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	Human Services Supplement Application – 

Behavioral Healthcare


	
	



Instructions:
The requested information is necessary before a quotation can be obtained.

Type or print clearly.

Answer ALL questions completely, leaving no blanks.  If any questions, or part thereof, do not apply, print “N/A” in the appropriate space.  Any spaces left blank will be interpreted to not apply.

Provide any supporting information on a separate sheet and reference the applicable question number.

Use ( for Yes or No answers and other selections.

This application must be completed, dated and signed by an authorized representative of the Applicant. Underwriters will rely on all statements made in this application.
The information requested in this application is for underwriting purposes only and does not constitute notice to the Company under any Policy of a claim or potential claim.  All such notices must be submitted to the Company pursuant to the terms of the Policy, if and when issued.
Supporting information:

Along with this completed and signed application, the Applicant must also submit the following information:

· General Information Application
· Human Services Supplement Application – Abuse Exposure Evaluation

· Agency Brochures

· Agency program descriptions

I. General Information

1.    Applicant/Agency Name (Named Insured as it reads on policy):      


II. Populations Served

1. Indicated population served based on total annual census (actual number, not full time equivalent):

	Developmentally Disabled
	Medical/Vocational Rehabilitation
	Psychiatric Rehabilitation

	Mental Retardation:       
	Elderly:       
	Mental Disabilities:      

	Autistic:       
	Brain Injury:       
	Abused Children:      

	Cerebral Palsy:       
	Sports Injury:       
	Abused Adults:       

	Down’s Syndrome:       
	Spinal Injury:       
	Homeless:      

	Other:      
	Disease:       
	Alcohol & Drug:      

	
	Amputees:       
	Forensic:      

	
	Other:       
	Juvenile Delinquent:      

	
	
	Incarcerated:      

	
	
	Other:      


2. If the Applicant provides any services to people who are incarcerated or recently released from incarceration, please explain:      
3. Does the Applicant have any alternatives to incarceration or locked door facilities?      
4. Indicate the percent of populated served who are under 18 years of age:      
III. Staffing and Programs

1. Do any programs provide services that have methadone maintenance?                                         FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No
2. Please indicate the type of workshop contracts performed:      
3. Please provide payroll for off-site janitorial or landscaping contracts:

Contract:      


Payroll:  $     
Contract:      


Payroll:  $     
4. Please provide receipts of any wholesale/retail business run by Applicant:      
IV. Residential Facilities

1. Please provide number of residents per age group: Under 18            18-65            Over 65       
2. What is the average occupancy of the residential facility?      
3. What is the average length of stay?      
4. Does the Applicant operate a detox unit?                                                                                         FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

If applicable, how many beds are used for medical detoxification?      
What license level is the detox unit?      
5. Does a physician screen residents prior to admission?                                                                   FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

If no, please describe the procedure that determines who is eligible for admission:      
6. Are residents physically restrained?                                                                                                 FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

If yes, please attach a copy of restraint procedures.  

7. Do you have facilities for surgery, X-Rays, or other medical treatment?                                          FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

If yes, please describe:      
8. Is there a written emergency evacuation plan?                                                                                FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

If yes, are emergency evacuation procedures and floor plans posted, and are there at least two exit routes?

            FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

9. Does the emergency evacuation plan include notification of the fire department?                          FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

10. How often are fire drills conducted?      
11. Is there a written and enforced smoking policy?                                                                              FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

12. a. Does applicant provide any hospital based services?                                                                 FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

b. If yes, describe:      
13. Does the facility meet all applicable health, safety and building codes?                                          FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No
V. Outpatient Facilities

1. Does the Applicant operate a crisis hotline?                                                                                     FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No
If yes, how many calls are received yearly?      
2. Does the Applicant make telephone referrals? 





           FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No
If yes, how many calls are received yearly?      
3. Are child care services available? 






           FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No
4. Please provide the following information regarding outpatient visits (Outpatient visits (OPVs) are determined by taking the number of clients multiplied by the number of times they visit the facility.)
	Mental Health Counseling
	Number of OPVs:       

	Crisis Intervention
	Number of OPVs:      

	Case Management Services
	Number of OPVs:      

	Clinic

Is the clinic open to the public?


	Number of OPVs:      
 FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

	Family Counseling
	Number of OPVs:      

	Referral Agency
	Number of OPVs:      

	Employee Assistance Program
	Number of OPVs:      

	Substance Abuse Counseling
	Number of OPVs:      

	Special School
	Average Number attending daily:      

	Senior Citizen Day Care
	Average Number attending daily:      

	Camps
	Number of campers served:      
 FORMCHECKBOX 
   Year Round     FORMCHECKBOX 
   Summer Only


5. Number of group sessions:      
6. Number of individual contacts:      
VI. Fraud Warnings and Signatures
NOTICE TO FLORIDA APPLICANTS: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an application containing any false, incomplete or misleading information is guilty of a felony of the third degree.
NOTICE TO KENTUCKY APPLICANTS: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.

NOTICE TO MAINE APPLICANTS: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.
NOTICE TO OREGON APPLICANTS: Any person who knowingly and with intent to defraud any insurance company or another person, files an application for insurance or statement of claim containing any materially false information, or conceals information for the purpose of misleading, commits a fraudulent insurance act, which may be a crime and may subject such person to criminal and civil penalties.
NOTICE TO PENNSYLVANIA APPLICANTS: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.
NOTICE TO VIRGINIA APPLICANTS: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.
NOTICE TO WEST VIRGINIA APPLICANTS: Any person who knowingly presents a false or fraudulent claim for payment of 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.

NOTICE TO ALL OTHER APPLICANTS:

Any person who knowingly and with intent to defraud any Insurance company or Another person, files an application for insurance or statement of claim containing any materially false information, or conceals information for the purpose of misleading, commits a fraudulent insurance act, which is a crime and MAY subject such person to criminal and civil penalties.

DECLARATION AND CERTIFICATION

BY SIGNING THIS APPLICATION, THE APPLICANT REPRESENTS TO THE COMPANY THAT ALL STATEMENTS MADE IN THIS APPLICATION AND ANY SUPPLEMENTS AND ATTACHMENTS HERETO ABOUT THE APPLICANT AND ITS OPERATIONS ARE TRUE AND COMPLETE, AND THAT NO MATERIAL FACTS HAVE BEEN MISSTATED OR MISREPRENSENTED IN THIS APPLICATION OR HAVE BEEN SUPPRESSED OR CONCEALED.  COMPLETION OF THIS FORM DOES NOT BIND COVERAGE. 

THE APPLICANT AGREES THAT IF AFTER THE DATE OF THIS APPLICATION, ANY INCIDENT, OCCURRENCE, EVENT OR OTHER CIRCUMSTANCE SHOULD RENDER ANY OF THE INFORMATION CONTAINED IN THIS APPLICATION OR ANY OTHER DOCUMENTS SUBMITTED IN CONNECTION WITH THE UNDERWRITING OF THIS APPLICATION INACCURATE OR INCOMPLETE, THEN THE APPLICANT SHALL NOTIFY THE COMPANY OF SUCH INCIDENT, OCCURRENCE, EVENT OR CIRCUMSTANCE AND SHALL PROVIDE THE COMPANY WITH INFORMATION THAT WOULD COMPLETE, UPDATE OR CORRECT SUCH INFORMATION.  ANY OUTSTANDING QUOTATIONS OR BINDERS MAY BE MODIFIED OR WITHDRAWN AT THE SOLE DISCRETION OF THE COMPANY.

COMPLETION OF THIS FORM DOES NOT BIND COVERAGE.  THE APPLICANT’S ACCEPTANCE OF THE COMPANY’S QUOTATION IS REQUIRED BEFORE THE APPLICANT MAY BE BOUND AND A POLICY ISSUED.  THE APPLICANT AGREES THAT THIS APPLICATION, IF THE INSURANCE COVERAGE APPLIED FOR IS WRITTEN, SHALL BE THE BASIS OF THE CONTRACT WITH THE INSURANCE COMPANY, AND BE DEEMED TO BE A PART OF THE POLICY TO BE ISSUED AS IF PHYSICALLY ATTACHED THERETO.  THE APPLICANT HEREBY AUTHORIZES THE RELEASE OF CLAIMS INFORMATION FROM ANY PRIOR INSURERS TO THE COMPANY.

THE APPLICANT AGREES TO COOPERATE WITH THE COMPANY IN IMPLEMENTING AN ONGOING PROGRAM OF LOSS-CONTROL AND WILL ALLOW THE COMPANY TO REVIEW AND MONITOR SUCH PROGRAMS THAT THE APPLICANT UNDERTAKES IN MANAGING ITS MEDICAL PROFESSIONAL EXPOSURES.

	Signature of Applicant


	
	Signature of Broker/Agent

	Title      
	
	Date      


	
	
	

	Date      
	
	Signed by Licensed Resident Agent

(Where Required By Law)


Submit Application to:

Irwin Siegel Agency, Inc.

PO Box 309

Rock Hill, NY 12775

P: (800) 622-8272

F: (845) 796-3661

www.siegel@siegelagency.com
PF-26406 (02/09) 
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