PART A - APPLICANT DATA

1. Last name First name M.I. Gender M dF

2. DOB / / 3. SSN - - 4. NPI #

5. Legal Residence (Physical Street/Home Address)

City State ZIP Cell phone#
Rural Mailing Address/P.0. Box (if applicable) City State ZIP
Home phone # Personal/Confidential e-mail address

6. Principal practice name

Address City County State ZIP
Front desk # Primary fax #
e-mail address Web site address
Primary contact name Business e-mail address
Phone # Fax #
7. Office/Practice Post Office Box (if preferred mailing address)
City County State ZIP
8. Billing Address (if statements should be sent to a different location than practice location)
Firm Name Address
City County State ZIP Phone#

9. Please circle the mailing address you prefer for each of the following:

Confidential documents (acknowledgement of incident report, claim correspondence):
Office Office P.0. Box Residence Residence P.0. Box Admin

Policy related documents (application, policy, endorsements, etc.):
Office Office P.0. Box Residence Residence P.0. Box Admin

If you are approved for coverage under a group policy, policy related documents will be sent to the address selected by the policyholder.

Admin P.0. Box

Admin P.0. Box

PART B - COVERAGE REQUESTED

10. Requested Effective Date / /

(check one)

11. Liability limits Q $1 million/$3 million Q $1.5 million/$3 million 1 $2 million/$4 million

12. Practicing as (check one)

Q Individual Q Joining Group Q Forming Group
Q Other:
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13. Premium Payment Plan:

You have the option of choosing the payment plan that best meets your needs. Please note that only one
option may be selected per policy.

If this section is left blank, you will continue to be billed under your current plan.
O Quarterly (Four installments, three months apart)
Q Semi-Annual  (First half due at beginning, second half due in six months)

O Annual (Payment in full at beginning of policy year)

Mid-term policy changes will affect the actual installment amount.

14. If you are practicing as a solo entity, as a member of a multi-shareholder entity such as a partnership, limited
liability corporation, professional corporation, limited liability partnership or professional association or are
in another type of group practice such as an implied partnership or corporation, please provide the exact
legal names of all medical entities to be insured. Please remember to attach to the application a copy of
each entity’s current declarations page. Please use the Notes Section if additional space is needed.

Entity Names: Involvement/Ownership:

Q Limited Partner Q General Partner Q Solo Ownership O DBA

U Limited Partner Q General Partner [ Solo Ownership U DBA

U Limited Partner Q General Partner 1 Solo Ownership U DBA

15. Please give the full names of all other physicians affiliated with any organization(s) or medical entities
named in question 14, their specialties and the name of their current medical professional liability insurer.
All affiliated physicians must complete a separate application if organization or entity coverage is
requested. Please use the Notes Section if additional space is needed.

Name: Specialty: Current Insurer:

16. Employer Name Address (if different from principal practice):

17. Name of any other entity with which you are associated or affiliated
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PART C - LICENSES

18. List all states in which you have ever been licensed to practice medicine, the license number for that state,
the date the license was issued and the number of hours you will work in each state as of the requested

effective date of coverage. (Please use the Notes Section if additional space is needed.)

State

State

State

License #
License #

License #

Date issued

Date issued

Date issued

# hours/week
# hours/week

# hours/week

PART D - PROFESSIONAL LIABILITY INSURANCE HISTORY

19.
Name of Company (current) Policy Limits | Period of Coverage: to
(Mo./Yr.)  (Mo./Yr.) Q Claims-Made
$ /$ Retroactive Date: / / Q Occurrence
(MM)  (DD) _ (YYYY)
Name of Company Policy Limits | Period of Coverage: to
(Mo./Yr.)  (Mo./¥Yr.) Q Claims-Made
$ /$ Retroactive Date: / / Q Occurrence
(MM)  (DD)  (YYYY)
Name of Company Policy Limits | Period of Coverage: to
(Mo./Yr.)  (Mo./Yr.) Q Claims-Made
$ /$ Retroactive Date: / / Q Occurrence
(MM)  (DD)  (YYYY)
20. If your current insurance is claims-made, will “tail” coverage be purchased?.................... QYes O No
21. If “no,” are you requesting Prior aCtS COVEIAgRT .. iiuurriiuuerernereenereenneeeeneseesnrernnseeenseees UdYes WNo
If “yes,” does your current insurance policy allow you to report incidents that have not
yet resulted in a claim or suit, but that could in the future?......ccccevviiviiiriiiiiiiiiiirie, QYes QO No
If “no,” is your current insurance policy written on a “demand for damages” basis such
that it requires a written or verbal demand for damages before coverage attaches under
QYes UNo

1 L 0101 (o) SRR PRRPPTRPRt

PART E - EDUCATION

22.
Name

Medical/
Osteopathic
School

Degree Location

(Mo./Yr.) (Mo./Yr.)

From To

Medical/
Osteopathic
School

Medical/
Osteopathic
School

If you are a foreign medical school graduate, are you certified by the Educational
Commission for Foreign Medical Graduates (ECFMG)? .............cooiiiiiiiiiiiiiiiiiiiiiiereeeeeeeeeen,

UYes WNo
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23. (Mo./Yr.) (Mo./Yr.) Program
Program Name Department Location From To Completed?

Internship

served U Yes U No*

Residency(ies) U Yes U No*
U Yes O No*
U Yes O No*

Fellowship(s) O Yes 4 No*
U Yes O No*

* |F “NO” IS INDICATED, EXPLAIN
FULLY IN THE NOTES SECTION.

Please explain any gaps in your medical education in the Notes Section. “Gaps” are defined as periods of
time of 90 days or more in which you were not actively enrolled in an internship, residency, fellowship or
preceptorship program.

PART F - PRACTICE HISTORY

(Mo./Yr.)  (Mo./Yr.)
24. Location Type of Practice/Position From To

Professional
practice history

Please explain any gaps in your practice history in the Notes Section. “Gaps” are defined as periods of time of 90
days or more in which you were not actively practicing medicine.

25. What is your Specialty?

26. What is your Subspecialty?

27. Percentage of your practice devoted to your Specialty

28. Percentage of your practice devoted to your Subspecialty

29. Are you board-certified by a member board of the American Board of Medical Specialties
or the American Osteopathic ASSOCTATIONT ...iiueiieiiiiiiiii ettt e ereeneeaaaes UYes WNo

If “yes,” list certifying Board

Date of initial certification Date(s) of recertification
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30. If you answered “no” to question 29, are you board eligible by a member board of the American Board of
Medical Specialties or the American Osteopathic Association?......cccevvvevieiiiiiiiiieieiennnnnnnn. UYes UWNo

If “yes,” please indicate the date you expect to sit for the examination.

If “yes,” please indicate the date your eligibility expires (Month/Year).

If “no,” please explain.

If additional space is needed, please use the Notes Section.

31. Have you ever been denied board certification or recertification?......cceeveeviiiiiiiiniinnnnnnns UYes UWNo

If “yes,” please provide full details in the Notes Section.

PART G - PRACTICE CHARACTERISTICS

32. List all hospitals at which you have or will have staff privileges in force for which you are requesting this
COPIC RRG coverage and indicate the type of privileges you hold at each:

Name of Hospital Type of Privilege

Active d  Provisional A  Courtesy d Pendingd  Other

Active d  ProvisionalQ  Courtesyd Pendingd  Other

Active Q  ProvisionalQ  Courtesy d Pending  Other

Active d  Provisional @  Courtesy Q Pendingd  Other

Cc o 0 o 0O

Active 1d  Provisional A  Courtesy d Pendingd  Other

Please explain any “pending or “other” answer here. If you explain a “pending” answer, please provide the
date you initially applied for these privileges.

If additional space is needed, please use the Notes Section.

33. If you made no entry in #32 above, please provide details regarding your patients who require hospital care
including the names and practice locations of all physicians who will follow them while hospitalized.

If additional space is needed, please use the Notes Section.
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34. List all entities to receive certificates of insurance (e.g., hospitals, HMOs, IPAs, etc.)

Name Address (including city, state and zip code)

By adding a certificate holder's name and address to the above list, you give COPIC RRG your permission
to allow the certificate holder to obtain your certificate of insurance.

35. Average number of hours worked per week............. Q1-15 Q 16-20 Q21-25 Q=26

When indicating the total number of hours worked per week, please estimate all office time including patient
contact, charting time, consultations, etc.; all operating time and emergency room time; all on-call time which
results in actual patient contact; and all time spent making hospital rounds.

36. Please describe all medical professional or business activities for which you are not requesting COPIC RRG
coverage.

Do you maintain any other medical professional liability coverage? .....ccccevvviviiinirinnennnen. UYes UWNo

If “yes,” please explain.

37. After the Requested Effective Date, do you plan to practice/consult outside of your
principal state of practice in the next 12 months? ....cceuiiiiiiiiiiiee e, UYes UWNo

If “yes,” do you or will you maintain professional liability insurance for this exposure?..... UYes UWNo

Please describe the nature of your out-of-state practice and indicate the number of hours per week devoted
to it.

If additional space is needed, please use the Notes Section.

38. If you are a radiologist or pathologist, do you or will you read, interpret or diagnose
films, slides or specimens taken of patients who reside outside your principal state
(o) ) - Lot Lol X O PR P PRPPRPRRPRt UYes UWNo

If “yes,” please indicate the state(s) or foreign country(ies) in which the patients being treated reside:

And the number of hours per week you will devote in each state or foreign country:
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39. Do you participate in telemedicing? ... i iiriiiiii i e e e e e eaes UYes UWNo

(For purposes of this question, telemedicine is defined as “the rendering of a written or otherwise
documented medical opinion concerning diagnosis or treatment of an individual patient as a result of
transmission of individual patient data by electronic means.” Telemedicine does not include an informal
consultation provided without compensation or expectation of compensation, nor does it include those
services described above which are rendered in a bona fide emergency.)

If “yes,” please explain in the Notes Section and include a list of state(s) and license number(s).

40. Have there been any changes in your specialty, classification or practice activity within
the PASE BN YEAIS? .eieiieiieeeiee ettt e e etee e et e e et e e et e e et e eaanseaaaeanneeennsanaaaaenn UYes UWNo

If “yes,” please describe the nature of changes in specialty, classification or practice activities.

If additional space is needed, please use the Notes Section.

41. What percentage of your practice is devoted to aesthetic or cosmetic procedures? % QN/A

42. Do you supervise or accept responsibility for the acts or omissions of any person
who is not your employee and who performs elective aesthetic or cosmetic
PTOCEAUIES? 1 etuuietireruiererueeetueserueeeerueseesesseauessesssseessssenssssesssssssssssssessssnsssnsnssernnssennns QYes WNo

43. Do you provide “house call” services to patients other than hospice or palliative
(ot (I oF: [ =11 OO PP QYes WNo

If “yes,” what percentage of your total practice is devoted to “house calls” for non-hospice or non-
palliative care patients?

Note: For purposes of this question, “house call” refers to the provision of professional medical services
outside of a medical office or acute care setting.

44, Do you practice “Concierge MediCing?” ..ccuuiiivieiiiiieriiiieieeee e eerieeeerneseraiesernesennnsennnns QYes WNo

Note: For purposes of this question, “Concierge Medicine,” also known as direct care, is a relationship
between a patient and a healthcare provider in which the patient pays monthly or annual fees.

If “no,” please skip to question #45.

If “yes,” what percentage of your practice is based on this model? %
What is your current total patient count?

Do you continue to accept and bill iNSUIANCE? ceuuiiuiiiiiiii et eae e ea e UYes UWNo

PART H - PROCEDURES PERFORMED
All “yes” answers require explanation in the Notes Section.

45. Do you perform bariatric SUIGEIY? .ivuiiuii e iiieitie et eeesereeteetne e et senesenesannsannsennnns UYes UWNo
If “yes,” please indicate the percentage of your time devoted to your bariatric practice. %
46. DO YOU 3SSTST AL SUMGEIY? tuuniiiiieieeieeeeneeerueeetierertiereruesernneesnsssesseseesssssrsnssessnssrsnsssnnnns UYes UNo
47. In your practice, do you perform procedures or use equipment not used by a majority of
physicians in your specialty who practice in your principal state of practice?.........cc........ UYes UWNo
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48. Do you provide surgical services to patients in any setting in which

another person provides the post-op follow-up care for that procedure?.......ccceeevvvinnnennss UYes UWNo
49. Do you perform surgery or obstetrical procedures at a location more distant than one

hour’s time or 50 miles from an office listed herein? ......cc.eeeiriiiiiiiriiiiiiiriiceereieieee UYes UWNo
50. Do you perform surgery or obstetrical procedures in a surgical suite more distant than

one hour’s time or 50 miles from a hospital? ..c..cvieveiiiiiiiiiei e QYes WNo
51. Do you supervise CRNAs who provide general anesthesia?........ccceeeveueriieeririieieiienenennee. QYes WNo
52. Do you perform obstetrical procedUres? .....uueeeeeeeieiiieieiiee e eree e e e e e e e e eees QYes WNo

53. If you answered “yes” to question 52, please indicate the average number of deliveries performed per
year and the average number of C-sections performed per year.

If you answered “yes” to question 52, do you hold a current certification in Advanced Life
Support in ObStEtrics (ALSO)? cevueniiiiiiieeeiiiee ettt ettt ee s e eaa e s e eeaae e s enanaees UYes WNo

If “yes,” please provide the expiration date.

54. If you are a Family Practitioner performing obstetrics, do you have privileges to perform

C-sections at each hospital you Staff? ..ce.eeieeiiiiiiriie e e eeea e QYes UWNo
Important: If “no,” please provide full details of your back-up arrangements including coverage for VBAC
patients.

55. Do you practice in an Emergency Department (ED)?.....ccouuuieriiimiiriiiiiieneeiiieeeeeienee e QYes WNo
If “yes,” please indicate number of hours per week and answer the following:
a. Do you only provide on-call coverage to the ED? .....ccvueiiiiieiiiiiiiinereeieeeenieeenieeenannes QYes WNo
b. Do you provide ED specialty backup/consult only? .....c.ceeviiniiieiiieiriiiiiiie e, UYes UWNo
c. Do you work in the ED just to maintain hospital privileges? ....ccceeeeeerivneriinereennnnnnne. QYes UWNo
d. Do you work in the ED for compensation for activities other than those described

TN 55 @, D AN CAD0VET? weiniitiiiiiiii et et ee e eaeaerneresaernesesnesnennns Q Yes U No

56. Do you or will you perform office-based surgery utilizing conscious sedation, regional
OF GENETAl ANESENESTA? 1ivuuiiiieiiiiie i eiee et e eeee et e et e erteeereeeraeesennnssennssennnssesnnsennnnns QYes WNo

If “yes,” are you aware of and do you abide by the guidelines, if any, established by
the appropriate requlatory body in your principal state of practice?......cooevveiiiiiiniiinininnnns UYes UWNo

57. Please identify below all “invasive” procedures you perform for which you were not
resident trained or for which you do not hold hospital privileges. Q N/A

“Invasive” refers to procedures by which the body or body cavity is penetrated or entered by use of a tube,
needle, device or ionizing radiation. If applicable, please list all such procedures:

Procedure Resident-Trained? = Hospital Privileges?
Q Yes U No QYes WNo
U Yes U No UYes UNo
Q Yes U No QYes UWNo
Q Yes U No QYes UWNo
Q Yes U No QYes WNo
U Yes U No UYes UWNo
Q Yes U No QYes UWNo
Q Yes U No QYes UWNo
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58. Do you perform:

Prenatal care beyond the first trimester? ..o iiieiiiiie i e e e eae e eees QYes WNo
Second-trimester abortionNS? . cu.. it UYes UWNo
(oSBT 0N ettt et et e et e et e e et e eteeeeeaeeeeneeeennnsanueserenesenanssannnnsnnnssannnnsernnnerennnns QYes UWNo
LY T oo =1 L1 Y2 PN QYes WNo
Breast biopsy by SUrgical iNCISTONT cuu..iiueiiriir it s eriie e et e eereeeeeeeeeeneeeeraeeennesenannaanes QYes WNo
Cardiac catheterization? c.....cveiieeniiiiiiee ettt e e e eeees UYes WNo
Liposuction surgery using the tumescent techniqUe? c..iveiieiiiiiiiiiiie e, UYes UWNo
Liposuction surgery using any technique other than tumescent? .......cceevveiirieiiiiininnnnnnne. UYes UWNo
Reduction of 0Pen fractUres?. ... cee e ieeieeeeie ettt e et e eeee e eee e e eae e eaaeesaaeenaanaenes QYes WNo
Treatment of undisplaced closed fractures? .....cuueeieiueriiiieiiiiieieee e e ereeeaaeeees QYes WNo
Reduction of displaced closed fractlres?.......eeieueriiueieiiiriiier it eeeneeeeeereeneeerneeeeneeeees QYes UWNo

"Undisplaced” refers to fractures in which a fracture line is visible, but the alignment of the bone has not
been displaced. “Displaced” refers to fractures in which the alignment of the bone has been displaced, but
the continuity of the bone has not been altered.

59. Do you advertise your name, phone number, and specialty in any manner
other than a one-line listing in the Yellow or White pages? .....cccuueeiiiueiiienireninienienennnnnns QYes UWNo

If “yes,” please attach a copy of your ad(s) and all other media advertisements.
If you use radio or television, please attach a separate information sheet regarding these activities.

If you advertise via a web site, please list the web site address here.

60. Please describe your practice (choose only one): U Hospitalist Q Intensivist/Critical Care Specialist
U None of the above

If you answered “None of the above” to question #60, please skip the next two questions and
proceed to question #63.

61. Please indicate the percentage of your total practice devoted to in-patient care of hospitalized
patients: % and indicate the % in intensive or critical care and the %
hospitalized, but not in intensive or critical care.

62. Please describe your practice’s policy regarding continuity of care with patient “handoffs” at the
end of shifts:
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PART | - NON-COVERED PROCEDURES

63.

COPIC RRG will not insure the following procedures.

Autologous fat injections into penises

Chelation therapy (other than for treatment of heavy metal poisoning)
Chymopapain disc injection

Elective home delivery

Intravascular absolute alcohol embolization except for renal pathology
Jejuno-ileal bypass or gastric bubble procedures for treatment of morbid obesity
Mesotherapy

Rapid opiate detoxification

Sclerotherapy (the injection of sclerosing agents) into the vertebral column
Sperm banks for other than interim storage for insemination of your own patients
Transsexual surgery

For non-physicians you supervise or employ, the management of active labor and any subsequent
delivery for Vaginal Birth after Caesarean (VBAC) patients unless a responsible physician is physically

on premises and immediately available for the entire course of care

Obstetric ultrasound images or videos created solely for nonmedical reasons or without an
ultrasound report for the medical record or any nonmedical use of ultrasound imaging, such as
“keepsake ultrasounds”

64.

Do you use a physician/patient arbitration agreement in your practice? ......ccceeeevuerevnnnnen. QYes UWNo

Note: For the purposes of this question, “physician/patient arbitration agreement” refers to a document you
ask patients to sign prior to providing healthcare services which stipulates that any dispute between you and

the patient will be submitted to arbitration as opposed to resolution in the state or federal courts.

65.

Do you recommend medical Marijuana? .......ceeeeeereeeereeiieeeeeeereeeeeeeeereeeeraeeeeanaeens Q Yes Q No

If “yes,” please answer all of the following questions:

a. For all patients for whom you recommend medical marijuana, do you have a
physician-patient relationship in which you have completed a full assessment of the
patient’s medical history and current medical condition, including a personal physical

L Y11 T L) (S Q Yes O No

b. For all patients for whom you recommend medical marijuana, are you available to
provide follow-up care and treatment, including examination of the patient, to assess

the efficacy of the medical Marijuana? ......cceeuueriiiiriiiie e e eeeaees Q Yes Q No

c. For all patients for whom you recommend medical marijuana, do you specify the
chronic or debilitating disease or condition and, if known, the cause or source of the

diSEaSe OF CONATLIONT .eieieiiiieriiie et ere e et e ereeeeraeeeeeneeeeaneeranserneserenssenns Q Yes Q4 No
d. Do you maintain documentation of the subjective and objective information
gathered from your examination of each patient which supports your diagnosis and
recommendation for medical Marijuana?...cccuceeiieiiie e e U Yes U No
e. What percent of your total practice is devoted to recommending medical marijuana? %
f. In the past 12 months, for how many patients have you recommended medical marijuana?
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PART J - OTHER PERSONNEL TO BE COVERED

66. Will you/your entity employ or contract with any allied health practitioners who will work
at any of your office LoCatioNS? couue i e e e e e UYes No

If “yes,” please provide the census information requested below. If you are practicing as part of a group
practice, one person may complete this section if the information applies to all physicians in the group.

# to be insured # to be insured # to be insured
Acupuncturists Advanced Practice Nurses ___ Aestheticians
Anesthesiologist Assistants Child Health Associates__ Clinical Nurse Specialists
CRNA/Nurse Anesthetists Cytotechnologists Electrologists
Embryologists Emergency Med. Techs___ Endermologists
Laser Technicians Microdermabrasionists____ Nurse Clinicians
Nurse Midwives Nurse Practitioners Optometrists
Orthopaedic Physician Assistants__ Perfusionists Pharmacists
Physician Assistants Physicists Physiologists
Psychologists Psychotherapists Radiology Practitioner Assistants ____
Surgical Assistants Surgical Technicians

Note: The COPIC RRG policy provides no individual coverage to any employee or independent contractor in any of
the classifications working in your office listed above unless he/she is specifically named on the Declarations
Page. The policy also provides no coverage to you if you are named in a claim or suit for their acts or omissions
unless their names specifically appear on the Declarations Page. If you employ anyone in any of the
classifications listed above and they are insured elsewhere, COPIC RRG may be willing to extend coverage to you
for their acts or omissions subject to underwriting. Please contact your underwriter for more information.

67. Please indicate if you employ or contract with an allied health practitioner or physician extender who
performs any of the following procedures at any of your office locations:

Botox Injections UYes QNo Laser Hair Removal U Yes QNo
Chemical Peels QYes UNo Micro-Dermabrasion QYes UNo
Collagen Injections QYes UNo Micro-Pigmentation QYes UNo
Endermology UYes QNo

If you answered “yes” to any of the procedures listed above, please attach a copy of the documentation of
training for each person performing these procedures.

68. Do or will any of your employees practice at a location geographically separate from you? WYes O No

If “yes,” please explain in the Notes Section. Please include in your explanation the distance of the
employee’s separate practice location from your practice location and a summary of the employee’s duties
and responsibilities while practicing there. In addition, please explain how these employees are supervised
consistent with their duties and the frequency of and methods by which that supervision occurs.
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PART K - OTHER INFORMATION

All “yes” answers require explanation in the Notes Section.

69.

Has any professional liability insurer ever canceled, declined to issue, refused to renew,
offered renewal with a surcharged rate or required that you accept a deductible, or issued
coverage with any restrictions or @XCLUSTONS? cuuuiiiueiiiiieiiiiieieeererreeeniererneeerneeennneennnns Q Yes

U No

70.

Has any disciplinary action ever been taken regarding any healing arts license which you

hold or have ever held? Include any disciplinary actions by the U.S. Military, U.S. Public

Health Service or other U.S. federal governmental entity. (Disciplinary actions include,

but are not limited to, suspension, revocation, probation, practice limitations, reprimand,

letter of admonition, censure and any allegations which are currently pending)............... Q Yes

U No

71.

Has your license to practice medicine or your permit to prescribe drugs ever been
denied, revoked, suspended, voluntarily surrendered, or otherwise investigated or limited
TN @MY WAY? iiitiereruierereeeeeueeeernesersusserssseessssesssssessssesssssessssssssssssssssennssssssssesssssssnnsenes Q Yes

U No

72.

Have you ever been subjected to a criminal or civil monetary penalty under the Medicare
or Medicaid program and/or been suspended from participation in Medicare or Medicaid
or has participation status ever been modified? .......ccuueriiiieriiiiriiiieier e eeaaeee U Yes

U No

73.

Have you ever been charged, indicted, convicted, received a deferred prosecution, received

a deferred judgment and sentence, entered a guilty plea, entered a plea of nolo contendere

or been placed on adult diversion for any violation of any law? Note: You must answer

“yes” even if the charge(s) or action was ultimately dismissed, expunged, pardoned or

the matter was not prosecuted. It is unnecessary to report traffic offenses that do not

INVOLVE ALCONOL OF ATUGS. «eeereieiieieiiie et e et e e et e e et e e eaaeeeaaeeeaaseraneaeannaeenn Q Yes

U No

74.

Have you ever been warned, reprimanded, or censured by a medical staff, hospital,
health care facility, or any other health care entity? ......cceevuvirieriiiie e, Q Yes

U No

75.

Have you incurred or suffered any chronic illness or physical injury in the past 24
months OR are you currently a registrant in any state’s medical marijuana registry?.......... Q Yes

U No

76.

Have you ever had staff privileges at a hospital limited, reduced, restricted, denied,
suspended or revoked, or have you resigned from a medical staff in lieu of disciplinary

U No

77.

Have you ever failed any licensing or Board certification examinations?......cc....cceeeeevnnnenn. Q Yes

U No

78.

Have you ever had any person complain to or file a grievance of any type with a hospital
committee, state licensing Board, Board of Medical Examiners, health plan, managed
care organization or other medical review COMMIttEE? cuuuiiiniiiiriiiiirieiie et cevieeeene. U Yes

U No

79.

Have you ever been evaluated or recommended for treatment for, diagnosed with, or
treated for alcohol, narcotics or any other substance abuse, sexual addiction or mental
TS ettt ettt ettt ettt ettt ettt e et tb e s e eea e e e e et e e e e tan e e e taan et e eeaneeeeennaes U Yes

U No

80.

Have you ever been accused of sexual misconduct or harassment by one of your employees,

an associate’s employee or an employee of a hospital or surgery center; or have you been

accused by a patient of or been investigated by any state regulatory authority in connection

with boundary violations of a sexual NAtUrE? ....couuviiiiiiiiiiiiiiie e e eeaes Q Yes

U No

81.

Have you ever been reported to the National Practitioners Data Bank?.........ccoueeirieennnnnes U Yes

U No
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PART L

- CLAIMS INFORMATION

Important information regarding questions 82 through 84 (including sub-questions):

1. The word “claim” as used in questions 82 through 84 below refers to:

a. Any demand for damages, resolved or pending, regardless of the result, arising
from your professional activity and brought against you or any partner, associate,
employee or professional corporation or partnership; or

b. Circumstances which have been brought to your attention by a patient or
representative of a patient, in such a manner as to indicate the possibility of
legal action against you or any partner, associate, employee or professional
corporation or partnership.

2. If you answer “yes” to question 82, 83 or 84 (including sub-questions), please complete the
attached Supplementary Claims Information Form (page 14).

82. Have you ever been involved in a malpractice claim or suit, either directly or indirectly? QYes WNo
83. Please indicate if you are aware of any of the following circumstances that might
reasonably lead to a claim or suit being brought against you even if you believe the
claim or suit would be without merit:
a. A request for records from a patient and/or attorney related to an adverse outcome? ... QYes Q1 No
b. A letter from an attorney regarding your medical treatment of a patient?.................... QYes UWNo
c. Intra-operative or post-operative complications or other complications resulting in
death, paralysis, or other significant disabilities? ......ccceeviiieriiiiiiiiiriiierer e, QYes UWNo
d. Patient or family member dissatisfaction with the outcome of a procedure,
treatment, Or diagnOSiS? ciuuiiiiueiiiier e ietiee e e erieeerteeeraeerueeeeraeseennnseranesananesennns UYes UNo
e. Any other circumstances that might reasonably lead to a claim or suit? ........cceeeveennnes QYes UWNo
84. Have all circumstances that might reasonably lead to a claim or suit (even if you
believe the possible claim or suit would be without merit) been reported to your
current or prior professional liability carrier? ...ceeeeeiieiiieiiieiee e UYes QNo O N/A*
*For purposes of this question, “N/A” means that you are aware of no circumstances that might reasonably
lead to a claim or suit.
a. If “yes,” how many? Please attach documentation of all such reports.
b. If “no,” please explain in the Notes Section.
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PART M - SUPPLEMENTARY CLAIMS INFORMATION FORM

If there has been more than one claim, please photocopy this form. Attach additional sheets if needed.
All questions must be answered or marked Not Applicable (N/A).

1. Patient’s name:

2. Date reported to insurance company:

3. Name of insurance company:

4. Date of incident and your treatment:

5. Allegations:

6. What is the present condition of the patient?

7. Did you in any way alter, embellish, delete, change, and/or destroy any records, medical or otherwise, or
were allegations made that you did so, pertaining to this claim? .....cccccoeveviiivnninnnen. U Yes Q No

8. Status of claim (check applicable answer):

O Suit threatened, no action taken Court outcome in your favor: U Awaiting mediation
Q Suit filed but dropped by claimant QYes QNo
O Summary judgment in your favor O Awaiting court action
Q Suit settled out of court Court outcome in favor of Reserve Amount:

a. Date claim paid: plaintiff: $

b. Amount paid: $

c. Did you want to settle this Amt. of Loss Payment:

claim? QYes UNo $

9. To your knowledge, was any settlement paid by another party involved (i.e., your P.A., P.C., partners,
employees, etc.)? QYes WNo

If “yes,” amount was $

Signature: Date:

Name (Printed):
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UNDERSTANDING, AUTHORIZATION, AND RELEASE OF INFORMATION

I understand that this is an application for insurance and not an insurance binder! I understand and agree that
as a condition of being insured, I accept the requirement to submit to a health and skills assessment by a
physician of COPIC RRG’s choice. This assessment may be required at COPIC RRG's discretion.

I hereby declare and warrant that all answers and statements herein given are true and complete to the best of
my knowledge and that no material fact or circumstance concerning the subject matter of this application has
been omitted or withheld. I understand that these answers and statements are material and as such will be relied
upon in the determination by the company to grant my liability insurance. If I or any other person making
application or providing information on my behalf misstate or fail to disclose any pertinent information, my
application may be declined. If my application is approved and it includes any misstatement or failure to
disclose pertinent information, COPIC RRG has the right to cancel my insurance. In the event I have committed
fraud in connection with my application for insurance, I understand that COPIC RRG may decline coverage for a
specific claim.

Further, I recognize and agree that as a prerequisite to acceptance of this application and consideration for
granting of liability insurance, COPIC RRG and/or its assigns may conduct a peer review investigation of me
and/or my practice. As part of such peer review investigation, I consent to the release of any prior Practice
Quality Report and to periodic chart and medical record reviews conducted by Practice Quality, as COPIC RRG may
request or direct. I agree to abide by any recommendations arising from that review.

I authorize any state board of medical examiners or licensure, hospital board or committee, hospital records
department, insurance company, professional society, past or present, business or medical associate or private
person that may have any record or knowledge concerning any of the answers or statements made herein to
release such information to COPIC RRG or its assigns. I authorize the use of a copy of this authorization in lieu
of its original.

As may be permitted by law and in compliance with COPIC RRG policy, I hereby consent to COPIC RRG's release of
the following information about me to credentials verification organizations, health plans, hospitals, health care
organizations, professional liability insurance carriers, and state and federal regulatory entities, including but not
limited to boards of medical examiners, the National Practitioner Data Bank and the Healthcare Integrity and
Protection Data Bank and to the fullest extent permitted by law, hereby release all providers of such information,
including COPIC RRG, its employees and agents, from any and all liability therefore. This release applies to the
following information: my name, business address, social security number, NPI number, license number, hospital
affiliations, policy numbers, effective dates, limits of liability, retroactive date, specialty, PLI rate class, and any
information concerning those claims which are required to be reported to any state board of medical examiners or
medical licensing body or authority, National Practitioner Data Bank and/or the Healthcare Integrity and
Protection Data Bank.

Physician signature Date

Please PRINT your name

WE SUGGEST YOU RETAIN A COMPLETED COPY OF THIS APPLICATION FOR YOUR RECORDS

Please check this application to ensure that you have answered all questions and included all requested
attachments. Submitting an incomplete application could result in a delay in underwriting and processing
or an outright rejection of your application.
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NOTES

Question #
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