NAME:

First Middle Last Professional Degree (MD/DO)

This is an application for a claims-made insurance policy. It covers claims avising from the performance of medical services after the
refroactive date stated on the declarations page of the policy and before the termination date providing that such claim is properly report-
ed to the company prior to the termination date or during any established period of tail coverage. If you have any questions concerning
the coverages for which you are applying, please contact your insurance agent. The proper report of an otherwise covered medical inci-
dent triggers coverage under this policy.

PoLicY INFORMATION

1. Requested effective date: 4. Limits requested (Limits are shown per claim/aggregate)
2. Prior acts coverage: O YES O NO O $100,000/$300,000 O $500,000/$1.5Million
3, Retroactive date of current policy: O $200,000/$600,000 O $1Million/$3Million
(Attach a copy of of your current declarations page) 0 $250,000/$750,000 0O Other
0O LEXINGTON INSURANCE COMPANY 0O LANDMARK INSURANCE COMPANY
i WILMINGTON, DELAWARE 777 South Figueroa Street, Los Angeles, CA 90017
{ ADMINISTRATIVE OFFICES: 100 SUMMER STREET, BOSTON, ADMINISTRATIVE OFFICES: 100 SUMMER STREET, BOSTON,
: MA 02110-2103 MA02110-2103
(A Capital Stock Insurance Comparry) (A Capital Stock Insurance Company)
PERSONAL INFORMATION
5. Home Address:
: Street City State Zip
6. Practice Address:
i Street City State Zip
7.  Practice Address County:
: 8 Social Security #: / / 10. Date of Birth: / /
9. Home Phone { ) 11. Additiona.l Locations: O Yes . | No
] (If YEB, list each separate address, including county, on
Office Phone ) attachment)
Fax ( )
E-Mail

TRAINING, LICENSE INFORMATION & PRACTICE HISTORY

12. College/Hospital City/State Year Completed

Medical School

Internship

13. Specialty / Sub-Specialty
14, American Board of Medical Specialty Certification

Name of Board: Date:

Name of Board: Date:
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