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Outpatient Rehabilitation Online Application
(mm/dd/yyyy)
Effective Date:
-
-
CNA Umbrella Policy No. HMC: 
CNA Primary Policy No. HMA:
Outpatient Rehabilitation Online Application
Some of the coverages being applied for are Claims Made. If there are questions concerning these coverages, please contact your insurance representative.
Instructions:1. This eApplication must be completed online. Alternatively, the eApplication PDF may be downloaded, completed and 
    submitted to CNA through e-mail. 
2. This eApplication cannot be printed and manually completed.  
3. To submit this eApplication, you must be connected to the Internet and click “Submit to CNA”.  
                  OR 
     You may send the completed PDF directly to your Underwriter. 
4. Supporting documentation must be sent under separate cover directly to your Underwriter via email or postal/common 
    carrier, including, but not limited to: 
a) Most recent annual financial statement.
b) Loss runs, dated within 60 days of submission, encompassing the past 5 or more years for all coverages being   requested (in Excel spreadsheet format, if available).
5. This account will not be cleared to your agency unless this eApplication is completed in its entirety and submitted either 
    online or to CNA as noted above.
6. If questions arise regarding this eApplication, please contact 1-888-600-4776.
 
This eApplication and all supporting documentation submitted shall be confidential. 
I.  GENERAL INFORMATION:
A.
Name of Applicant (legal name of the First Named Insured): 
Corporate Address:
City:
State:
Zip Code:
County:
Mailing Address: (if different)
Corporate Contact:
Title:
E-Mail Address:
Tel. Number:
Fax Number:
Website:
Medicare Provider ID:
Other Named Insured: Provide names (other than the First Named Insured) and descriptions of services for all legal entities that are intended for coverage under the policy being applied for. Each entity the applicant wants covered due to the relationship between the first named insured and that entity must be listed. Please click on Add Name to provide information.
B.
D.B.A. (Doing Business As):
Name
Description
% Owned
Date Acquired
(mm/dd/yyyy)
Retroactive Date
(mm/dd/yyyy)
C.
Physical Premises: Please list below all buildings the applicant owns, controls or occupies. Address must include street address, city, state, zip code and county. Please click on Add Row to provide information.
Address
Sq. Ft.
Usage Occup.
# of Stories
Construction Type 
(e.g., Frame, Brick)
Sprinkler System
Y/N
Central Smoke Detectors Y/N
Central Alarm Y/N
Owned or Leased
List who has a financial interest in the applicant's business and percentage?
D.
Does the applicant own any other business not shown on this Application?
E.
F.
Which states is the applicant operating in?  
Click down arrow to select state. 
Then click button "Add State" to populate selected state list.
G.
Gross Revenue: 
1.
Projected
Current Year
1 Year Prior
2 Years Prior
3 Years Prior
2.
Total number of visits projected for next year 
How many years has the applicant been in operation?
Obtain another operation or entity?
1.
Within the next 12 month period, does applicant plan to:
I.
H.
Add to the number of employees?
2.
Expand the number of locations?
3.
Eliminate/add current services?
4.
Operate in other states?
5.
Within the past five years has the applicant acquired, sold, or discontinued any operations?
J.
II. Accreditations and Licensure:
A.
Accredited?
B.
Certified? 
C.
Licensed? 
Has the applicant's accreditation, certification or license been suspended or revoked?
D.
NON ACCREDITED FACILITIES SUPPLEMENT
Credentialing & Privileging
Is the Facility Director
Are all physicians and independent medical contractors Board Certified in the specialty in   which they are practicing?
Does the Center have a formal credentialing program that includes all physicians?
Are clinical/surgical privileges based on training and peer review for all physicians and CRNA's?
A.
a.
b.
c.
d.
Hiring/Screening and Employment Procedures
B.
Are employees/contractors references contacted before hiring or placement?
1.
Are written job descriptions provided for all staff members?
2.
Does applicant verify any pending license suspensions, revocations, or pending disciplinary actions by other facilities?
3.
Ancillary Services
Laboratory Services
C.
a.
If yes, are tests performed only for the applicant's patients?
Imaging Services
b.
If yes, are imaging studies performed only for the applicant's patients?
Anesthesia
D.
Does the surgeon verify and document the preoperative medical status and anesthesia care plan for each patient?
a.
b.
What is the level of anesthesia provided?
Level B - Local or topical anesthesia and/or IV or parenteral sedation, regional anesthesia, analgesia or dissociative drugs without the use of endotracheal or laryngeal mask intubation or inhalation general anesthesia (including nitrous oxide).
Level C - Levels listed above plus surgical procedures with epidural anesthesia, spinal anesthesia, endotracheal intubation, laryngeal mask intubation, or inhalation/general anesthesia.
If Level C anesthesia is administered, is it administered by an anesthesiologist or certified registered nurse anesthetist (CRNA)?
Are non-anesthesiologists administering propofol or deep sedation?
Is a physician, CRNA, or RN with Advanced Cardiac Life Support certification immediately available on the premises until all patients have met documented discharge criteria
Are a minimum of two oxygen sources with regulators attached available?
c.
d.
e.
Instrument Sterilization
E.
Are instruments sterilized on site?
a.
If Yes, are written protocols in place for daily sterilizer testing?
b.
Is each sterilized load/pack marked with the date of sterilization and expiration dates?
c.
Does the applicant provide blood products for patient transfusion?
a.
Blood Products
F.
If YES is there a required process for pre-transfusion patient blood testing?
If YES does the applicant monitor onsite storage conditions of the blood?
Does the in-house pharmacy operate under the license of the ambulatory surgery center?
a.
Medications
G.
Is there a dated, sequential narcotic inventory and control record which includes the dispensing of narcotics with patient identifiers?
b.
In-house Medical Emergencies
H.
Is there a written agreement with a local hospital for emergency transfers?
a.
Are all medications in the ACLS Algorithm available on the emergency cart?
b.
Are malignant hyperthermia drugs available and is a copy of the ACLS Malignant Hypothermia Algorithm maintained on the cart?
c.
Are mock emergency patient codes (including OR fires and emergency intubations) performed on a regular basis?
d.
Emergency/Disaster Preparedness
I.
Is there a documented plan in place for evacuation should the need arise?
a.
If patients are receiving Level B or C anesthesia, is life support equipment connected to emergency backup power supply?
b.
Policies and Procedure
J.
Are all clinical policies and procedures reviewed and authorized in writing by clinical management and the medical director at least annually?
a.
Is there a formal written policy and process for tracking diagnostic testing and review by the responsible clinician?
b.
Informed Consent and Patient Instructions
K.
Is written consent received from the patient or patient's legal authority prior to the start of anesthesia for each of procedure scheduled?
a.
Is the physician required to discuss the procedure and consent with the patient prior to the start of anesthesia and document same in the medical record?
b.
Are written post operative instructions provided to all patients?
c.
Are patients provided documented instructions regarding medical attention after hours?
d.
Operative Safety
L.
Does the surgeon mark the procedure site?
a.
Does the surgeon perform a documented time-out?
b.
Does the surgeon conduct documented instrument and sponge reconciliation before a patient leaves the surgical suite?
c.
Biomedical/Surgical/Anesthesia Equipment Preventative Maintenance
M.
Is all biomedical equipment (regardless of ownership) on a preventative maintenance schedule?
a.
Are user manuals available in-house for every piece of biomedical equipment?
b.
Medical/Patient Records:
e.
Is there a formal, documented medical device and medication recall and hazard alert program? 
c.
Have all relevant National Patient Safety Goals been implemented?
b.
Has the applicant implemented a formal documented Patient Safety or Risk Management or Quality Improvement Program?
a.
PATIENT SAFETY/RISK MANAGEMENT/QUALITY IMPROVEMENT
Are records stored:
1.
N.
Is there a formal, documented adverse event reporting process that includes regulatory required reporting to the FDA?
d.
If electronic, how often are backups made?
a.
If paper, where are records stored?
b.
Are the buildings in which paper records stored sprinkled?
c.
E-Mail Address: 
Telephone Number:
Title:
Name: 
Who has the overall responsibility for Patient Safety, Risk Management & Quality Assurance?
f.
III.  COVERAGE REQUESTED: (check all that apply)
A.
Professional Liability:
1.
2.
Current Form of Professional Liability Insurance:
Check one:
3.
Limits of Liability: 
Current Limits:      $ 
each claim    $
Requested Limits: $
each claim    $
Retroactive Date:
Current Insurance Carrier:
Premium: $
4.
Do you have a:
What is Deductible or SIR Amount  $ 
5.
Does the applicant operate in PA, IN, KS, LA, NM, SC, WI or NE?
If yes, is the applicant currently enrolled in the Patient Compensation Fund?
Commercial General Liability
B.
Current Insurance Carrier:
Premium:$ 
Current General Liability Insurance:  Check one: 
(mm/dd/yyyy)
Retroactive Date:
Each Occurrence Limit  (cannot exceed PL limit)	        $
Damage To Premises Rented To You                          $ 
Products/Completed Operations Agg       	        $
Aggregate Limit                                                             $        
Requested General Liability Insurance:  Check one: 
Each Occurrence Limit  (cannot exceed PL limit)	        $
Damage To Premises Rented To You                          $ 
Products/Completed Operations Agg       	        $
Aggregate Limit                                                             $        
Retroactive Date:
(mm/dd/yyyy)
Personal/Advertising Injury Limit                    	        $
Medical Expense Limit                                                  $ 
Medical Expense Limit                                                  $ 
Personal/Advertising Injury Limit                    	        $
Do you have a:
What is Deductible or SIR Amount  $ 
C.
Umbrella Liability *
Premium: $
Current Insurance Carrier:
Current Form of Insurance:
Retroactive Date:
(mm/dd/yyyy)
Check one:
Combined Single Current Limit:      
Combined Single Requested Limit:
Limits of Liability:
*Submit Umbrella Accord Application for this coverage. Include Auto and EL information if you desire to have this coverage scheduled on your umbrella policy. 
Commercial General Liability coverage must be included for EBL and/or Stop Gap coverage listed below (D and E).
D.
Employee Benefit Liability:
each claim /  $
Aggregate
Requested Limits:             $
each claim /   $
Current Limits of Liability:  $
Total Number of Employees
Aggregate
Check one:
Retroactive Date:
Does the applicant operate in ND, OH, WA or WY?
E.
If yes, is the applicant interested  in Stop-Gap Coverage?
Actual Payroll
Limits
IV.  PROFESSIONAL SERVICES:
Please click on Add Name to provide information for the Medical Director and each physician providing services on behalf of applicant.
A.
Medical Director's Name
Specialty Board Certified Y/N
Insurance Carrier & Policy Number/Limits
State of Licensure
License Number
Employee/ Contractor
Hours per Month
Other Physician's Name
SpecialtyBoard Certified Y/N
Insurance Carrier & Policy Number/Limits
State of Licensure
License Number
Employee/ Contractor
Hours per Month
Does the applicant require employed or contracted physicians or surgeons providing services for the facility to carry 
B.
professional liability insurance?
Indicate the minimum professional liability insurance limits required for:
C.
aggregate
each claim / $
Employed or Contracted physicians or surgeons   $
1.
Is proof of coverage required?
2.
Has there been any review by a state medical board or other federal, state, or non-governmental oversight entity of any physician/practitioner with privileges at the organization?
D.
Medical Staff
1.
Has there been any physician/practitioner with privileges in your organization, whose license has been suspended, revoked or voluntarily surrendered?
2.
Any physician/practitioner with privileges in your organization, whose DEA license has been suspended, revoked or voluntarily surrendered?
3.
4.
Have any limitations or conditions been implemented on any physician/practitioner's privileges?
Have any federal or state civil or criminal investigations or actions been initiated or filed that directly or indirectly involve the organization and/or the physicians/practitioners with privileges at the organization?
5.
Have the organization or any of its officers, administrators, or staff been sanctioned or had disciplinary actions brought against them by federal or state authorities, any professional medical society, accreditation agency or other governmental or non-governmental oversight entity?         
6.
V. 	EMPLOYEES/INDEPENDENT CONTRACTORS INFORMATION   
LICENSED/NON-LICENSED
A.
LICENSED
Number Full-Time
Number Part-Time
Annual Payroll
Number of 1099's
Does applicant want coverage to include independent contractors? 
B.
What limits does applicant require them to carry? 
Does applicant obtain certificates of insurance from independent contractors?
C.
Explain how applicant verifies the required insurance is maintained.
VI. Services
A. Indicate % of Gross Receipts and Visits by Service by State in the chart below.
Services
Annual Percent Of Gross Recepits
Annual Number of Projected Outpatient Visits
Aquatic Therapy
Athletic Training
Behavioral Health/Psychological
Cardiac Therapy
Cognitive Therapy
Driving, Adaptive
Hippotherapy
Occupational Therapy
Orthotics/Prosthetics
Physical Therapy
Recreational Therapy
Sexuality Therapy
Social Services
Speech/Language/Audiology
Sports Medicine
Vocational Training
Total
Total Projected number of Patient Visits for All States:
Do you treat professional athletes or celebrities?
B.
Describe
Are employees permitted to use the exercise equipment? 
C.
Pools - Does the organization use a pool?
D.
1.
2.
3.
Is a certified lifeguard present?
Is a certified lifeguard present when employees use the pool?
Is the pool owned by the applicant?
Is the area secured when the pool is not in use?
What is the depth of the pool?
4.
ft
Is there an emergency call system in close proximity?
5.
Is the swimming pool inside or outside?
6.
How is access controlled?
7.
Are employees permitted to use the pool?
8.
Are you providing Phase II Cardiac Rehabilitation Services?
E.
1.
2.
3.
Is a physician available on the premises when program is in operation?
Are AACVPR guidelines followed by the organization?
Are patients screened with a stess  test?
Are all exercises prescribed by a physician?
4.
Is staff certified in BLS and  ACLS?
5.
Is emergency equipment(defibrilator,O2,emergency medications) present?
6.
Do you sell or lease any equipment?
F.
Indicate Annual Receipts: $
VII.  CONTRACTUAL AGREEMENTS:
Copies of all contracts in force and expired
Mutual indemnification and hold harmless clauses in every contract
Requirement that the contracting party carry liability insurance with limits equal to/or
exceeding the applicant's
3.
2.
1.
Does the applicant have a formal contract management program that includes the following elements:
A.
Requirement that the contracting party supply the applicant with an in force copy
of a certificate of insurance.
4.
Has the applicant had any Professional, General Liability, Employee Benefits or Umbrella claims or suits brought against them in the past 5 years?
A.
VIII.  LITIGATION/CLAIMS HISTORY/ SANCTIONS/FINES
If the response is yes to any question below additional information must be provided on the applicant’s letterhead. Please submit actual loss runs from the previous carriers for the past five or more years. 
Is the applicant aware of any incident (including requests for medical records), circumstance or occurrence which may result in a claim and which has not been reported to another carrier?
B.
Has the facility/operational license ever been suspended, revoked or voluntarily suspended?
C.
Has any Insurance Company or Lloyd's declined, canceled, or refused to renew or accept any of the applicant's liability insurance? 
D.
Has any Company with whom the applicant had been previously affiliated become insolvent?
E.
Has any federal or state civil or criminal investigation or action been initiated or filed that directly or indirectly involve the applicant's organization?
F.
Has the applicant ever been sanctioned or decertified by Medicare?
G.
Has any employee or contractor been convicted for an act committed in violation of any law or 
ordinance other than a traffic offense?
H.
Has the organization or any of its officers, administrators, or staff been sanctioned or had disciplinary actions brought against them by federal or state authorities, any professional medical society, accreditation agency or other governmental or non-governmental oversight entity?
I.
IX.  Comments
Please provide any additional information or requests not reflected in the application
AUTHORIZATION
I have answered the questions in the Application to the best of my ability and declare that, to the best of my knowledge, the statements set forth herein are true and correct.  My signing of the Application does not bind the Insurance Company to complete the insurance, but it is agreed that this Application shall be the basis of the contract should a policy be issued. 
FRAUD NOTICE  - WHERE Applicable Under The Law OF Your State
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 MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES
 
(For DC residents only:  It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by applicant.) (For FL residents only:  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.) (For LA residents only:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.) (For ME residents only:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.) (For NY residents only:  and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.) (For PA residents only: 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 such person to criminal and civil penalties.) (For TN & WA residents only: Penalties include imprisonment, fines and denial of insurance benefits.) (For VT residents only: 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 or incomplete information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which may be a crime and may be subject to civil fines and criminal penalties.) 
Is your agency                     
Agency Name:
Address:
City:
State:
Zip Code:
Person Submitting Application:
E-Mail Address:
Telephone Number: 
This product will be underwritten in one of the CNA property/casualty companies.  CNA is a registered service mark and trade name of CNA Financial Corporation
Date
ELECTRONIC SIGNATURE
If the applicant decides to submit their signature electronically the Applicant must check the “I Accept" button below. By doing so the Applicant hereby consents and agrees that their use of a key pad, mouse or other device to check the "I Agree" button constitutes their  "signature", acceptance and agreement as if actually signed by the Applicant in writing and has the same force and effect as a signature affixed by hand. Further, the Applicant agrees the lack of a certification authority or other third party verification will not in any way affect the validity or enforceability of their signature or any resulting contract. After checking the "I Accept" button the Applicant must type in the name of the person completing this application, their title and date.
If the Applicant decides to submit a “wet” signature please have the Applicant sign, add their title and date the application prior to quoting or binding.
A signature from the Applicant can be obtained electronically or "wet” prior to quote or binding.
(Person completing this application)
WET SIGNATURE
(mm/dd/yyyy)
Signature by a principal of the business- Original signature is needed prior to binding. You may either fax or email the original signature directly to your underwriter.
Signature in full 
Disclaimer:  E-mail and on-line forms are not secure against interception and senders do not have a reasonable expectation of privacy.  If you are concerned about transmitting this information electronically, please contact us for an alternative method to provide the necessary information.
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