IF PREVIOUSLY COVERED WITH MEDICAL PROTECTIVE ,
REQUESTEDEFFECTIVEDATE [ | | | | [ [ [ [ [ ] 101am PLEASE ENTER THE POLICY NUMBER: [(ITTTTT]

THE MEDICAL PROTECTIVE COMPANY

PHYSICIAN PROFESSIONAL LIABILITY INSURANCE APPLICATION
FOR FASTER SERVICE, PLEASE ENTER YOUR APPLICATION ONLINE AT WWW.MEDPRO.COM

APPLICATION INSTRUCTIONS

A.  IF ADDITIONAL SPACE IS NEEDED, PLEASE COMPLETE SECTION X, SUPPLEMENTAL INFORMATION WITH A REFERENCE TO THE QUESTION.

B. ADDITIONAL DOCUMENTATION MAY BE REQUESTED BY THE COMPANY AS NECESSARY. FOR EXAMPLE: A COPY OF YOUR MOST RECENT PROFESSIONAL
LIABILITY POLICY, INCLUDING ALL ENDORSEMENTS, DECLARATIONS PAGE, ETC.

C.  PLEASE PRINT LEGIBLY. PLEASE ANSWER ALL QUESTIONS; IF A QUESTION IS NOT APPLICABLE, STATE “N/A".

I. GENERAL INFORMATION

a LU I I T T T T T I I I T T I T TT]
LAST NAME
HNEEEENEEREEEEEEEEEREEEEEERENRREEEEREEEN

FIRST NAME (FULL)

LLLLITITTTIT T T CI I LT T T T T TT] [Owae  [Jremae

MIDDLE NAME SUFFIX DATE OF BIRTH MM/DD/YYYY

LLITTITTTTT[] LI TITTTTT]

SOCIAL SECURITY NUMBER (OPTIONAL) NATIONAL PROVIDER IDENTIFIER NUMBER

LILLILITTITITTI) CLLTTTTTT T IT) LI ITTTIT]

BUSINESS PHONE BUSINESS FAX RESIDENCE/CELL PHONE

HENEEEENERNEEEEEENEEEEEEEENRENENREEEREEN

EMAIL ADDRESS

B. IF YOU HAVE A WEB ADDRESS, PLEASE PROVIDE THE WEBSITE ADDRESS (URL):

C. RESIDENCE ADDRESS:

HNEEEEERERNEEEEEEEEEEEEEEENENNEENEEEEENE|NEEREN

NUMBER & STREET APARTMENT #
ICHL{IIII,IIIIHIHIHIH [S;g IZIPICOIDEIIHIIH
HEEENENEEREEEEEEREEREEEEERNRREEEEEERENEN

D. PRACTICE LOCATIONS (PLEASE LIST PRIMARY LOCATION FIRST. COMBINED PERCENTAGE OF PRACTICE FOR ALL LOCATIONS MUST
TOTAL 100% AND CANNOT BE OF EQUAL VALUES.)

1. ED:I [Jorrice [ JHosprTaL [ JOTHER | ]

% OF PRACTICE IF OTHER PLEASE EXPLAIN:
LPRLCFIICEI/H(I)SJHJLJAJEIIIIIHllIIIIIHHIIIIIHJIIIIII
HEEEREEEEEENEERREREREREEEEREEEREEREREEEE
NUMBER & STREET
E_UJMIHII%HLIIIHIHHIHIIHIISIrAlEl IZIJCJDEHIIIIH
HEEEEEEEEEEEEEEEEERREREEENEENENEENERERER N EEREEEE
COUNTY START DATE(MM/YYYY)

2. [Dj [Jorrice [ ]HospITAL DOTHERI . ]
IPRLCTIICEI/HLSJIT}LMJEIlIIIIIIIIHHHHIHIHIIHIII!
LNULBIERLSLREIETIIIIIIHHIIlIllIIIIIIIIIIHHIHH
ISUIHEIHIIICHLIHIIIIHIHIHHHSIW!EI Im]cchEIHIHH
HNEEEEEENEEREEEEEERERREREEEEEENEEEEEERRR NN NN
COUNTY START DATE(MM/YYYY)
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L

3. D::] [ JorFice [“JHosprTAL [ |OTHER l

% OF PRACTICE IF OTHER PLEASE EXPLAIN:
HIEEENREREEEEEEEEEEENEEEEEEENRNREEREEEEE
PRACTICE/HOSPITAL NAME
HEEEEREREEEEEEEEEEEEEEEEERERRREENERENEEN
NUMBER & STREET
LLITTU) CLTTTITITITITITTIT 70T ) ) IO IITTTTIT]
SUITE cIry STATE ZIP CODE
SNEEREREERREEREEEEEEEREEEEEERRERANEEREEE N EERNEEE
COUNTY START DATE(MM/YYYY)
E. DO YOU ADMIT PATIENTS TO ANY OF THE ABOVE HOSPITAL LOCATIONS? DYES DNO
IF NO, PLEASE EXPLAIN YOUR PROTOCOL TO ADMIT PATIENTS TO A HOSPITAL IF THE CIRCUMSTANCE WOULD ARISE.
F.  BILLING AND CORRESPONDENCE ADDRESS
DLOCATION # (FROM QUESTION D ABOVE) D RESIDENCE DOTHER (PLEASE ENTER BELOW)
SIENEEENENEENEEEEEREEERERENEEEEERNREREERRENEEE
NUMBER & STREET SUITE
LILIITTITTTITTIIITTIITTI [ LITITTTTTT]
Iy STATE ZIP CODE

I1. -EDUCATIONAL BACKGROUND

A. MEDICAL SCHOOL

LLLL T LTI T T I T T I T I I I T] [COI]

NAME OF SCHOOL DEGREE
LITITTTTTITTTITTITTTITT0 I comperenrrom: | | [ [ [ [ ] 7 [TTTTTT]
cITY STATE MM YYYY MM YYYy
LI T T I T T T T I T T T T T I T T I I I

COUNTRY

IF A FOREIGN MEDICAL SCHOOL GRADUATE, ARE YOU CERTIFIED BY THE EDUCATIONAL COMMISSION FOR FOREIGN

MEDICAL GRADUATES OR HAVE YOU COMPLETED THE FIFTH PATHWAY PROGRAM? [Jves [Ino
1IF NO, PLEASE EXPLAIN:

B. RESIDENCY: LIST ALL RESIDENCY TRAINING PROGRAMS.
PLEASE ENTER EACH SPECIFIC SPECIALTY.

NN RN EEENEEENENEREEE

NAME OF HOSPITAL/FACILITY/PROGRAM

ichllllJllllllllllllll LLJ LI T TTTTTIIITITTT7TT]

STATE COUNTRY

EENEENEERREREEEEEEEEEEEEERREREERREEEEEN

SPECIALTY TYPE

COMPLETED? | |YES [Jno [ ]sTILL IN TRAINING FROM l I | l l T0 | ‘ [ { ! | l
M M

2 LLII T LI I I T T I T I I T I T I T[]

NAME OF HOSPITAL/FACILITY/PROGRAM

Icnlylllllllllllllllllll 1] LILITTTTTTTTTTITITITTTT]

STATE COUNTRY

HEEEEEENEENEEEEEEEEEEEEENREEREENEEEEREN

SPECIALTY TYPE

coMpLETED? [ |YES [ ]NO [ ]STILLIN TRAINING FROM | ' [] l [] ™ | ‘ [ 1] 1 ]
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II. EDUCATIONAL BACKGROUND (CONTINUED)

C. HAVE YOU PARTICIPATED IN ANY ADDITIONAL TRAINING? (i.e., FELLOWSHIP, etc.) D YES [:I NO

NI EEEEEEEEEEERENEEEENEENEEEEDR

NAME OF HOSPITAL/FACILITY/PROGRAM

HENEEEEEEEEEEEEEEEEER L1 HEREEEEEEEEEEEEEEEEEN
cITY STATE COUNTRY
IS_PELCILLTIYTLN!IIIII||llllllHHIIIHHIIIIHHI|

compLETED? | JYES [ INO [ ] STILL IN TRAINING FROM |M;M| | [WIW[ | 7o |M|M| [ ] YYIYY [

2 [ IIITITTIIITITTTITTI T T II1TITT]

NAME OF HOSPITAL/FACILITY/PROGRAM

Ianlllllllllllllllllll L1 HEEEEEEEENEEEEEEREEE

STATE COUNTRY
HEEEEEEEEREREREREEEEEEEEEEEEEEEEEEEREEN
SPECIALTY TYPE
compieTep? [ |YES  [JNO  []STILLIN TRAINING FROM | [ [ [[ [ [l m [JTTTTT]
MM WYY MM WYY
D. ARE YOU ENTERING PRIVATE PRACTICE FOR THE FIRST TIME? [Jves [Jno
g, IF YOU HAVE PARTICIPATED IN CONTINUING MEDICAL EDUCATION WITHIN THE LAST THREE (3) YEARS, INDICATE THE [TTT]
NUMBER OF CATEGORY 1 CREDIT HOURS.
F. HAVE YOU COMPLETED A RISK MANAGEMENT EDUCATION COURSE WITHIN THE LAST TWELVE (12) MONTHS? [Jves [no

II1. PRACTICE INFORMATION

A. DO YOU PERFORM CONSULTATIONS, RENDER MEDICAL SERVICES, MEDICAL OPINIONS, OR GIVE MEDICAL ADVICE OUTSIDE E:l YES D NO
THE STATE OF YOUR PRIMARY LOCATION, INCLUDING, BUT NOT LIMITED TO, TELEMEDICINE OR INTERNET MEDICINE?

(IF THIS IS COVERED BY ANOTHER PROFESSIONAL LIABILITY INSURANCE POLICY, COMPLETE SECTION IV., QUESTION H.)
IF YES, WHICH STATE(S):

B. STATES IN WHICH YOU HOLD A LICENSE TO PRACTICE MEDICINE: PLEASE CHECK THE APPROPRIATE BOX TO INDICATE THE STATUS OF YOUR LICENSE
(EXCLUDE STATE ABBREVIATION FROM LICENSE NUMBER.) ACTIVE INACTIVE TEMPORARY PENDING

1-5TA1ED] meense# [ [ [T TTTTTTTTT] [ [ [
2-srATE[]j meense# L1 L LI LTI TTTTT L L |
3-STATED:} ucense# (| [ LTI TTITTTTTT] L] [ [
4 smre [ ] weenses [LTTTTTTTTITITT] O u 0

C. DO YOU HAVE PREVIOUS PRACTICE LOCATION(S)? IF YES, LIST ALL LOCATION(S) WITHIN THE PAST 10 YEARS. IF YOUR I:I YES DNO
REQUESTED RETROACTIVE DATE IS GREATER THAN 10 YEARS, PROVIDE LOCATIONS BACK TO THE RETROACTIVE DATE.
PLEASE LIST MOST RECENT LOCATION FIRST.

IR NN EEEEEEEEEEEEEEEEEREEEEEERR

oooa

I:ﬁoﬁmlmflllllllllllllL_M!EI ICOIUNITRlHIIIIHIIIIllIIIHIH
ISPLCIIALTIYH!HHIHIIIIHHIll FROM lMlMIIIWlYYIITO LMLM_I_LLYYITYJ_]
2 INlMEIOFIPRIACInciEIII{IIIIIII!IIIIIIHHIIIIH!IHIIIllllIIH
ICMIIIIIIIIIIIIHIHiSTAlTEI ICOIUNITRlIHIIIHIHlIIIHHIH
ISPIECIIALTIYHJHIIIHIHHIHII| FROM ImlMlHWIWIITO W

D. PLEASE EXPLAIN THE FOLLOWING GAPS IF THEY OCCURRED IN THE LAST 10 YEARS:
1. GAPS GREATER THAN 1 YEAR BETWEEN YOUR MEDICAL SCHOOL, RESIDENCY, OTHER TRAINING OR FIRST TIME IN PRACTICE.

2. GAPS GREATER THAN 6 MONTHS BETWEEN PRACTICE LOCATIONS.

| l

E. TO WHICH MEDICAL SOCIETIES OR ASSOCIATIONS DO YOU BELONG?
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. PRACTICE INFORMATION (CONTINUED)

NOTE: ALL PERCENTAGES REQUESTED BELOW FOR SPECIALTIES, PROCEDURES AND SURGICAL ACTIVITIES ARE OF YOUR TOTAL PRACTICE
**PLEASE ENTER COMPLETE NAME OF SPECIALTY/SUB-SPECIALTY, COMBINED PERCENTAGES MUST EQUAL 100% **

F.  WHAT IS YOUR PRESENT SPECIALTY?

l I ] % OF TOTAL PRACTICE

WHAT IS YOUR SUB-SPECIALTY?

] ' % OF TOTAL PRACTICE

H. AMERICAN BOARD CERTIFIED?

[]yes

1. SPECIALTY BOARD

ARE YOU PERMANENTLY RETIRED FROM THE PRACTICE OF CLINICAL MEDICINE?

[Jno

DATE MOST RECENTLY

2. SPECIALTY BOARD

DATE MOST RECENTLY

IF NOT AMERICAN BOARD CERTIFIED, ARE YOU BOARD ELIGIBLE? [ | YES [ | NO  IF YES, WHEN DO YOU PLAN ON TAKING YOUR BOARDS? [ ]

IF NOT AMERICAN BOARD CERTIFIED, HAVE YOU EVER TAKEN A SPECIALTY BOARD EXAMINATION AND FAILED TO PASS?

IF YES, HOW MANY TIMES?

IF YES, PLEASE EXPLAIN:

[Jyes [Jwo

[ ]
| |

[
[Jes

CERTIFIED (MM/YYYY) | |

| 1]
[ 1]
[ 1]

l
CERTIFIED (MMyvvy) | | |
l

[no

I. INDICATE THE ESTIMATED AVERAGE WEEKLY NUMBERS, UNDER EACH OF THE FOLLOWING CATEGORIES, FOR WHICH YOU REQUIRE MEDICAL PROTECTIVE COVERAGE.

HOURS PER WEEK | | | |

PATIENTS SEEN PER WEEK [[D [ none

J.  PLEASE CHECK ANY OF THE FOLLOWING PROCEDURES YOU WILL PERFORM:

D Abdominoplasty - Tummy Tuck

D Abortions- Elective % of total practice
D Abortions- Therapeutic % of total practice
D Acupuncture - TherapetMal Anesthetic

D Anesthesia General/Spinal/Caudal

D Angiography

[:] Angioplasty

[] Arteriography

D Arthroscopy

D Assisting in major surgery - own patients only

D Assisting in major surgery - own & other than own patients
D Bariatric Surgery - Laparoscopic

D Bariatric Surgery - Non-Laparoscopic

[ Biopsy - Endoscopic
D Blepharopigmentation % of total practice

D Blepharoplasty - Cosmetic % of total practice

D Blepharoplasty - Reconstrucm % of total practice
[ ] Botox % of total practice

D Brachiopl:ty_

[] Breast implants - Cosmetic
D Breast Implants - Reconstruction
[_] Breast Reduction - Cosmetic

D Bronchoscopy

[:] Bronco-esophagology

D Buttock Implants

D Calf Implants

[ ] cataract Surgery

[ ] catheterization - Left Heart

D Catheterization - Right Heart (other than CVP lines)/
Swan Ganz

% of total practice
% of total practice

[} Cheek/Chin/Lip Implants

[ ] Chelation Therapy

D Chemical Peels - Superficial / Medium
D Chemical Peels - Deep
[] Cleft Lip Surgery - Reconstructive
D Cleft Palate Surgery - Reconstructive
[ ] Colonoscopy

D Cryosurgery (Cervical)

D Cryosurgery (non-external lesions)

% of total practice

[Joac
Discectomy
D Open
D Other Than Open
D Electromagnetic Therapy
D Electroconvulsive/Shock Therapy
[:l Embolization
[J erce
[7] Face Lifts
D Face Lifts Mini (done with laser) % of total practice
I:] Gastrointestinal Endoscopy
D Gynecology - Major Surgery
D Hair Transplants - Follicular Unit Transplantations
D Hair Transplants - Other

D HVLA on the cervical spine on patients
younger than 18 years of age

D Intrathecal Pumps
D Kyphoplasty
D Laparoscopic Cholecystectomy
D Laparoscopy
D Laser Surgery
D Laser Therapy (Endoscopic)
D Laser Therapy (Non-Endoscopic)
E] Lipoinjection
Liposuction
I:] Other Than Tumescent Technique
[:I Tumescent Technique Only_~____°/o of total practice
[] vithotripsy
D Lymphangiography
D Mammograms
D Myelography
Nerve Blocks
Facet
] Lumbar Epidural Steroid
Myofascial
Occipital
Paraspinal/Paravertebral
Peripheral
Sciatic
| | Triggerpoint Injection
I:] Oxidation Therapy

% of total practice

UNSCHEDULED WALK IN PATIENTS PER Week [ [ ] [CIvone

D Pacemakers - Epicardial

D Pacemakers - Endocardial

[ ] pacemakers - Temporary

D Peritoneoscopy

D Phlebography

D Pneumoencephalography

D Polypectomy

Prenatal /Gynecological Practice
[ ] prenatal Practice - 1st & 2nd Trimester
D Prenatal Practice - to term, no delivery
D Prenatal Practice - to term, and delivery
D Normal Deliveries - total per year
[ ] cesarean Deliveries - total per year_—

[] prolotherapy T

[ ] Radial/Laser Keratotomy

D Radiation/X-Ray Therapy

D Rectal Ozone Therapy

D Rhinoplasty % of total practice

] Sigmoidoscapy - 60 cm o less

D Sigmoidoscopy - Greater than 60 ¢cm

[] silicone Injections

Skin Flaps/Grafts
[ ] Cosmetic
[] Reconstruction

D Spinal Cord Stimulators

[] mhigh Lift

D Tubal Ligations

[:] Upper GI Endoscopy

I:] Vasectomies - own patients

% of total practice

% of total practice

% of total practice

Vasectomies - own & other than your own
patients

[ ] weight Control Medication
% of total practice
[] Other Medical Techniques
List Procedures {do not restate your specialty)
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III. PRACTICE INFORMATION (CONTINUED)

K. PLEASE INDICATE THE PERCENTAGE OF YOUR TOTAL PRACTICE PERFORMING THE FOLLOWING SURGICAL ACTIVITIES:

[T T ]9 caroac [T T ] % ormHopepic (incLubin Back) [ T T ] Horacic

[T T ] evnecoroey [T T ] o ormHopeDIC (NOT INCLUDING BACK) [T T ]o%Traumaric

[ T T J%mHano [ T T ] % oroLarvncoLocy [T T J% urorosy

[ T T ] neurosurcery [T T ] % prastic (cosMETIC ENHANCEMENT ONLY) [T T o vascuiar
[D:l % OBSTETRICS [T T ] % prastic (ReconsTrucTION onLY) [ T T ] otHer (oescrasg)
[T T ] oprmatmoLosy

L. IN THE LAST TEN (10) YEARS,

1. HAVE YOU DISCONTINUED MAJOR SURGICAL PROCEDURES, PERFORMANCE OF OBSTETRICS, OR ANY OTHER MEDICAL ACTIVITY? D YES D NO
IF YES, LIST PROCEDURES/ACTIVITIES, REASON FOR DISCONTINUING, AND DATE DISCONTINUED. DATE (MM/YYYY)
2. HAVE YOU PERFORMED WEIGHT CONTROL SURGERY OR PRESCRIBED WEIGHT CONTROL MEDICATION? D YES D NO

a. IF YES, WHAT PERCENTAGE OF YOUR PRACTICE (% OF PATIENT CARE) WAS DEVOTED TO PRESCRIBING ANORECTIC DRUGS?
[J<1% []1%-10% []11%-50% [ ]>50% [ |NEVER PRESCRIBED WEIGHT CONTROL MEDICATION

b. IF YES, WHAT PERCENTAGE OF YOUR PRACTICE (% OF PATIENT CARE) WAS DEVOTED TO PERFORMING WEIGHT CONTROL SURGERY?

[J<1% [J1%-10% [ ]11%-50% [ ]>50% [ ]NEVER PERFORMED WEIGHT CONTROL SURGERY
M. DO YOU HAVE OWNERSHIP OR FINANCIAL INTERESTS IN A WEIGHT CONTROL CLINIC? [Jyes [Ino

IF YES, WHAT IS THE NAME OF THE WEIGHT CONTROL CLINIC WITH WHICH YOU ARE AFFILIATED?

N. DO YOU WORK IN AN EMERGENCY ROOM ON A SCHEDULED BASIS? (IF YES, ANSWER 1 AND 2 BELOW.) D YES D NO

1. INDICATE AVERAGE NUMBER OF HOURS PER MONTH DEVOTED TO IN-HOSPITAL EMERGENCY ROOM CARE. (DO NOT INCLUDE ON-CALL HOURS.) [Dj HRS

2. ON AVERAGE HOW MANY OF THE ABOVE HOURS ARE YOU WORKING IN ORDER TO FULFILL STAFF PRIVILEGE REQUIREMENTS? [[:D HRS|
(IF YOU HAVE EMERGENCY ROOM ACTIVITIES WHICH ARE COVERED BY ANOTHER PROFESSIONAL LIABILITY INSURANCE POLICY, PLEASE COMPLETE SECTION 1V, QUESTION H.)

O. PLEASE USE THE SPACE BELOW FOR ANY COMMENTS YOU FEEL WILL HELP THE MEDICAL PROTECTIVE COMPANY BETTER UNDERSTAND ANY
SPECIAL CIRCUMSTANCES CONCERNING YOUR PRACTICE.

IV. ADDITIONAL:PROFESSIONAL INFORMATION

PLEASE FULLY EXPLAIN ANY "YES" ANSWER IN SECTION X. SUPPLEMENTAL INFORMATION WITH A REFERENCE TO THE QUESTION.
(FOR QUESTIONS A THROUGH G, PLEASE COMPLETE SECTION IV., QUESTION H, IF YOU ARE COVERED BY OTHER INSURANCE FOR THESE ACTIVITIES.)

A.
INDICATE THE AVERAGE HOURS PER WEEK DEVOTED TO TREATING OR REVIEWING TREATMENT OF FEDERAL PRISON D:D HRS D NONE

INMATES.
B. INDICATE THE AVERAGE HOURS PER WEEK DEVOTED TO TREATING NON-FEDERAL PRISON INMATES. D:D HRS ] NoNE
C. g;ﬂgg: T'I;H:Tﬁlgig:mcz OF YOUR PRACTICE DEVOTED TO BEING A TEAM PHYSICIAN FOR ANY PROFESSIONAL OR E[D %  [Jwone
D. INDICATE THE PERCENTAGE OF YOUR PRACTICE DEVOTED TO WORKING IN A NURSING HOME FACILITY. []jj %  []nonE
E. DO YOU PARTICIPATE IN PHARMACEUTICAL TESTING PROGRAMS/CLINICAL INVESTIGATION STUDIES THAT ARE NOT [Jyes [Ino
FDA APPROVED?

IF YES, INCLUDE A COPY OF THE INDEMNIFICATION AGREEMENT PROVIDED BY THE PHARMACEUTICAL COMPANY.
F. DO YOU PRACTICE AS A MEDICAL DIRECTOR? [Jyes [Ino

TYPE AND NAME OF FACILITY:

IF YES, WHAT PERCENTAGE OF YOUR PRACTICE IS DEVOTED TO THIS ACTIVITY? Dj] %

BRIEFLY DESCRIBE YOUR RESPONSIBILITIES:
G. DO YOU DEVISE OR REVIEW PLANT/EMPLOYER SAFETY STANDARDS? [Jyes [Jno

WHAT PRODUCTS ARE MANUFACTURED BY THE COMPANY?

COMPANY NAME:

LOCATION:
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IV. ADDITIONAL PROFESSIONAL INFORMATION (CONTINUED)

H. WILL YOU BE PERFORMING ACTIVITIES WHICH WILL BE COVERED BY ANOTHER PROFESSIONAL LIABILITY POLICY? CJyes [Ino
IF YES, ARE YOU A(N): [ JempLoveE [ ]INDEPENDENT CONTRACTOR [ | RESIDENT/FELLOW [ _|FACULTY
PRACTICE NAME: | [
LOCATION: I I
NAME OF INSURER:

1. HAVE YOU EVER BEEN INDICTED FOR, CHARGED WITH, OR CONVICTED OF, ANY ACT COMMITTED IN VIOLATION OF ANY D YES I:l NO
LAW OR ORDINANCE OTHER THAN TRAFFIC OFFENSES OR HAD YOUR HOSPITAL PRIVILEGES, DEA LICENSE, MEDICAL
LICENSE OR REIMBURSEMENT PRIVILEGES REFUSED, DENIED, REVOKED, SUSPENDED, RESTRICTED, SUBJECT TO A
REPRIMAND, PLACED ON PROBATION OR VOLUNTARILY SURRENDERED?

IF YES, PLEASE INDICATE THE DATE(S) ANp ExpLav: Date | | [ [T ] ]

MM YYYY
K. HAVE YOU EVER BEEN ACCUSED OF SEXUAL MISCONDUCT OF ANY KIND? D YES I:J NO
IF YES, PLEASE INDICATE THE DATE(S) AND EXPLAIN:  DATE | | | ! I l [ }
MM YYYY

L. HAVE YOU INCURRED OR BECOME AWARE OF HAVING A CONDITION THAT IMPAIRS YOUR ABILITY TO PRACTICE YOUR
MEDICAL SPECIALTY? ( i.e. CONVULSIVE DISORDERS, MENTAL ILLNESS, MULTIPLE SCLEROSIS, ADDICTION OF ALCOHOL, NARCOTICS OR |:| YES D NO
OTHER CONTROLLED SUBSTANCES, etc.)

IF YES, STATE CONDITION(S) AND DATE(S) AND IDENTIFY YOUR TREATING PHYSICIAN(S) IN THE SPACE PROVIDED BELOW. IN THE EVENT OF ANY SUCH
IMPAIRMENT, A STATEMENT FROM YOUR PHYSICIAN ATTESTING TO YOUR FITNESS TO PRACTICE YOUR SPECIALTY MUST ACCOMPANY THIS
APPLICATION.

TYPE(S) OF ILLNESS:

DATE(S) OF TREATMENT(S): rom: | | [ [ []]] v [JTTTTT1 [ ] CURRENTLY IN TREATMENT

NAME OF TREATING PHYSICIAN(S): |

ADDRESS(ES):

V. 1LOSS INFORMATION (IMPORTANT! PLEASE COMPLETE FULLY)

PLEASE COMPLETE THE LOSS INFORMATION SUPPLEMENT FOR EACH WRITTEN REQUEST, INCIDENT, CLAIM OR SUIT (A, B OR C) BELOW THAT HAS NOT BEEN
COVERED BY A MEDICAL PROTECTIVE POLICY.

REPORT PROFESSIONAL LIABILITY AND MALPRACTICE RELATED MATTERS INCLUDING, BUT NOT LIMITED TO, BOARD COMPLAINTS, ETC.

FOR QUESTIONS B AND C BELOW, REPORT ALL MATTERS 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. ARE YOU NOW, OR HAVE YOU EVER BEEN INVOLVED, IN A CLAIM OR SUIT ARISING OUT OF THE RENDERING OR FAILURE TO RENDER
PROFESSIONAL SERVICES?

IF YES , HOW MANY? (111 [Inone

B. ARE YOU AWARE OF ANY COMPLICATION, INCIDENT OR ADVERSE OUTCOME RESULTING IN INJURY OR DEATH THAT MIGHT REASONABLY RESULT
IN A CLAIM OR SUIT AGAINST YOU? THIS INCLUDES, BUT IS NOT LIMITED TO, THE FOLLOWING:

- AMPUTATION - LOSS OF MAJOR ORGAN FUNCTION - PERMANENT NEUROLOGICAL INJURY
- DEATH - LOSS OF VISION

IF YES , HOW MANY? [TT] [Jnone

C. IN THE LAST 12 MONTHS, HAVE YOU OR ANYONE FROM YOUR PRACTICE RECEIVED A WRITTEN REQUEST FROM AN ATTORNEY FOR TREATMENT
RECORDS CONCERNING ANY OF YOUR CURRENT OR FORMER PATIENTS THAT MIGHT REASONABLY RESULT IN A CLAIM OR SUIT AGAINST YOU?

IF YES, HOW MANY? [TT] [Jwone
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VI. PRACTICE ORGANIZATION INFORMATION

PLEASE PROVIDE THE NUMBER OF PRACTICE ORGANIZATIONS OF WHICH YOU ARE AN EMPLOYEE, SHAREHOLDER/PARTNER OR INDEPENDENT ED
CONTRACTOR:

PLEASE PROVIDE DETAILS BELOW FOR YOUR PRIMARY PRACTICE ORGANIZATION. IF YOU INDICATED MORE THAN ONE ORGANIZATION ABOVE, PLEASE COMPLETE A
PRACTICE ORGANIZATION SUPPLEMENT FOR EACH ONE.

A. TYPE OF LEGAL ENTITY: (CHECK ONLY ONE BOX)

[] SOLO UNINCORPORATED/SOLE PROPRIETOR [] SOLO INCORPORATED
(] MULTI-SHAREHOLDER CORPORATION, PARTNERSHIP, LIMITED LIABILITY COMPANY [ | OTHER

PLEASE EXPLAIN

B. EMPLOYMENT STATUS:
[ ]EMPLOYEE [ ] SHAREHOLDER/PARTNER [ | INDEPENDENT CONTRACTOR []omer DATE JOINED (TT]
MM

)Dl | YYYY
C. TYPE OF ORGANIZATION:
[] STANDARD MEDICAL PRACTICE
[ ] HosprTaL
[ ] STATE LICENSED MEDICAL SURGERY CENTER
[] FOR USE BY OTHER PHYSICIANS
[ ] YOUR PATIENTS ONLY
[JOTHER  PLEASE EXPLAIN:

D. ENTITY NAME: (AS STATED IN THE ARTICLES OF INCORPORATION AND ALL FORMAL ENTITY/CLINIC NAMES.)

HNEEEEEN NN EERENEEEEEEEEEEREEEENEEEEEED
E. IF THE ABOVE ENTITY DOES BUSINESS UNDER ANY OTHER NAME, PLEASE LIST ALL ADDITIONAL ENTITY/CLINIC NAMES (E.G. DBA, FICTITIOUS NAME, ETC.)

HENEEEEEE NN NN EEEEEEEENEEEEEEEEEEEEEEEEEEEEER

F. IS THIS ENTITY OR EMPLOYER CURRENTLY INSURED WITH THE MEDICAL PROTECTIVE COMPANY? D YES D NO
IF YES, PLEASE PROVIDE THE MEDICAL PROTECTIVE COMPANY CORPORATION OR PARTNERSHIP POLICY OR GROUP NUMBER, IF KNOWN.

roucrss [TTTTT]  eeowss [TTTTTT] sumerovess [TTTTTT]

G. DO YOU DESIRE COVERAGE FOR THIS ENTITY? [Jyes [Ino
IF YES, PLEASE SELECT THE TYPE OF ENTITY COVERAGE DESIRED:
[] SHARED POLICY LIMITS [ ] SEPARATE POLICY LIMITS

(TO REQUEST SEPARATE LIMIT ENTITY COVERAGE, PLEASE CONTACT YOUR AGENT OR MEDICAL PROTECTIVE SERVICE REPRESENTATIVE TO COMPLETE AN
APPLICATION FOR CONSIDERATION.)

H. IF THE PURPOSE OF THE ENTITY NOTED ABOVE IS OTHER THAN A MEDICAL OFFICE PRACTICE, PLEASE EXPLAIN:

I. INDICATE THE NUMBER OF EACH OF THE FOLLOWING WHO PROVIDE SERVICES IN YOUR OFFICE (PLEASE EXCLUDE YOURSELF):

PHYSICIANS [T1] NURSE MIDWIVES LT 1] PHYSICIAN ASSISTANTS LIT]
DENTISTS [T NURSE MIDWIFE ASSISTANTS | | | | PHYSICIAN SURGICAL ASSISTANTS | | | |
AESTHETICIANS LT T NURSE PRACTITIONERS (111 PODIATRISTS (111
cASE MANAGERS || | | NURSE SURGICAL ASSISTANTS || | | PSYCHOLOGISTS [T1]
CRNAs/ RNAs [T1] OCCUPATIONAL THERAPISTS (111 RESPIRATORY THERAPISTS [TT1]
CHIROPRACTORS || | | PERFUSIONISTS (111

J. DO YOU OR ANY MEMBER OF YOUR GROUP CURRENTLY SUPERVISE ANY OF THE SPECIALISTS LISTED ABOVE WITH [Jyes [Ino
WHOM YOU DO NOT EITHER EMPLOY OR CONTRACT FOR SERVICES?
IF NO, DO YOU PLAN TO DO SO WITHIN 12 MONTHS OF YOUR REQUESTED EFFECTIVE DATE? [:] YES DNO

IF YES, PLEASE PROVIDE AN EXPLANATION:
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VII. COVERAGE INFORMATION

NOTES:

1. CLAIMS-MADE COVERAGE IS GENERALLY LIMITED TO LIABILITY FOR INJURIES FOR WHICH CLAIMS ARE FIRST MADE DURING THE POLICY PERIOD,
FOR SERVICES RENDERED BETWEEN THE RETROACTIVE DATE AND EXPIRATION DATE OF THE POLICY.

2. REQUESTED LIMITS AND/OR POLICY TYPES MAY NOT BE AVAILABLE IN ALL STATES.

A. COVERAGE DESIRED:

[ ] CLAIMS-MADE COVERAGE WITHOUT PRIOR ACTS COVERAGE [ ] OCCURRENCE COVERAGE
[ ] CLAIMS-MADE COVERAGE WITH PRIOR ACTS COVERAGE [ ] OCCURRENCE COVERAGE WITH PRIOR ACTS COVERAGE
B. REQUESTED COVERAGE PERIOD (12:01 AM): FROM:I I I I [ | I l I l ITO: | [ I l I I I I l ] l
ANNUAL POLICY TERMS WILL BEGIN AND END ON THE SAME MONTH AND DAY. MM/DD/YYYY MM/DD/YYYY
C. THE RETROACTIVE DATE SHOWN ON YOUR CURRENT CLAIMS-MADE POLICY IS: (TTTTTTTT ] oram
(THIS DATE IS REQUIRED FOR OCCURRENCE WITH PRIOR ACTS OR CLAIMS-MADE WITH PRIOR ACTS.) MM/DD/YYYY
D. DESIRED LIMITS: PER OCCURRENCE/PER CLAIM FILED ANNUAL AGGREGATE
E. YOUR CURRENT KANSAS HEALTHCARE STABILIZATION FUND ("HCSF") DATE IF DIFFERENT THAN THE RETROACTIVE DATE STATED IN QUESTION C
ABOVE.
LIT LTI | azoram
MM/DD/YYYY
F. ARE YOU AWARE OF ANY GAPS IN YOUR FUND COVERAGE? [Jves []no
IF YES, PLEASE PROVIDE EXACT DATES AND AN EXPLANATION: FROM:| [ | | | ! | | ] ] |To: ; | | | | | ) | | [ |
MM/DD/YYYY MM/DD/YYYY
G.
1. [loccurrence T T T T T T[T [ e [T [ [TTTT11]
CURRENT INSURER: []ctams-maDE MM/DD/YYYY MM/DD/YYYY
2 [Joccurrence T T T T T T T[T [T [ [[[[[[[]
PREVIOUS INSURER: [ ]cams-mape MM/DD/YYYY MM/DD/YYYY
3. [Joccurrence T T T T T T T[] [ [[[[][]]
PREVIOUS INSURER: [ ]clams-mape MM/DD/YYYY MM/DD/YYYY
H.

I. IF "OCCURRENCE" OR "CLAIMS-MADE COVERAGE WITHOUT PRIOR ACTS COVERAGE" WAS SELECTED AS THE DESIRED COVERAGE AND THE MOST
RECENT PRIOR COVERAGE WAS ISSUED ON A CLAIMS-MADE BASIS, PLEASE COMPLETE ONE OF THE FOLLOWING:

D AN EXTENDED REPORTING ENDORSEMENT (TAIL COVERAGE) HAS BEEN OR WILL BE PURCHASED.
D AN EXTENDED REPORTING ENDORSEMENT HAS NOT AND WILL NOT BE PURCHASED.

I WILL NOT PURCHASE TAIL COVERAGE (REPORTING ENDORSEMENT) FROM MY CURRENT INSURER WHERE I AM INSURED UNDER A CLAIMS-
MADE POLICY. I REALIZE THAT MY FAILURE TO PURCHASE SUCH COVERAGE FROM MY CURRENT INSURER WILL RESULT IN AN UNINSURED
EXPOSURE FOR ANY CLAIMS WHICH MAY ARISE AS A RESULT OF PROFESSIONAL SERVICES RENDERED WHILE INSURED BY MY CURRENT
INSURER'S POLICY. I UNDERSTAND THAT THE POLICY FOR WHICH I AM APPLYING WITH THE MEDICAL PROTECTIVE COMPANY, IF OFFERED,
WILL NOT PROVIDE PRIOR ACTS COVERAGE.

INITIAL HERE
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VIII. ASSIGNMENT OF RIGHT TO CANCEL COVERAGE

WOULD YOU LIKE TO ASSIGN AN EMPLOYER OR A NAMED THIRD PARTY THE RIGHT TO CANCEL YOUR COVERAGE AND RECEIVE D YES D NO
ANY PREMIUM REFUNDS?

IF YES, PLEASE COMPLETE THE FOLLOWING STATEMENT:

BY INITIALING, I ASSIGN TO THE FOLLOWING EMPLOYER OR NAMED THIRD PARTY (INCLUDE NAME AND ADDRESS), BOTH THE RIGHT TO
CANCEL MY POLICY AND TO RECEIVE ANY UNEARNED PREMIUM. HOWEVER, I DO REQUEST THAT COPIES OF ALL CORRESPONDENCE, FORMAL
NOTICES, ETC., BE SENT TO ME AT THE LAST ADDRESS OF RECORD. THIS ASSIGNMENT MAY BE REVOKED BY ME AT ANY FUTURE TIME BY
FAXING A WRITTEN NOTICE TO 1-800-398-6726 OR SENDING WRITTEN NOTICE TO THE MEDICAL PROTECTIVE COMPANY, P.O. BOX 15021,
FORT WAYNE, INDIANA 46885-5021.

NAME: |

steeer: | | s [ ]

CITY: l I

I INITIAL HERE

STATE: ED 21P CODE: | | pHoNENUMBER: | |

PLEASE NOTE: YOUR RIGHT TO CANCEL AND RECEIVE A PREMIUM REFUND WILL AUTOMATICALLY BE ASSIGNED TO A THIRD PARTY FINANCE COMPANY
IF IT PAYS YOUR PREMIUM ON YOUR BEHALF.

IX.'NOTICES AND AGREEMENTS

ANY PERSON WHO KNOWINGLY FILES AN APPLICATION FOR INSURANCE OR A STATEMENT OF A 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 ALSO PUNISHABLE BY CRIMINAL AND/OR CIVIL PENALTIES IN CERTAIN JURISDICTIONS.

I HEREBY DECLARE THAT THE ABOVE STATEMENTS AND PARTICULARS, OR ANY STATEMENTS AND PARTICULARS MADE IN ANY AND ALL DOCUMENTS, APPLICATIONS,
SUPPLEMENTAL PAGES OR OTHER ATTACHMENTS (HEREINAFTER "ATTACHMENTS") FOR THE PURPOSES OF MY INITIAL OR RENEWAL APPLICATION, ARE TRUE AND
THAT I HAVE NOT KNOWINGLY SUPPRESSED OR MISSTATED ANY MATERIAL FACTS AND I AGREE THAT THIS APPLICATION, AND ANY ATTACHMENTS, SHALL BE THE BASIS
OF THE CONTRACT WITH THE MEDICAL PROTECTIVE COMPANY (THE "COMPANY"). I AGREE TO NOTIFY THE COMPANY IF THERE ARE ANY FUTURE MATERIAL CHANGES IN
ANY ANSWER TO THIS APPLICATION, OR ITS ATTACHMENTS, INCLUDING WITHOUT LIMITATION, ANY CHANGE IN MY PROFESSIONAL SPECIALTY, AFFILIATION OR
WORKING ARRANGEMENT WITH ANY OTHER DENTIST, PHYSICIAN, FIRM OR PROFESSIONAL ASSOCIATION.

I UNDERSTAND THAT ANY MATERIAL MISREPRESENTATION OR OMISSION MADE BY ME ON THIS APPLICATION MAY ACT TO RENDER ANY CONTRACT OF INSURANCE NULL
AND VOID AND WITHOUT EFFECT OR PROVIDE THE COMPANY THE RIGHT TO RESCIND IT. BY MAKING THIS APPLICATION, I AM NOT RELYING UPON ANY ORAL OR
WRITTEN REPRESENTATION THAT COVERAGE HAS OR WILL BE EXTENDED TO ME OR THAT A POLICY OF INSURANCE WILL BE ISSUED.

I UNDERSTAND AND AGREE THAT MY CREDIT REPORT AND/OR MY CREDIT SCORE MAY BE OBTAINED, REVIEWED OR USED IN CONNECTION WITH MY SUBMISSION OF THIS
APPLICATION. I FURTHER UNDERSTAND AND AGREE THAT MY CREDIT INFORMATION MAY BE USED TO DEVELOP A CREDIT-BASED INSURANCE SCORE, AND MAY ALSO BE
PROVIDED TO A THIRD PARTY FOR THE PURPOSE OF EVALUATING MY APPLICATION OR TO ASSIST IN THE DEVELOPMENT OF A CREDIT-BASED INSURANCE SCORE.

I FURTHER UNDERSTAND AND AGREE THAT I HAVE NO RIGHT TO DEMAND OR EXPECT COVERAGE UNTIL THE COMPANY HAS: (1) RECEIVED MY COMPLETED APPLICATION;
(2) OFFERED ME A PREMIUM QUOTE; AND (3) RECEIVED, AS A PRECONDITION TO COVERAGE, THE TOTAL PREMIUM DUE OR, IF THE COMPANY HAS AGREED TO FINANCE
THE PREMIUM, THE FIRST INSTALLMENT DUE. IN ADDITION, I UNDERSTAND THAT IF I PAY MY PREMIUM OR FIRST INSTALLMENT BY CHECK, ELECTRONIC TRANSFER OR
MONEY ORDER, IT SHALL NOT BE CONSIDERED AS "RECEIVED" BY THE COMPANY UNTIL IT HAS BEEN HONORED BY THE BANK.

1 AGREE THAT IF I FAIL TO COMPLY WITH THESE TERMS I WILL HAVE NO COVERAGE FOR ANY CLAIM UNDER ANY POLICY OF INSURANCE FOR WHICH I AM APPLYING.

1 ALSO UNDERSTAND THAT THE COMPANY MAY WISH TO CONTACT PERSONS, HOSPITALS, SCHOOLS, EMPLOYERS, INSURANCE AGENTS, PROFESSIONAL LIABILITY
INSURERS OR OTHER ENTITIES TO VERIFY AND/OR ASCERTAIN INFORMATION REGARDING MY CREDENTIALS AND BACKGROUND BOTH PRIOR TO AND IF ISSUED, AFTER
THE ISSUANCE OF A CONTRACT OF INSURANCE. THEREFORE, I HEREBY INSTRUCT ANY SUCH PERSON, HOSPITAL, SCHOOL, EMPLOYER, INSURANCE AGENT, PROFESSIONAL
LIABILITY INSURER OR OTHER ENTITY TO RELEASE TO THE COMPANY ANY INFORMATION REGARDING ME, WHICH THE COMPANY, IN GOOD FAITH, BELIEVES TO BE
APPLICABLE AND PERTINENT TO THIS APPLICATION AND IF ISSUED, THE CONTRACT OF INSURANCE ISSUED HEREUNDER.

APPLICANT'S SIGNATURE DATE SIGNED: | [ ! l I 1 [ l ] ‘ l
MM/DD/YYYY

PRINT NAME

IF APPLICATION IS BEING SIGNED BY THE APPLICANT'S AGENT: BY MY SIGNATURE, I HEREBY REPRESENT THAT THE APPLICANT HAS GRANTED ME FULL
AUTHORITY TO EXECUTE THIS APPLICATION ON HIS OR HER BEHALF, I ALSO REPRESENT THAT I HAVE REVIEWED THE RESPONSES CONTAINED IN THIS APPLICATION
WITH THE APPLICANT, AND WE ARE IN AGREEMENT THEY ARE FULL AND COMPLETE TO THE BEST OF OUR COMBINED KNOWLEDGE AND BELIEF. IN ADDITION, I
REPRESENT THAT I HAVE DISCUSSED THE REPRESENTATIONS PROVIDED THROUGHOUT THIS APPLICATION WITH THE APPLICANT AND THAT APPLICANT UNDERSTANDS
AND AGREES THAT SUCH REPRESENTATIONS ARE BINDING UPON HIM OR HER, EVEN THOUGH I AM EXECUTING THIS APPLICATION ON THE APPLICANT'S BEHALF. I
FURTHER ACKNOWLEDGE THAT ANY MATERIAL MISREPRESENTATION OR OMISSION MADE ON THIS APPLICATION MAY FORM THE BASIS FOR THE COMPANY TO
TERMINATE MY AGENCY AGREEMENT WITH CAUSE.

DATE SIGNED: HEREERREEE
MM/DD/YYYY

AGENT'S SIGNATURE

PRINT NAME
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X. SUPPLEMENTAL INFORMATION
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LOSS INFORMATION SUPPLEMENT

PLEASE MAKE COPIES IF ADDITIONAL FORMS ARE NEEDED.

APPLICANT’'S NAME:

NOTE: ADDITIONAL DOCUMENTATION MAY BE REQUESTED AT THE MEDICAL PROTECTIVE COMPANY'S DISCRETION.

A. IS THE MATTER RELATED TO: [a [Os e FROM THE LOSS INFORMATION SECTION? (CHECK ONLY ONE)

A. CURRENT OR PRIOR CLAIM.
B. COMPLICATION, INCIDENT, OR ADVERSE OUTCOME.
C. WRITTEN REQUEST FOR RECORDS.

B.  PATIENT/CLAIMANT INFORMATION

HEEEEEEENENEEEEEEEEE NN EEEEE NN L]

LAST NAME FIRST NAME AGE

C. DATE OF TREATMENT AND/OR SURGERY WHICH LED, OR COULD LEAD, TO ALLEGATIONS AGAINST YOU. ] | | [ ) | | |

MM YYYY
D. DATE OF NOTICE RECEIVED, IF APPLICABLE. | | } [ ‘ | [ [
MM YYYY
E.  HAS THIS MATTER BEEN REPORTED TO YOUR CURRENT OR FORMER INSURER? [Jves []no
IF YES, DATE REPORTED TO YOUR CURRENT OR FORMER INSURER: CTT LT
MM YYYY

CURRENT OR FORMER INSURER NAME:

IF NO, PLEASE EXPLAIN:

F.  NAME OF ALL OTHER DOCTOR(S), HOSPITAL(S), OR HEALTH CARE PROVIDER(S), IF ANY, INVOLVED.

G.  CURRENT STATUS: [Joren [Jaosep

IF OPEN, INDICATE DOLLAR VALUE ESTABLISHED BY INSURER: ‘

IF CLOSED:

1. DATE OF CLOSING: CTTLHLTT

2. WAS A PAYMENT MADE? [Jyes [Jno

A. IF YES, DID YOU CONSENT TO THE SETTLEMENT? [Jyes [Ino

B. TOTAL AMOUNT OF SETTLEMENT OR AWARD: ‘::
C. TOTAL AMOUNT OF SETTLEMENT OR AWARD PAID ON YOUR BEHALF: {:I

H. NATURE OF ALLEGATIONS OR POTENTIAL ALLEGATIONS:
CONDITION TREATED:

TREATMENT PROVIDED:

ALLEGED NEGLIGENCE:

ALLEGED INJURY:

I.  PLEASE PROVIDE A NARRATIVE DESCRIPTION OF ALL RELEVANT FACTS, INCLUDING, BUT NOT LIMITED TO, YOUR INVOLVEMENT IN THE
TREATMENT AND/OR SURGERY:
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LOSS INFORMATION SUPPLEMENT

APPLICANT’S NAME:

NOTE: ADDITIONAL DOCUMENTATION MAY BE REQUESTED AT THE MEDICAL PROTECTIVE COMPANY'S DISCRETION.

A. IS THE MATTER RELATED TO: [1a s [Je FROM THE LOSS INFORMATION SECTION? (CHECK ONLY ONE)

A. CURRENT OR PRIOR CLAIM.
B. COMPLICATION, INCIDENT, OR ADVERSE OUTCOME.
C. WRITTEN REQUEST FOR RECORDS.

B. PATIENT/CLAIMANT INFORMATION

CLOTTTTTTTITTITITIT Ty LTI TPyl LLT]

LAST NAME FIRST NAME AGE

C. DATE OF TREATMENT AND/OR SURGERY WHICH LED, OR COULD LEAD, TO ALLEGATIONS AGAINST YOU. [ ] ; ; | [ ! |
MM YYYY

D. DATE OF NOTICE RECEIVED, IF APPLICABLE. | | | | } [ 1]

MM YYYY
E. HAS THIS MATTER BEEN REPORTED TO YOUR CURRENT OR FORMER INSURER? [Jves [no
IF YES, DATE REPORTED TO YOUR CURRENT OR FORMER INSURER: BEEEEEE

MM YYYY
CURRENT OR FORMER INSURER NAME:

IF NO, PLEASE EXPLAIN:

F.  NAME OF ALL OTHER DOCTOR(S), HOSPITAL(S), OR HEALTH CARE PROVIDER(S), IF ANY, INVOLVED.

G.  CURRENT STATUS: [ open [] cLosep

IF OPEN, INDICATE DOLLAR VALUE ESTABLISHED BY INSURER: ‘

IF CLOSED:

1. DATE OF CLOSING: LT T T LT

2. WAS A PAYMENT MADE? [CJyes [Ino

A. IF YES, DID YOU CONSENT TO THE SETTLEMENT? [Jyes [Ino

B. TOTAL AMOUNT OF SETTLEMENT OR AWARD: l——_————___]
C. TOTAL AMOUNT OF SETTLEMENT OR AWARD PAID ON YOUR BEHALF: l:j

H. NATURE OF ALLEGATIONS OR POTENTIAL ALLEGATIONS:
CONDITION TREATED:

TREATMENT PROVIDED:

ALLEGED NEGLIGENCE:

ALLEGED INJURY:

I.  PLEASE PROVIDE A NARRATIVE DESCRIPTION OF ALL RELEVANT FACTS, INCLUDING, BUT NOT LIMITED TO, YOUR INVOLVEMENT IN THE
TREATMENT AND/OR SURGERY:
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LOSS INFORMATION SUPPLEMENT

APPLICANT’S NAME:

NOTE: ADDITIONAL DOCUMENTATION MAY BE REQUESTED AT THE MEDICAL PROTECTIVE COMPANY'S DISCRETION.

A. IS THE MATTER RELATED TO: []a []e e FROM THE LOSS INFORMATION SECTION? (CHECK ONLY ONE)

A. CURRENT OR PRIOR CLAIM.
B. COMPLICATION, INCIDENT, OR ADVERSE OUTCOME.
C. WRITTEN REQUEST FOR RECORDS.

B. PATIENT/CLAIMANT INFORMATION

HNEEREEEEEEEEEEEEEEE IR EEEEEEEEEEEEEn CLI]

LAST NAME FIRST NAME AGE

C. DATE OF TREATMENT AND/OR SURGERY WHICH LED, OR COULD LEAD, TO ALLEGATIONS AGAINST YOU. HEERE | ]

MM YYYY
D. DATE OF NOTICE RECEIVED, IF APPLICABLE. [ | | [ | | | |
MM YYyy
E. HAS THIS MATTER BEEN REPORTED TO YOUR CURRENT OR FORMER INSURER? [Jves [Ino
IF YES, DATE REPORTED TO YOUR CURRENT OR FORMER INSURER: LT T T TT
MM YYYY

CURRENT OR FORMER INSURER NAME:

IF NO, PLEASE EXPLAIN:

F.  NAME OF ALL OTHER DOCTOR(S), HOSPITAL(S), OR HEALTH CARE PROVIDER(S), IF ANY, INVOLVED,

G.  CURRENT STATUS: [Jopen [ ] cLosep

IF OPEN, INDICATE DOLLAR VALUE ESTABLISHED BY INSURER: ‘

IF CLOSED:

1. DATE OF CLOSING: I 1 i l l l l |

2. WAS A PAYMENT MADE? [[Jyes [Ino

A. TF YES, DID YOU CONSENT TO THE SETTLEMENT? [Jyes [Ino

B. TOTAL AMOUNT OF SETTLEMENT OR AWARD: I::
C. TOTAL AMOUNT OF SETTLEMENT OR AWARD PAID ON YOUR BEHALF: l:

H. NATURE OF ALLEGATIONS OR POTENTIAL ALLEGATIONS:
CONDITION TREATED:

TREATMENT PROVIDED:

ALLEGED NEGLIGENCE:

ALLEGED INJURY:

I.  PLEASE PROVIDE A NARRATIVE DESCRIPTION OF ALL RELEVANT FACTS, INCLUDING, BUT NOT LIMITED TO, YOUR INVOLVEMENT IN THE
TREATMENT AND/OR SURGERY:

Physician-Indv-MO 2.6.5 Page 13 of 13 07/2009



