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Allied Health Professional and General Liability 

Renewal Application 

 CLAIMS MADE/OCCURRENCE DISCLOSURE NOTICE

THE POLICY YOU ARE APPLYING FOR MAY CONTAIN BOTH CLAIMS MADE AND OCCURRENCE COVERAGES. PLEASE READ THE POLICY IN ITS ENTIRETY. SOME OF THE PROVISIONS CONTAINED IN THE POLICY RESTRICT COVERAGE, SPECIFY WHAT IS AND IS NOT COVERED AND DESIGNATE RIGHTS AND DUTIES.

Instructions:
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.

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 Loss experience details - minimum of 5 years of loss runs.

	SECTION A. – APPLICANT


1. Legal name of the parent entity to be the first named insured exactly as it shall be shown on the policy.
	First Named insured (Legal Corporate Name, Partnership or Sole Proprietor’s Name)
	DBA Name

	     
	     

	Mailing Address
	County in which services are provided

	     
	     

	Phone Number
	Fax Number

	     
	     

	Website address
	Email Address

	     
	     

	Renewal Date
	Expiring Policy Number

	     
	     


2. List any subsidiary or affiliate to be insured exactly as it shall be shown on the policy.  Include its relationship to the parent entity shown in item A.1. above, a description of operations, date of acquisition or creation, percentage of ownership by the Applicant, and requested retroactive date.  If the space below is inadequate, attach a list providing the same information for each Applicant.

	Loc. #
	Business Legal Name & Address
	Relationship to Parent Entity
	Description of Operations
	Date Acquired
	Ownership %
	Retroactive Date

	     
	     
	     
	     
	     
	      %
	     

	     
	     
	     
	     
	     
	      %
	     

	     
	     
	     
	     
	     
	      %
	     

	     
	     
	     
	     
	     
	      %
	     

	     
	     
	     
	     
	     
	      %
	     


3.  Has any Applicant acquired or sold another organization in the past 12 months?                                 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If Yes, describe:        
4. Has any Applicant had a change in ownership or management in the past 12 months?                        FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If Yes, describe:       
SECTION B. – EXPOSURES
1. Gross Revenues – excluding revenues for durable medical equipment: 

a. Plan for current year: 
     

b. Projected for next year:
     


2. Please provide the durable medical equipment gross receipts
     
3. Indicate all locations where the Applicant(s) provides services.  (Total of all locations must equal 100%.)

	 FORMCHECKBOX 
 Applicants’ Locations:           %
	 FORMCHECKBOX 
 Hospital:                                %

	 FORMCHECKBOX 
 Patients’ Homes:                   %
	 FORMCHECKBOX 
 Long Term Care Facility:       %

	 FORMCHECKBOX 
 Other:                                     %

Describe location:       
	 FORMCHECKBOX 
 Assisted Living Facility:       


4. Indicate all of the locations where supplemental staffing services are provided:
	 FORMCHECKBOX 
 Hospital:                                %
	 FORMCHECKBOX 
 Long Term Care Facility:       %

	 FORMCHECKBOX 
 Prison/Jail Facility:                %
	 FORMCHECKBOX 
 Mobile Facility:                      %

	 FORMCHECKBOX 
 Other:                                     %

Describe location:       
	 FORMCHECKBOX 
 Other:                                     %

Describe location:       


5. If supplemental staffing is provided to hospitals, specify services:
	Coronary Care Unit:                                       %
	Neonatal:                                             %

	Emergency Department:                                %
	Obstetrical:                                          %

	Intensive Care Unit:                                        %
	Pediatric:                                             %

	Operating room:                                             %
	Psychiatric:                                          %

	General Medical Services:                             %
	All Other Units:                                    %

	
	Describe services:       


6. Indicate the percentage of the Applicants’ patients in the following age groups.  (Total of all age groups must equal 100%.)
	18 and younger:       %
	19 to 65:       %
	65 and older:       %



a. Does the Applicant have any pediatric tracheotomy or ventilator dependent patients?  
       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


If yes, what is the percentage?          %                                                                                   
7. Will any new services be offered in the next 12 months?                                                                      FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If Yes, describe:       
8.  Will any services be discontinued in the next 12 months?                                                                     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If Yes, describe:       
9. Has the Applicant experienced any changes in procedures or operations since last year’s application?    

     (hiring, training, new contacts, accreditation additional locations, etc.)                                                   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No                                                                                                          
If Yes, describe:       
10. Have there been any changes to the additional insured listing provided on the expiring policy?           FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No                                                                                                          
If Yes, list any new additional insureds below and describe deletions or changes:       
	New Additional Insured Name and Address
	Relationship to Applicant
	Is a hold harmless agreement in place with this additional insured?

	a.      
	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	b.      
	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


SECTION C. – PROFESSIONAL EMPLOYEES AND STAFF
1. Provide the following for Employed or Contracted Physicians/Medical Directors.         FORMCHECKBOX 
 Not Applicable

	Name
	Specialty
	Employed
	Contracted
	Number of Hours Worked Per Week for the Applicant
	Number of Years of Experience as Medical Director

	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	      hours per week
	      years


2.    Provide the following for Professional Employees/Independent Contractors.

	Professional Classification
	Number of Employees
	Number of Independent Contractors/1099 workers(1)
	Number of Volunteers 

	
	FTEs (2)
	Hours (annual)
	FTEs (2)
	Hours (annual) 
	FTEs (2)
	Hours (annual)

	Aides/Assistants
Indicate type:       
	     
	     
	     
	     
	     
	     

	Companion/Personal Care Asst/

Homemaker
	     
	     
	     
	     
	     
	     

	Dentist
	     
	     
	     
	     
	     
	     

	Dialysis Technician
	     
	     
	     
	     
	     
	     

	Dietician/Nutritionist
	     
	     
	     
	     
	     
	     

	Mental Health Counselor
	     
	     
	     
	     
	     
	     

	Nurse Practitioner
	     
	     
	     
	     
	     
	     

	Nurse/R.N./L.P.N.
	     
	     
	     
	     
	     
	     

	Occupational Therapist
	     
	     
	     
	     
	     
	     

	Pastoral Counselor
	     
	     
	     
	     
	     
	     

	Pharmacist
	     
	     
	     
	     
	     
	     

	Physical Therapist
	     
	     
	     
	     
	     
	     

	Physician Assistant
	     
	     
	     
	     
	     
	     

	Psychologist
	     
	     
	     
	     
	     
	     

	Radiological Technologist
	     
	     
	     
	     
	     
	     

	Rehabilitation Counselor/

Therapist
	     
	     
	     
	     
	     
	     

	Respiratory Therapist
	     
	     
	     
	     
	     
	     

	Social Worker
	     
	     
	     
	     
	     
	     

	Speech Therapist
	     
	     
	     
	     
	     
	     

	Technicians
	     
	     
	     
	     
	     
	     

	Other (specify)       
	     
	     
	     
	     
	     
	     

	Other (specify)       
	     
	     
	     
	     
	     
	     

	GRAND TOTAL:
	     
	     
	     
	     
	     
	     


(1) These independent contractors/1099 workers will not be Insureds and will not have coverage under the policy for which the Applicants are applying.  Such independent contractors/1099 workers should obtain their own insurance.

(2) FTE means Full Time Equivalents.  1 Full Time Equivalent = 2,000 annual hours.
	SECTION D. NON-OWNED AUTOMOBILE LIABILITY 

COMPLETE THIS SECTION ONLY IF A QUOTATION FOR COVERAGE IS REQUESTED.


1. Are personal automobiles owned by any Applicant’s employees or independent contractors used in Applicant’s business?                                                                                                                 


  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please complete the following: 

a. Does the Applicant require all such employees and independent contractors to have auto liability insurance with limits at least equal to the state’s minimum financial responsibility limits?                                
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 If no, indicate the limits required:      
b.    Does the Applicant require evidence of auto liability insurance prior to allowing an employee or independent contractor to use a personal auto on company business?        
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
c.    Does the Applicant obtain a Motor Vehicle Report (MVR) prior to an employee or independent contractor to use a personal auto for company business?             


 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

2. Desired Limit of Liability for non-owned automobile liability coverage. (This limit may not be higher than general liability limit)

           FORMCHECKBOX 
 $250,000 each claim/$250,000 aggregate

 FORMCHECKBOX 
 $500,000 each claim/$500,000 aggregate

 FORMCHECKBOX 
 $1,000,000 each claim/$1,000,000 aggregate

3. Does any Applicant own vehicles titled in the corporate name and used for business purposes?  

    










  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

4. Does any Applicant purchase and maintain in effect a business automobile policy?           
  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

  If yes, does the business auto policy include coverage for non-owned autos (covered auto symbol 1 or 9)?

         










   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

5. Does any Applicant, employees and/or independent contractors regularly transport clients?                                                                     













   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please explain:      
6. Is the Applicant aware of any accident, circumstance or loss related to auto liability, which may result in a claim?     

  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

SECTION E. CLAIMS 
1. Have there been any incidents since the current policy’s inception date that may result in a claim or suit being made?                                                                                                              FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please explain:      
Note:  Written notice, demand, service of suit, and specific circumstances reasonably likely to give rise to a written notice, demand or service of suit, known to any Applicant or any insurer prior to the requested effective date for any Applicant will be excluded under the renewal policy.
SECTION F. FRAUD WARNING, DECLARATION & CERTIFICATION, AND SIGNATURE
NOTICE TO ARKANSAS APPLICANTS: 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.

NOTICE TO COLORADO APPLICANTS: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.
NOTICE TO DISTRICT OF COLUMBIA APPLICANTS: Warning: it is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the Applicant.

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 (or any supplemental application, questionnaire or similar document) 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 LOUISIANA 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 MARYLAND APPLICANTS: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully 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 MAINE APPLICANTS: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purposes of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.

NOTICE TO NEW JERSEY APPLICANTS: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil penalties.

NOTICE TO NEW MEXICO APPLICANTS: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMAITON IN AN APPICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.
NOTICE TO NEW YORK 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 shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

NOTICE TO OHIO APPLICANTS: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

NOTICE TO OKLAHOMA APPLICANTS: 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.

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 TENNESSEE & VIRGINIA AND WASHINGTON 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 APPLCIANTS:  Any person who knowingly presents a false or fraudulent claims 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 WARRANTS TO THE COMPANY THAT ALL STATEMENTS MADE IN THIS APPLICATION AND ANY SUPPLEMENTS ATTACHED HERETO ABOUT THE APPLICANT AND ITS OPERATIONS ARE TRUE AND COMPLETE, AND THAT NO MATERIAL FACTS HAVE BEEN MISSTATED OR MISREPRESENTED IN THIS APPLICATION OR HAVE BEEN SUPPRESSED OR CONCEALED.  
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 MY BE BOUND AND A POLICY ISSUED.  THE APPLICANT AGREES THAT THIS APPICATION, 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)


PF-25137 (06/08)
ACE USA, 2008
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