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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. 
 
I. GENERAL INFORMATION 

1. (a) (i) Full name of Applicant:   

  (ii) Professional Degree:  

 (b) Principal practice address:   
 (Street) (County) 

    
 (City) (State) (Zip) 

 (c) Secondary practice locations:   

    

    

 (d) (i) Phone:  (ii) Fax:   

  (iii) E-Mail Address:  (iv) Website Address:    

 (e) (i) Date of Birth (MM/DD/YYYY):   (ii) Place of Birth:   

 (e) (i) Social Security No.:    (ii) Federal Tax ID Number:   

2. Are you a U.S. citizen?............................................................................................................................  [   ] Yes  [   ] No 
 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* [  ] professional association*  
[  ] limited liability company* [  ] partnership* 
[  ] employee of   [  ] independent contractor of    
[  ] other   
* Specify name of entity:   

 (b) Do you want coverage for the entity named Item 3(a) above? ......................................................  [   ] Yes  [   ] 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) above? ......................................................  [   ] Yes  [   ] No 
 If Yes, provide the name of each physician and the practice relationship.   

   

5. Are you currently in active military service? ............................................................................................  [   ] Yes  [   ] No 
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15. List your prior Professional Liability Insurance for each of the last five (5) years, including the current year: 

  Limits of   Claims Made or 
Ins Company Liability Premium Eff./Exp. Dates Occurrence Form Retroactive Date 

  

  

  

  

  

16. Do you currently participate in any state patient compensation fund, health care stabilization fund or 
other governmentally established malpractice liability funding mechanism?..........................................  [   ] Yes  [   ] No 

17. Do you anticipate any changes in your practice in the next year? .......................................................... [   ] Yes  [   ] No  
 If Yes, attach a detailed explanation. 

IV. AFFILIATIONS 

1. Are you in the employ of any individual, firm or corporation other than the employer named in 
Section I. 3(a) above? .............................................................................................................................  [   ] Yes  [   ] No 

 If Yes, provide a detailed explanation including a description of your responsibilities.   

    

2. Are you under contract to any individual, firm or corporation other than the contracting entity named 
in Section I. 3(a) above?..........................................................................................................................  [   ] Yes  [   ] No 

 If Yes, provide a detailed explanation including a description of your responsibilities.   

    

 If Yes, does any contract contain a hold harmless agreement? .............................................................  [   ] Yes  [   ] No 
 If Yes, attach a copy of the contract. 

3. Are you in the employ of or under contract to any governmental entity? ................................................  [   ] Yes  [   ] No 
 If Yes, provide a detailed explanation including a description of your responsibilities.   

    

4. Do you advertise your professional services in any manner other than a simple listing in a telephone 
directory? ................................................................................................................................................ [   ] Yes  [   ]  No 

 If Yes, attach a copy of all advertisements. 

5. Are you associated with any agency or organization that engages in advertising for, or solicitation of 
patients? ..................................................................................................................................................  [   ] Yes  [   ] No 

 If Yes, attach a copy of the advertisement or applicable website address. 

6. Are you the Medical Director of a nursing home, clinic, commercial enterprise or any other 
organization? ...........................................................................................................................................  [   ] Yes  [   ] No 
If Yes, provide a detailed explanation and attach a copy of any contract or other agreement that describes your 
position.  

  

7. Do you have any administrative or teaching responsibilities?.................................................................  [   ] Yes  [   ] No 
 If Yes, provide the following and attach a copy of any contract or agreement: 

 (a) Name of entity and location:  
  Your title  

 (b) Does the entity provide you coverage for:  
  (i) Your administrative responsibilities?.......................................................................................  [   ] Yes  [   ] No 
  (ii) Your direct patient care? ........................................................................................................  [   ] Yes  [   ] No 
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8. Do you work for any locum tenens companies?......................................................................................  [   ] Yes  [   ] No 
 If Yes, provide the following : 

 (a) Name of each company that places you in locum positions:   

 (b) Are you an  [   ] Employee  or  [   ] Independent Contractor?   

 (c) Number of hours each month in which you work in locum positions:            

 (d) Does each company provide you with Professional Liability Insurance for locum positions? ........ [   ] Yes  [   ] No 

If Yes, attach a copy of your Certificates of Insurance. 

9. Do you provide any services to any adult or juvenile inmates in any local, state or federal 
correctional facility, jail, prison, holding facility or other location? ..........................................................  [   ] Yes  [   ] No 

 If Yes, provide details.   

10. Are you engaged in or planning to engage in any “moonlighting” activities?..........................................  [   ] Yes  [   ] No 
 If Yes, do you want coverage for your “moonlighting” activities? ............................................................  [   ] Yes  [   ] No 
 If Yes, describe the activities.   

V. CLAIMS AND HISTORY  

1. Has any claim or suit for malpractice ever been made against you or any entity proposed for this 
insurance? .............................................................................................................................................. [   ] Yes   [   ] No 

 If Yes, how many?    Complete a Supplemental Claim form for each one. 

2. Has any claim or suit for malpractice ever been made against you or any entity proposed for this 
insurance that has not been reported to the current insurer or any prior insurer?................................. [   ] Yes   [   ] No 

 If Yes, how many?    Complete a Supplemental Claim form for each one. 

3. Are you or any entity proposed for this insurance aware of any act, error, omission, fact, 
circumstance, or records request from any attorney which may result in a malpractice claim or suit? .. [   ] Yes  [   ] No 

 If Yes, how many?    Completed a Supplemental Claim form for each one. 

4. Have you ever been investigated, asked to resign or been involved in official or non-official 
proceedings brought by a hospital, managed care organization or other healthcare organization to 
deny, limit, suspend, non-renew or revoke your privileges? ...................................................................  [   ] Yes  [   ] No 

5. Has your license to practice medicine or your permit to prescribe or dispense drugs ever been 
limited, suspended, revoked, placed on probation or been voluntarily surrendered in any state? ......... [   ] Yes  [   ] No 

6. Have you ever been notified to respond to, appear before or have you ever been investigated by any 
licensing or regulatory agency on a complaint of any nature, including but not limited to 
unprofessional or unethical conduct?......................................................................................................  [   ] Yes  [   ] No 

7. Have you ever been charged with or convicted of an act committed in violation of any law or ordinance? 
 .................................................................................................................................................................  [   ] Yes  [   ] No 

8. Have you ever been evaluated, treated or hospitalized for alcohol or substance abuse or mental or 
emotional disorders? ...............................................................................................................................  [   ] Yes  [   ] No 

9. Have you ever had or do you now have a physical or mental disability or other condition or 
circumstance that, despite reasonable accommodation, would limit your ability to safely practice in 
your medical specialty? ...........................................................................................................................  [   ] Yes  [   ] No 

 
Note: If the Applicant does not purchase prior acts coverage from the Company there will be no coverage with 

the Company for any claim, suit or circumstance based upon the rendering or failure to render 
professional services prior to the effective date of the Applicant’s policy, if issued.    

 
NOTICE TO THE APPLICANT - PLEASE READ CAREFULLY 

The policy applied for is SOLELY AS STATED IN THE POLICY, if issued, which provides coverage on a "CLAIMS MADE" 
basis for ONLY THOSE “CLAIMS” THAT ARE FIRST MADE AGAINST THE INSURED DURING THE POLICY PERIOD, 
unless the Optional Extension Period option is exercised in accordance with the terms of the policy. 
 
The Company is authorized to make any inquiry in connection with this application.  Signing this application does not
bind the Company to provide or the Applicant to purchase the insurance.  
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This application, information submitted with this application and all previous applications and material changes thereto of 
which the Company receives notice is on file with the Company and is considered physically attached to and part of the 
policy if issued.  The Company will have relied upon this application and all such attachments in issuing the policy.  If
the information in this application or any attachment materially changes between the date this application is signed and 
the effective date of the policy, the Applicant will promptly notify the Company, who may modify or withdraw any outstanding
quotation or agreement to bind coverage. 
 
WARRANTY 
 
I warrant to the Company, that I understand and accept the notice stated above and that the information contained herein 
is true and that it shall be the basis of the policy and deemed incorporated therein, should the Company evidence its 
acceptance of this application by issuance of a policy. I authorize the release of claim information from any prior insurer to 
the Professional Liability Solutions, LLC, 7421 Carmel Executive Park, Suite 226, Charlotte, NC  28226. 

 
Must be signed by the Applicant within 60 days of the proposed effective date.  

 
     
Name of Applicant   Title 

     
Signature of Applicant  Date 
 

 
Notice to 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 
the person to criminal and civil penalties. 
 

ADDITIONAL EXPLANATIONS 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  
 

 



 

SUPPLEMENTAL CLAIM INFORMATION 

APPLICANT’S INSTRUCTIONS: 
1. Answer all questions. If the answer requires detail, please attach a separate sheet. 

2. Supplement must be signed and dated by owner, partner or officer. 
3. PLEASE READ CAREFULLY THE STATEMENTS AT THE END OF THIS SUPPLEMENT. 

(PLEASE TYPE OR PRINT IN INK) 

NOTE: This form is to be completed by Applicant who has been involved in any claim or suit or is aware of an incident which may give rise to a claim.  
COMPLETE  ONE FORM FOR EACH CLAIM/SUIT OR INCIDENT. 

1. Applicant Name   

2. Claimant Name   

3. Name of Individual(s) at your firm/Company involved in Claim:   

4. Indicate whether: _________________________________ Claim/Suit   Incident 

5. Date of alleged error: _________________________ Date claim made against applicant:   

6. Additional defendants:   

7. Current Disposition of claim: 
[   ] DISMISSED (Action dropped without any payment to claimant or Statute of Limitations has expired) 
[   ] ABANDONED (no activity from claimant for over 3 years) 
[   ] WON by defense 
[   ] WON by claimant Total Paid $_____________ Amount Paid on your behalf $ 
 Indicate whether :  [    ]  Court judgment, or [    ]  Out of court settlement 
[   ] OPEN  Claimant’s settlement demand $________________ 
 Defendant’s offer for settlement? $____________          Insurer’s loss reserve $______________ 

8. Name of Insurer:   

9. Description of claim: (Provide enough information to allow evaluation, and use reverse side if additional space is 
required.) 
a. Alleged act, error or omission upon which Claimant bases claim:   
   
b. Description of cases and events:   
   
c. Description of the type and extent of injury or damage allegedly sustained:   
   

 d. If a medical claim provide type of injury claimed: 
[   ] Emotional Only [   ] Temporary Disability [   ] Death [   ] Cosmetic 
[   ] Permanent Disability [   ] Other (describe)   

10. Explain what action has been taken by you to prevent recurrence of the same type of claim.   
    

I understand information submitted herein becomes a part of my Professional Liability Application and is subject to the same 
warranty and conditions. 
 
    
Name of Applicant*  Title (Officer, partner, etc.) 

 
    
Signature of Applicant  Date 

*Signing this form does not bind the applicant or the Company or the Underwriting Manager to complete this insurance. 

 



 

 

 

MEDICAL INCIDENT OR THREAT OF CLAIM FORM 
FOR PHYSICIAN, SURGEON, DENTIST & PODIATRIST APPLICATIONS 

APPLICANT’S INSTRUCTIONS: 
1. Answer all questions. If the answer requires detail, please attach a separate sheet. 

2. This is a mandatory form which must accompany a completed application and supplemental claim information form. 
3. PLEASE READ THE STATEMENTS AT THE END OF THIS APPLICATION CAREFULLY. 

(PLEASE TYPE OR PRINT IN INK) 

1. NAME OF APPLICANT  

    

2. APPLICANT HISTORY 

 a. Are you aware of any act, error, omission or circumstance which could result in a malpractice  
claim or suit being made against you? ....................................................................................................[   ] Yes  [   ] No 

  If Yes, has this been reported to a prior carrier? .....................................................................................[   ] Yes  [   ] No 
SUPPLEMENTAL CLAIM INFORMATION form required for each such medical 
incident or threat of claim; have you attached the completed form?...................................................[   ] Yes  [   ] No 

 b. To the best of your knowledge, have any of the following adverse results occurred in your  
practice in the last (5) years: 

  (i) Unexpected death (including stillbirths)?.......................................................................................[   ] Yes  [   ] No 
  (ii) Unexpected organ failure or significant neurological or functional deficit?....................................[   ] Yes  [   ] No 
  (iii) Failure to diagnose cancer or infection resulting in death or disability of patient?.........................[   ] Yes  [   ] No 
  (iv) Tear or perforation of an organ or body part during an invasive procedure, or unplanned  

removal of a normal organ or body part during an operative procedure? .....................................[   ] Yes  [   ] No 
  (v) Suspicious or positive x-ray, Pap smear or mammogram where patient was not contacted? ......[   ] Yes  [   ] No 
  (vi) Follow-up/emergency surgery, myocardial infarction or cerebral vascular accident within 

48 hours of your previous diagnostic treatment or surgery?.........................................................[   ] Yes  [   ] No 
  (vii) Complications from improper medication or improper dosage?....................................................[   ] Yes  [   ] No 
  (viii) Pathological and/or operative report which do not match?............................................................[   ] Yes  [   ] No 

  If yes to any of the above, has it been reported to a prior carrier? ..........................................................[   ] Yes  [   ] No 
If you have NOT reported to a prior carrier, please attach an explanation. 
SUPPLEMENTAL CLAIM INFORMATION is required for each such adverse 
result; have you attached the completed form? .....................................................................................[   ] Yes  [   ] No 

 c. Has any attorney contacted you (e.g., request for medical records) in connection with any patient  
that has NOT been disclosed to us? ......................................................................................................[   ] Yes  [   ] No 
If yes, SUPPLEMENTAL CLAIM INFORMATION is required for each such  
adverse result; have you attached the completed form?.......................................................................[   ] Yes  [   ] No 

 d. Does your current professional liability carrier require reporting of an incident or request for records  
by a patient or attorney? ..........................................................................................................................[   ] Yes  [   ] No 

 e. Has any prior professional liability carrier refused coverage for, or declined to accept your  
report of, a medical incident, threat of claim, adverse result or attorney contact? ..................................[   ] Yes  [   ] No 

  If yes, please attach an explanation. 

I understand information submitted herein becomes a part of my Professional Liability Application and is subject to the same warranty 
and conditions. 

________________________________________________ ____________________________________________ 
Name of Applicant*  Title 

________________________________________________ ____________________________________________ 
Signature of Applicant Date 

*Signing this form does not bind the applicant or the Company or the Underwriting Manager to complete the insurance. 
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