometrists
___ Physician's Assistants ___Nurses ____Nurse Practitioners ___ Nurse Anesthetists
___ Surgeon’s Assistants _ Nurse Midwives ____ Psychologists
___ Radiology Technicians __ Laboratory Technicians ____ Other (describe)

Provide a detailed explanation of the responsibilities for sach profession and your relationship to the entity that
empioys these individuals.




15.

186.

17.

List your prior Professional Liabliity Insurance for each of the last five {(8) years, including the current year:

Limits of Claims Made or

ins Company Liability Premium Eff./Exp. Dates Occurrence Form  Retroactive Date

Do you currently participate in any state patient compensation fund, health care stabilization fund or
other governmentally established malpractice liabifity funding mechanism?......ocvive e ens v [ TYes { [No

Do you anticipate any changes in your practice inthe next year? ..o [ JYes [ INo
If Yes, attach a detailed explanation.

v,

AFFILIATIONS

Are you in the employ of any individual, firm or corporation other than the emp!oyer named in
Section |. 3(a) above? ... v . verrrsrmssnneeeneenneee L 1 Y85 [ ] NO
if Yes, provide a detailed expianatlon mctudmg 8 descrlpt;on of your responsmllmes

Are you under confract to any individual, firm or corporation other than the contracting entn&y named
I SECHON 1. 3(E) BDOVE ...ttt ettt ot e ss e e s e b tns e e rens
if Yes, provide a detailed explanation including a description of your responsibilities.

. [ ]1Yes [ ]No

If Yes, does any contraci contain a hold harmless agreement? .......coccrivinnevnnnns eaevees e ean e an e [ TYes
If Yes, attach a copy of the contract.

Are you in the employ of or under contract o any governmental entity? ..o [ JYes
If Yes, provide a detailed explanation including a description of your responsibilities.

Do you advertise your professional services in any manner other than a simple listing in a telephone
directory? .... [ lYes [ ] No
If Yes, attach a8 copy of al advertisements

Are you associated with any agency or organ!zatxon that engages in advemsmg for, or sclicitation of
patients? ..............

If Yes, atiach a copy of the advert;sement or apphcable websute address

Are you the Medical Director of a nursmg home, clinic, commercial enterprise or any other

OFGEINIZALIONT c.1vieererersimremeeceeeeieetiearssesies resans asss ratsaraeresas se2 oot banas a7 4mnd s Saa b2 aa b e et e e nE et ers srn4enbomasssnnbnen fannsnes [ 1¥es [ INo
if Yes, provide a detailed explanation and attach a copy of any contract or other agreement that describes your

position,

.[ ]Yes [ [Ne

Do you have any administrative or teaching responsibiFHes? .. ... [ IYes [ |No
If Yes, provide the following and atiach a copy of any contract or agreement:

{a) Namae of entity and location:
Your title

(b) Does the entity provide you coverage for:
(i) Your administrative respansibilities? ... ... sn e 1] Y88 [ ] NO
(i)  Your direct patient Care? ..o resertraereseseeebeerbeashereneerrarans [ TYes [ INo




10.

Do you work for any loctm tenens CoOMPANIEST ... i s s I JYes [ ]No
If Yes; provide the following :

(a) Name of each company that places you in logum positions:

() Areyouan [ ] Employee or [ ]independent Contractor?
fc}  Number of hours each month in which you work in [ocum positions:
(d) Does each company provide you with Professicnal Liability Insurance for locurn positions? ...

.- [ ]Yes { JNo

If Yes, attach a copy of your Certificates of Insurance.

Do you provide any services to any adult or juvenile inmales in any local, state or federal

sorrectional facility, jail, prison, holding facility or other I0Catien? s [ [Yes [ INo
If Yes, provide detdails, :

Are you engaged in or planning tc engage in any "moecnlighting” activities?. ..o
If Yes, do you want coverage for your "moonlighting” activities? ... ]
If Yes, describe the activities.

[ I¥es | INo
Yes [ ] No

CLAIMS AND HISTORY

Has any claim or suit for malpractice ever been made against you or any entity proposed for this

FISUTEIICET wnevvveeeeessesereresneossesaassamsesasesses o ssaetetaesssssssans stassnsensssvaranssensnsasarerassesasosinessssnsssesssanmsnnrneness | ] Y88 [ ] NO
if Yes, how many? Complete a Supplemental Claim form for each one,

Has any claim or suit for malpractice ever been made against you or any entity proposed for this

insurance that has not been reported to the current insurer or any prior NSUTEr? ..o isinrcnnn I IYes [ ]No
If Yes, how many? Complete 2 Supplemental Claim form for each one,

Are you or any enfity propesed for this insurance aware of any act, ermror, omission, fact,

circumstance, or records request frem any attorney which may resuit in a malpractice claim or suit?.. [ ]1Yes [ JNo
if Yes, how many? Complete a SBupplemental Claim form for each one.

Have you ever been invesfigaled, asked to resign or been invalved in official or non-official
proceedings brought by a hospital, managed care organization or other healthcare organization to
deny, limit, suspend, non-renew or revoke your privileges? ... [ IYes [ INo

Has your license to practice medicine or your permit to prescribe or dispense drugs ever been
limited, suspended, revoked, placed on probation or been voiuntarily surrendered in any state? ... [ ]Yes | [ No

Have you evar been nofified o respond to, appear before or have you ever been investigated by any
licensing or regulatory agency on a complaint of any nature, including but not limited to
unprofessional of unethieal CONAUGE? ... [ 1Yes [ 1No

Have you ever been charged with or convicted of an act committed in violation of any law or ordinance?
e [ JYES [ TNO

Have you ever been evaluated, treated or hospitalized for alcohol or substance abuse or mental or :
SMOHONA] BISOTGEIS? ..eoiveeeeoeeeereees e siessses v s eanasee s sssasssr et eneesscbsissesessnanesssassesssensesseeensnsns | ] Y08 [ ] NO

Have you ever had or do you now have a physical or mental disability or other condition or
circumstarice that, despite reasonable accommodation, would limit your ability to safely practice in
your meadical specialty? ... e eetriseMsriesiseesistisieseresaseeressetennrrareeessabitesierinst RSt Eeneas s nns e [ ]Yes [ 1Nc

Nota: ¥ the Applicant does not purchase prior acts coverage from the Company there will be no coverage with

the Company for any claim, suit or circumstance based upon the rendering or failure to render
professional services prior to the effective date of the Applicant’s policy, if issued. :

NOTIGE TO THE APPLICANT - PLEASE READ CAREFULLY .

The policy applied for is SOLELY AS STATED IN THE POCLICY, if issued, which provides coverage on a "CLAIMS MADE"
basis for ONLY THOSE “CLAIMS” THAT ARE FIRST MADE AGAINST THE INSURED DURING THE POLICY PERIOD,
unless the Optional Extension Period option is exercised in accordance with the terms of the policy.

Lancet Indemnity RRG. or the Company is authorized to make any inquiry in connection with this application. Signing this
application does not bind the Company to provide or the Applicart to purchase the insurance. ,



This application, information submitted with this application and all previous applications and material changes thereto of
which Lancet Indemnity RRG. receives notice is on file with Lancet Indemnity RRG. and is considered physically attached
to and part of the of the policy If issued. Lancet Indemnity RRG. and the Company will have relied upon this application and
all such attachments in issuing the policy. If the information in this applicafion or any attachment materially changes
between the date this application is signed and the effective date of the policy, the Applicant will promptly notify Lancet
Indemnity RRG, who may modify or withdraw any outstanding quotation or agreement {c bind coverage.

WARRANTY

P warrant to the Company, that | understand and accept the nolice stated above and that the information contained hersin
Is true and that it shali be the basis of the policy and deemed incorporated therein, should the Company evidence its
acceptance of this application by issuance of a policy. | authorize the release of claim information from any prior insurer to

Lancet Indemnity RRG. or the Company, and their affillates.

Must be signed by the Applicant within 60 days of the proposed effective date.

I hereby undersiand that Lancet Indemnity RRG is a non-rated Risk Retention Group domiciled in the state of Nevada and is
not part of any state guarantee fund.

Name of Applicant Title

Signature of Applicant Date

Notice to Applicants: Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of ¢laim containing any materially false information or conceals for the purpose of
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which iz a crime and subjects
the person to criminal and civil penalties.

ADDITIONAL EXPLANATIONS




INSURANCE
UNDERWRITING
CORPORATION

MUST BE SIGNED BY INSURED

This is a claims made policy. The policy is non assessable.
Defense costs are in addition to the limits of Lability.

There may or may not be a deductible on your policy. Please check the deductible you
desire. Please note that the deductible you desire may differ from what was quoted by
the underwriter. Final deductible is solely at the discretion of the underwriter.

Please check all that applies:
0] Zero Deductible [3$2,500 083, 000 D$10 000 [1%15,000 O Other

Corporate and/or partnership coverage is a shared limit, not a separate limif of liability.

Please note that there is a surplus contribution, which is a percentagé of the base
premium.

If coverage is desired, please acknowledge by signing below. The policy will be issned
on a timely basis; please read the policy carefully as it may differ from the coverage you
have had in the past.

Tunderstand the above information and my signature submitted herein becomes part of
my professional liability application and I accept the terms stated above by my signature.

SIGNATURE OF APPLICANT DATE OF SIGNATURE

PLEASE PRINT FULL NAME SOCIAL SECURITY NUMBER



INSURANCE
UNDERWRITING
CORPORATION

STATEMENT OF NO KNOWN CLAIMS/LOSSES

{This stztement must be completed, signad nd remmed with the tompleted application).

My signature below confirms that:

1.

Signanue

Printed

I have no known losses or claims that have not been reported to my prior
insarance carrier. 7

I have no knowledge or information relating to a MEDICAL INCIDENT
which could reasofiably result in a claim, that has NOT been reported to a
prior insurance carrier. :

T have no knowledge of ANY REQUEST FOR MEDICAL RECORDS which

might result in a claim.

1 have no knowledge or information relating to servies grservices on a Board
which might result in a claim.

No prior professional liability carvier has REFUSED coverage for, or
DECLINED to accept areport of a medical incident, threat of a claim, letter of
intent, adverse resulf notice or attorney conlract.

Date




INSURANCE
UNDERWRITING
CORPORATION

RISK MANAGEMENT RISK RETENTION GROUP ADDENDUM

A REQUIREMENT FOR OBTAINING YOUR MEDICAL PROFESSIONAL LIABILITY
COVERAGE INCLUDES PARTICIPATION ON THE RISK MANAGEMENT/LOSS
CONTROL PROGRAM. A FEE IS CHARGED FOR THIS PROGRAM AS DELINEATED IN
- YOUR PROPOSAL OF INSURANCE, THE PROGRAM INCLUDES A RANGE OF
RESQURCES DESIGNED TO SUPPORT PHYSICIANS IN ESTABLISHING LOSS
CONTROL EFFORTS THROUGH LANCET INDEMNITY RRG.

THE PURPOSE AN} GOAL OF THE RISK MANAGEMENT COMPONENT OF THE RRG
PROGRAM IS TO ASSIST YOU IN MAINTAINING A CLAIM FREE ENVIRONMENT.
YOUR ACTIVE PARTICIPATION IN THIS PROGRAM WILL CONTRIBUTE T THAT

SHUCCESS.
RRG

THIS PROFESSIONAL LIABILITY PROGRAM HAS BEEN ORGANIZED AS A RISK
RETENTION GROUP. DOMICILED IN NEVADA PURSUANT TO THE LEGISLATION
ENACTED BY CONGRESS KNOWN AS THE FEDERAL LIABILITY RISK RETENTION -
ACT OF 1986. COVERAGE IS PROVIDED TO THE GROUP BY AN UNRATED CARRIER
CALLED LANCET INDEMNITY, RISK RETENTICN GROUP, BEING OFFERED
THROUGH LANCET INDEMNITY RRG. ONCE THE COMPLETED APPLICATION HAS
BEEN APPROVED AND THE PREMIUM RECEIVED, YOU WILL AUTOMATICALLY
BECOME A MEMBER OF THE ASSOCIATION AND OBTAIN THE INSURANCE
COVERAGE AFFORDED THROUGH RRG ON AN ANNUATL TERM. THIS APPLICATION
IS SUBJECT TO THE UNDERWRITER’S APPROVAL. YOUR COMPLETION OF THE
APPLICATION ¥ORMS, ADDENDUM(S), AND PREMIUM PAYMENT DOES NOT
OBLIGATE THE COMPANY OR THE PROGRAM ADMINISTRATOR AND/OR THEIR
AGENCIES TO ISSUE YOU INSURANCE COVERAGE.

THIS POLICY IS ISSUED BY YOUR RISK RETENTION GROUP, LANCET INDEMNITY
RRG. YOUR RISK RETENTION GROUP MAY NOT BE SUBJECT TO ALL OF THE
INSURANCE LAWS AND REGULATIONS OF YOUR STATE. STATE INSURANCE
INSOLVENCY GUARANTY FUNDS ARE NOT AVAILABLE FOR LANCET INDEMNITY
RRG OR THE ASSOCIATION. SHOULD THIS COMPANY (LANCET INDEMNITY, RRG)
BECOME INSOLVENT YOU WOULD BE RESPONSIBLE FOR ANY AND ALL CLAIMS.

IUNDERSTAND INFORMATION SUBMITTED HEREIN BECOMES A PART OF MY
PROFESSIONAL LIABILITY APPLICATION AND IS SUBJECT TO THE SAME

WARRANTY AND CONDITIONS,

NAME (PLEASE PRINT)

SIGNATURE DATE



INSURANCE
UNDERWRITING
CORPORATION

1. THE INSURANCE POLICY THAT YOU ARE APPLYING TO PURCHASE
IS BEING ISSUED BY AN INSURER THAT IS NO LICENSED BY YOUR
STATE. THIS CARRIER IS ALSO NOT RATED BUT AUTHORIZED TO
CONDUCT BUSINESS. THESE COMPANIES ARE CALLED
“NONADMITTED” OR “SURPLUS LINES” INSURERS OR “RISK

RETENTION GROUPS”.

2. THEINSURER IS NOT SUBJECT TO THE FINANCIAL SOLVENCY
REGULATION AND ENFORCEMENT WHICH APPLIES TO THIS STATES

LICENSED INSURERS.

3. THE INSURER DOES NOT PARTICIPATE IN ANY OF THE INSURANCE
GUARANTEE FUNDS CREATED BY YOUR STATE LAW. THEREFORE,
THESE FUNDS WILL NOT PAY YOUR CLAIMS OR PROTECT YOU '
ASSESTS IF THE INSURER BECOMES INSOLVENT AND IS UNABLE TO
MAKE PAYMENTS AS PROMISED.

4. YOUR STATE MAINTAINS A LIST OF ELIGIBLE SURPLUS LINES
INSURERS APPROVED BY THE INSURANCE COMMISSIONER. ASK
YOUR AGENT OR BROKER IF THE INSURER IS ON THAT LIST.

5. FOR ADDITIONAL INFORMATION ABOUT THE INSURER, YOU
SHOULD ASK QUESTIONS OF YOUR INSURANCE AGENT, BROKER,
OR “SURPLUS LINES” BROKER OR CONTACT YOUR DEPARTMENT

OF INSURANCE.

T UNDERSTAND INFORMATION SUBMITTED HEREIN BECOMES A PART OF
MY PROFESSIONAL LIABILITY APPLICATION AND IS SUBJECT TO THE

SAME WARRANTY AND CONDITIONS.

DATE

INSURED SIGNATURE

INSURED NAME & POLICY NUMBER



INSURANCE
UNDERWRITING
CORPORATION

APPLICANT’S AUTHORIZATION AND CERTIFICATION

1 authorize the release of all information to Lancet Indentitlty, Risk Retention Group (hereafter “Lancet”) from
any medical school or board where I have received raining: any person(s) who has information conceming my fitness
to pracifee, ineluding persons with whom I received training: any hospital at which I have applied for privileges,
whether thoss privileges were pranted or not; past and present medical associations, societies, specialty boands and any
regulatory body grenting me a license to practice medicine in any state, any insurancs company to which T have applied .
for medical malpractice coverage whether such coverage was granted or not; or ey employer for wham I performed

medical services, whether as an employes or an independent contractor.

I understend that infermation requesied by Lancet may include, but not necessarﬁy be limited to, eny ocerrence,
incident, claim or suit in which T may be or may have been involved; any denial, suspensicn, revocation, or disciplinary
investigation, recomumendation or action relating to staff privileges at a hospital, clinfe, employer or any other persona
connecfed with my providing medi8cal services; any disciplinary action teken by any medical licensing puthority; or
any action of a civil or criminal rature taken against me that resulted from or wes alleged to have been a part of my
professional activities. 1 understand that the information will be used in addition to my application in determining

whether Laneet will issue Insurance to me.

1 agres that the parsons providing the information and their ageats, divectors, employees, shall not incux any Hability
g9 A resuit of any information released in good faith porsuant to this authorization including any errors, omissions, or

roistakes contaiiied in such information.
Iunderstand that this is an application for insurance, and shail ot bind Tancet to the issuance, nor shall it bind me
to acceptance of a policy. ’ ’

Any persan, who intent to defiaud or knowing that he is facilitating 4 fraud against an insurer, submits an
epplication or files a claim containing a false or deceptive statement is guilty of insurence frand..

Pennsylvania

Any person who knomngly and with intent to defrand any insurance company or othér person files an application
for insnmance or staferrent of ¢laim concerning any mategdally false information er conceals for the purpose of
misleading, information corcerning any fact material thereto commits a fraudulent insurance zet, which is 2 crime and

subjerte such person to criminal and civil penalties.

Kentucxy . .
Any person whe knowingly ard with Intent to defraud any insarance company or other person files for an

application for nsurance containing any reaterially filse informetion conceals, for the purpose of misleading, -
information conceming any fact material thereto commits a fraudulent Inserance act, which is a crime.

Florids
Aty person who knawirgly and with Intent to injure, defrand, or deceive any insurer, ﬁ]cs a statement of claim or an

application contdining any false, incomplete or misleading information, is gafity of a felony in the third degres.

IHEREBY CERTIFY THAT 1 HAVE READ THE ABOVE APPLICATION AND THAT ALL
STATEMENTS MADE IN THIS APPLICATION ARE TRUE, MATERIAL AND COMPLETE. I
UNDERSTAND THAT: (1) I¥ THE FOLICY 1S ISSUED, THIS IS DONE BY LANCET IN RELIANCE UPON
THESE REPRESENTATIONS, AND (2) ANY POLICY ORTAINED BY FRATD, MATERIAT

MISREPRESENTATION OR OMMISSION IS VOID.

SIGNATURE OF APPLICANT DATE OF SIGNATURE

SOCIAL, SECURITY NUMBER

PLEASE PRINT FULL NAME
LANCET.



INSURANCE
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SUPPLEMENTAL CLAIM INFORMATION

© APPLICANT'S INSTRUCTIONS:
1. Answer all guestions. I the answer requires detail, please atiach a separate shest.
2. Supplement must be signed and dated by cwner, partner or officer.

3. PLEASE READ CAREFULLY THE STATEMENTS AT THE END OF THIS SUPPLEMENT.
(PLEASE TYPE OR PRINT IN INK}

NOTE: This form Js to be completed by Appincant who has been involved in any claim or suit or is awara of an incident which may give rise to a claim.

10.

S

COMPLETE ONE FORM FOR EACH CLAIM/SUIT OR INCIDENT.

Applicant Name

Claimant Name

Name of Individual(s) at your firm/Company involved in Claim:
Claim/Suit Incident

Dats claim made against applicant:

Indicate whether:

Date of alleged error:
Additional defendants:

Current Disposition of claim:
1 DISMISSED (Action dropped without any payment to claimant or Statute of Limitations has expired)
ABANDONED (na activity from claimant for over 3 years)

[

[]

[ 1 WON bydefense
I'1T WON by claimant Total Paid § Amount Paid on your behali §

Indicate whether : [ ] Court judgment, or[ ] Out of court settiement

{ 1 OPEN Claimant's settiement demand §
Deiendant’s offer for settlement? § Insurer’s loss reserve §

Name of Insurer:
Description of claim: (Provide enough Information to allow evaluation, and use reverse side if additional space is

requirad.)
a. Alleged act, error or omisslon upon which Claimant bases claim:

b. Description of cases and events:

c.  Description of the type and extent of injury or damage allegedly sustained:

d.  If amedical claim provide type of injury claimed:
[ ] Emotional Onily [ 1Temporary Disability [ }Death [ ]1Cosmetic

[ ] Permansent Disability [ ]Cther (describe)
Explain what action has been taken by you fo preveni recurrence of the same iype of claim.

} understand information submilied herein becomes a part of my Professional Llablhty Application and is sub;ect to the same

warranty and conditions.

Name of Applicant”

Title (Officer, partner, ete.)

Signature of Applicant
*Signing this form does not bind the applicant or Lancet Indemnlty RRG and/or the Company or the Underwriting Manager

Date

to complete this insurance.



