APPLICATION FOR PHYSICIANS & SURGEONS PROFESSIONAL LIABILITY INSURANCE

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

If space is insufficient to answer any question fully, attach a separate sheet.

.  GENERAL INFORMATION
1. (@) (i) Full name of Applicant:

(i) Professional Degree:

(b) Principal practice address:

(Street) (County)
(City) (State) (Zip)
(c) Secondary practice locations:
(d) (i) Phone: (i) Fax:
(iii) E-Mail Address: (iv) Website Address:
(e) (i) Date of Birth (MM/DD/YYYY): (i) Place of Birth:
(e) (i) Social Security No.: (ii) Federal Tax ID Number:
2. Ar@ YOU @ U.S. CIlIZENT ... ettt [ 1Yes [ ]INo

If No, what is your status in the U.S. and current citizenship?

3. (a) Type of practice: [ ] solo practitioner (unincorporated) [ ]solo practitioner (incorporated)*
[ ] professional corporation* [ 1 professional association*
[ ]limited liability company* [ ] partnership*
[ 1 employee of [ ]independent contractor of
[ ]other

* Specify name of entity:

(b) Do you want coverage for the entity named Item 3(2) @aboVe? ...........coveveceeeeeeeeeeeeeeeeeeeeee, [ 1Yes [ ]No
(c) Attach a copy of your letterhead.

(d) 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 Item 3(a)above.

4. Do you practice with any physician not named in Item 3.(d) @boVe?...........c.coceeveioeeeeeeeeeeeeeeeee e [ 1Yes [ INo
If Yes, provide the name of each physician and the practice relationship.

5. Are you currently in active military SEIVICE? ...........c..oooeiiiee oo e, [ 1Yes [ ]No
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