

 
Issuing Company: 
National Fire & Marine Insurance Company
Omaha, Nebraska
		
	SLEEP CENTER FACILITY SUPPLEMENTAL APPLICATION



	I. LOSS HISTORY



IF THE APPLICANT HAS BEEN INSURED UNDER A POLICY ISSUED BY A MEDPRO GROUP COMPANY FOR LESS THAN TEN YEARS, PROVIDE A RECENTLY VALUED CLAIMS EXHIBIT FOR ALL CLAIMS ARISING DURING THE LAST TEN FULL YEARS, BUT ONLY FOR THOSE CLAIMS WHICH ARE NOT BEING HANDLED DIRECTLY BY A MEDPRO GROUP COMPANY. 

LOSS INFORMATION SHOULD INCLUDE CLAIMS ARISING UNDER BOTH PROFESSIONAL AND GENERAL LIABILITY INSURANCE, AND DISCLOSE PAID AND RESERVED AMOUNTS.

[bookmark: _GoBack]IF MAKING ADDITIONAL COPIES, PLEASE ENTER APPLICANT’S NAME HERE:      

NOTE: ADDITIONAL DOCUMENTATION (OFFICE/HOSPITAL RECORDS) MAY BE REQUESTED AT MEDPRO GROUP’S DISCRETION.

CLAIM NUMBER:      

[bookmark: Text2]A.  	CLAIMANT NAME:      	AGE:    

B.	DATE OF TREATMENT AND/OR SURGERY, WHICH LED TO THE ALLEGATIONS AGAINST THE APPLICANT:	   	     
			MM	YYYY
C.	DATE CLAIM/INCIDENT NOTICE RECEIVED:	   	     
			MM	YYYY
D.	NAME OF DOCTOR(S), HEALTHCARE PROVIDER(S) OR OTHER HOSPITAL(S) IF ANY, INVOLVED IN THE CLAIM OR SUIT:

	     

E.	DEFENDING INSURANCE CARRIER NAME:

	     

F.	WAS A SUIT FILED?				|_| YES   |_| NO

G.	DISPOSITION OR CURRENT STATUS OF CLAIM OR SUIT:		|_| OPEN	|_| CLOSED

	IF CLOSED, DATE OF CLOSING, SETTLEMENT OR AWARD:	   	     
			MM	YYYY
	IF CLOSED, WAS PAYMENT MADE?			|_| YES   |_| NO
		IF NO, WAS CLAIM OR SUIT WITHDRAWN?			|_| YES   |_| NO

	AMOUNT PAID ON THE APPLICANT’S BEHALF:		$      

	TOTAL AMOUNT OF SETTLEMENT OR AWARD:		$      

	WAS THIS MATTER CLOSED WITH THE APPLICANT’S CONSENT?			|_| YES   |_| NO

	IF OPEN, HAS SETTLEMENT BEEN OFFERED?			|_| YES   |_| NO

	IF OPEN, HAS TRIAL DATE BEEN SET?			|_| YES   |_| NO
		TRIAL DATE:		   	     
			MM	YYYY
H.	NATURE OF ALLEGATIONS IN THE CLAIM OR SUIT:
[bookmark: Text13]	CONDITION TREATED:		     

	TREATMENT PROVIDED:		     

	ALLEGED NEGLIGENCE:		     

	ALLEGED INJURY:		     

I.	PLEASE PROVIDE A NARRATIVE DESCRIPTION OF THE MEDICAL FACTS: (MUST INCLUDE, BUT NOT LIMITED TO, THE TYPE OF TREATMENT AND/OR SURGERY INCLUDING THE APPLICANT’S LEVEL OF INVOLVEMENT). 

	     

	     

	     

	     

	     


	II. SCHEDULE OF RELATED ENTITIES



LIST OF ENTITIES RELATED TO THE NAMED INSURED (SUBSIDIARIES, JOINT VENTURES, LLCs, PARTNERSHIPS, ETC.)

	NAME OF ENTITY
	DESCRIPTION OF OPERATIONS
	DATE ACQUIRED, CREATED OR MERGED
	INDICATE THE APPLICANT’S OWNERSHIP PERCENTAGE IN THIS ENTITY
	COVERAGE DESIRED? IF YES, INDICATE SHARED OR SEPARATE LIMITS

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     



	III. 

SCHEDULE OF MEDICAL PROFESSIONALS – PHYSICIANS, SURGEONS, RESIDENTS, INTERNS, FELLOWS, DENTISTS AND ORAL SURGEONS



IF SHARED LIMIT OR SEPARATE LIMIT COVERAGE IS BEING REQUESTED FOR ANY PHYSICIANS, SURGEONS, RESIDENTS, INTERNS, FELLOWS, DENTISTS AND/OR ORAL SURGEONS, PLEASE SPECIFY BELOW, AND SUBMIT AN APPLICATION FOR EACH SUCH INDIVIDUAL (WHETHER SHARED LIMIT OR SEPARATE LIMIT COVERAGE IS REQUESTED). CLASSIFICATION AND RATING WILL BE BASED ON INFORMATION PROVIDED ON THE APPLICATION.

IF AN APPLICATION IS COMPLETED FOR AN INDIVIDUAL THAT CONFLICTS WITH THE INFORMATION BELOW, THE PROVIDER WILL BE SUBJECT TO RE-CLASSIFICATION AND RE-RATING BASED ON THE ACTIVITIES AND INFORMATION CONTAINED IN THE INDIVIDUAL APPLICATION.

	NAME OF MEDICAL PROFESSIONAL
	EMPLOYMENT STATUS: (C)ONTRACT
(E)MPLOYED
(F)ACULTY
(R)ESIDENT
	NUMBER OF PROCEDURES PERFORMED AT THE SLEEP CENTER FACILITY
	INDICATE: PHYSICIAN, SURGEON, RESIDENT, INTERN, FELLOW, DENTIST OR ORAL SURGEON
	DATE OF EMPLOYMENT WITH NAMED INSURED
	24-HOUR (24), OR RESTRICTED (RE) TO NAMED INSURED’S OPERATION
	LIMITS: SHARED (SH), SEPARATE (SE)

	     
	[bookmark: Text55]    
	     
	     
	     
	     
	     

	     
	    
	     
	     
	     
	     
	     

	     
	    
	     
	     
	     
	     
	     

	     
	    
	     
	     
	     
	     
	     



	

IV.	SCHEDULE OF MEDICAL PROFESSIONALS – CRNAs, NURSE MIDWIVES, CRNPs, PODIATRISTS, PHYSICIAN ASSISTANTS AND SURGICAL ASSISTANTS



IF SHARED LIMIT OR SEPARATE LIMIT COVERAGE IS BEING REQUESTED FOR CRNAs, NURSE MIDWIVES, CRNPs, PODIATRISTS, PHYSICIAN ASSISTANTS AND/OR SURGICAL ASSISTANTS OR OTHER HEALTHCARE PROFESSIONALS, PLEASE SPECIFY BELOW, AND, IF SEPARATE LIMITS COVERAGE IS SOUGHT, SUBMIT AN APPLICATION FOR EACH SUCH FOR WHOM SEPARATE LIMITS COVERAGE IS REQUESTED. CLASSIFICATION AND RATING WILL BE BASED ON INFORMATION PROVIDED ON THE APPLICATION.

IF CLAIMS MADE COVERAGE IS BEING REQUESTED, COVERAGE IS DESIGNED TO PROVIDE RETROACTIVE DATES EQUAL TO THE DATE OF EMPLOYMENT WITH THE NAMED INSURED ENTITY. (*) IF COVERAGE IS DESIRED FOR SERVICES PROVIDED PRIOR TO THE DATE OF THE EMPLOYMENT WITH THE NAMED INSURED, PRIOR ACTS COVERAGE WILL BE RATED AND QUOTED IN ADDITION TO THE SERVICES RENDERED ON BEHALF OF THE NAMED INSURED.

IF AN APPLICATION IS COMPLETED FOR AN INDIVIDUAL THAT CONFLICTS WITH THE INFORMATION BELOW, THE PROVIDER WILL BE SUBJECT TO RE-CLASSIFICATION AND RE-RATING BASED ON THE ACTIVITIES AND INFORMATION CONTAINED IN THE INDIVIDUAL APPLICATION.

INSTRUCTIONS FOR COMPLETING EACH COLUMN

#1) 	EMPLOYMENT STATUS: (C) CONTRACT, (E) EMPLOYED OR (F) FACULTY.
#2)	SPECIALTY: CRNA, CRNP, NURSE MIDWIFE, PA, PODIATRIST, SURGICAL ASSISTANT.
#3)	IF CRNP OR PA, DOES INDIVIDUAL PRESCRIBE MEDICATION? INDICATE YES OR NO.
#4)	IF CLAIMS MADE COVERAGE TYPE, INDICATE RETRO DATE.
#5)	DATE OF EMPLOYMENT WITH FIRST NAMED INSURED (FNI).
#6)	FULL TIME EQUIVALENCY (FTE) – CALCULATE FTE BY DIVIDING THE TOTAL # OF HOURS OF PROFESSIONAL SERVICE PER WEEK BY 40 HOURS.
#7)	LICENSE NUMBER.
#8)	COVERAGE SCOPE: (RE) RESTRICTED TO NAMED INSURED’S OPERATION OR (24) 24-HOUR COVERAGE.
#9)	LIMITS: (SH) SHARED OR (SE) SEPARATE.

	COLUMN #:
	1
	2
	3
	4
	5
	6
	7
	8
	9

	NAME OF MEDICAL PROFESSIONAL
	(C), (E) or (F)
	SPECIALTY
	PRESCR YES/NO
	IF CM, RETRO DATE
	DATE OF EMPL. WITH FNI
	FTE
	LICENSE #
	(RE) OR (24)
	(SH) OR (SE)
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