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Some of the coverages being applied for are Claims Made. If you have questions concerning these coverages, contact your insurance agent. This application and all materials submitted shall be held in confidence.
Instructions:
A.         Please read the instructions carefully. Complete and submit all requested information.
B.         Application questions must be fully answered. If a question does not apply, please denote N/A.
C.         Attach loss runs, dated within 60 days of submission, covering the past 5 or more years for all coverages being requested in Excel.
D.         Submit resume or C.V. of administrator / executive director.
E.         This application must be completed, signed and dated by a principal of the business.
The applicant can provide additional information as an attachment.
 
1.  GENERAL INFORMATION:
Name of Applicant/Entity 
DBA (if applicable)
City:
State:
Zip Code:
Mailing Address: (if different)
Website:
Other Named Insureds: Provide names and descriptions of all legal entities that are intended for coverage. 
A.
Corporate Contact 
Phone Number
Corporate Address:
E-Mail Address:
County:
Years in Business 
Name
Address
Description
% Owned
Date Acquired
Retroactive Date
Previously owned entities of the named insured.
B.
Name
Address
Description
% Owned
Date Sold/Ceased Operations
Retroactive Date
Did the applicant buy Extended Reporting Period coverage for previously owned entities?
C.
If No, does the applicant need insurance coverage for previously owned entities?
Does the applicant own or share ownership of any other business not shown on this application?
D.
Does the applicant provide services to non-owned entities, e.g. management, billing, consulting, case management?
E.
If Yes, provide details, including name of entity and applicant's ownership interest/management role. 
Does the applicant lease or rent space to others?
G.
If yes, does the applicant's lease require the tenant to carry General Liability Insurance with a minimum $1,000,000 limit and include the applicant as an additional insured?
What states is the applicant operating in?
H.
Address
Description of Operations
Own or Lease
State
Number of Clinical/Surgical Procedures Annually
% of Total Procedures
Total
Gross Revenue
I.
Current Gross Revenue
Projected
1 Year Prior
Within the next 12 month period, does applicant expect a significant change in operations?
 
J.
If Yes, explain
Physical Premises: List all buildings the applicant owns, controls or occupies. Address must include street address, city, state and zip code. 
F.
State Licensure / Accreditation / Medicare Certification
K.
Is every facility:
Yes
No
If No, explain
State Licensed
Accredited
Medicare Certified
Has the applicant's accreditation, certification or license ever been suspended or revoked? 
 
L.
If Yes, explain
2. COVERAGE REQUESTED 
A.         Please provide information for the current policy year:
Carrier
Limits of Liability
Deductible
Premium
Claims Made or Occurrence
Retroactive Date if Claims Made
Total # of Employees
Professional Liability
Commercial General Liability
Employee Benefits Liability
If Yes, explain
Does the applicant operate in PA, IN, KS, LA, NM, SC, WI or NE?
B.
If Yes, is the applicant currently enrolled in the Patient Compensation Fund? 
Umbrella Liability*
C.
Do you want an Umbrella Policy?
Premium $
Current Insurance Carrier 
Limit $
Combined Single Limit
*Submit Umbrella Accord Application for this coverage. Include Auto and EL information if you desire to have this coverage scheduled on your umbrella policy.
Does the applicant operate in ND, OH, WA or WY? 
D.
If Yes, is the applicant interested in Stop-Gap Coverage?
Limit $
Actual Payroll $
3. PROFESSIONAL SERVICES
Services
% of Total
# of Annual Procedures
Abortion / Pregnancy Terminations
Bariatric: Lap Adjustable Gastric Band
Bariatric: Lap Gastric Bypass (ROUX-en-Y)
Bariatric: Lap Gastric Sleeve
Cardiac: Pacemaker
Cardiac: Catheterization
Dental, Oral and Maxillofacial
Endoscopy / Colonoscopy
General Surgery
Gastrointestinal / GI Surgery
Gender Reassignment
Gynecologic Surgery
Liposuction
Newborn Deliveries
Neurosurgery
Ophthalmology: LASIK procedures
Ophthalmology: Other than LASIK procedures
Orthopedic: Spine Procedures (not indicated for pain management)
Orthopedic: Total Joint Replacement
Orthopedic: All Other
Services (continued)
% of Total
# of Annual Procedures
Pain Management, please complete below. 
Cryoablation
Epidural Catheter Insertion 
Injection (Joint, Spinal, and Trigger) 
Stem Cell Injection 
Spinal Manipulation under General Anesthesia 
Implantable Pain Pumps 
Spinal Surgical Procedures 
Spinal Cord Stimulation 
Pain Management Other
Plastic Surgery: Cosmetic/Aesthetic
Plastic Surgery: Reconstructive
Podiatric Surgery
Thoracic Surgery
Sclerotherapy / Phlebectomy
Urologic Surgery: Penile Implants
Urologic Surgery: Other
Vascular; other than Sclerotherapy / Phlebectomy
TOTAL
Are laboratory testing services provided to non-surgical patients? 
B.
If Yes, what are the receipts for this service? 
Are imaging/x-ray diagnostic services provided to non-surgical patients?
D.
If Yes, what are the receipts for this service? 
Do you treat professional athletes or celebrities? 
E.
Is any surgical procedure part of a clinical trial? 
G.
If Yes, provide a description of the clinical trials and your participation in the clinical trials.
What percentage of the Applicant's patients/clients are under 18 years of age? 
F.
If Pain Management is noted above do the physicians who provide pain management hold a sub-specialty board certification granted by ABMS or AOA related to pain management ? 
If no, explain;
C.
Does the applicant redesign any medical devices/equipment? 
H.
If Yes, explain 
Provide information requested for each physician/surgeon providing services at the Applicant's facility. If needed, attach a separate schedule of physicians/surgeons to this Application.
 
B.
Physician Name
Primary Specialty
Indicate if physician is a
·     Member
·     Partner 
·     Shareholder 
·     Employee 
·     Contracted
Insurance Carrier and Limits of Professional Liability
Average # of Treatments/Procedures performed monthly at facility
Licensed Independent Practitioners
C.
Number of Employed FTEs
Number of Contracted FTEs
Certified Registered Nurse Anesthetists (CRNAs)
Chiropractors
Nurse Midwives
Nurse Practitioners/Advanced Practice Nurses
Physician Assistants
Does the applicant require employed or contracted licensed independent practitioners (as listed above) to maintain professional liability insurance? 
D.
If Yes, what limits?
Are the credentials of each physician reviewed by a medical staff committee and approved by the governing body prior to granting privileges?
E.
Are peer reviews and quality improvement reviews conducted at least annually for all physicians and licensed independent practitioners?	
F.
Does the Applicant provide any post-operative services, other than overnight recovery beds?
J.
If Yes, explain 
4. MEDICAL STAFF
Medical Director's Name 
A.
State License Number(s) 
Board Certification(s) (List ABMS/AAOS Specialty) 
Overnight Recovery Bed? 
I.
If Yes, how many recovery beds are allocated to overnight recovery?
 
If Yes, what percentage of your patients are recovered in-house overnight annually?
6. OTHER COMMENTS:
5. LITIGATION / CLAIMS HISTORY / SANCTIONS / FINES
If the response is Yes to any question below additional information must be provided on the applicant's letterhead.
 
Has the applicant or any of its employees had any Professional, General Liability, Employee Benefits or Umbrella claims/suits brought against them in the past 5 years?
A.
Is the applicant or any of its employees 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 voluntary surrendered?
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 been previously affiliated with 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 the organization or any of its employees, medical staff, or officers been sanctioned or had disciplinary actions or limitation on licensure brought against them by federal or state authorities, any professional medical society, accreditation agency or other governmental or non-governmental oversight entity? 
H.
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 or incomplete 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 New York 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 Pennsylvania Residents only:  Any person who knowingly and with intent to injure or defraud any insurer files an application or claim containing any false, incomplete or misleading information shall, upon conviction, be subject to imprisonment for up to seven years and payment of a fine of up to $15,000.) (For Tennessee Residents only:  Penalties include imprisonment, fines and denial of insurance benefits.)
 
A signature from the Applicant can be obtained electronically or “wet” prior to quote or binding.
 
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 of 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.
 
ELECTRONIC SIGNATURE
 
Is your agency                     
Agency Name:
Address:
City:
State:
Zip Code:
Individual Agent Submitting Application 
E-Mail Address:
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
WET SIGNATURE
(mm/dd/yyyy)
An insurance agent is required to transact your business with CNA. You may either fax or email the electronic/original signature directly to your underwriter complete with the underlying information.
Signature in full 
Phone
	CurrentPage: 
	PageCount: 
	New: 
	Renewal: 
	ApplicantName: 
	City: 
	State: 
	postalCode: 
	MailingAddress: 
	Website: 
	CorporateAddress1: 
	DBA: 
	TelephoneNumber: 
	CorporateContact: 
	EmailAddress: 
	County: 
	MedicareProviderID: 
	TextField1: 
	TextField2: 
	TextField3: 
	TextField4: 
	DateTimeField5: 
	DateTimeField11: 
	TextField12: 
	TextField11: 
	TextField10: 
	TextField9: 
	DateTimeField6: 
	DateTimeField12: 
	TextField13: 
	TextField14: 
	TextField15: 
	TextField16: 
	DateTimeField7: 
	DateTimeField13: 
	TextField28: 
	TextField29: 
	TextField30: 
	TextField31: 
	DateTimeField8: 
	DateTimeField14: 
	TextField39: 
	TextField38: 
	TextField37: 
	TextField36: 
	DateTimeField9: 
	DateTimeField15: 
	TextField40: 
	TextField41: 
	TextField42: 
	TextField43: 
	DateTimeField10: 
	DateTimeField16: 
	TF: 
	DateTimeField1: 
	Yes: 
	No: 
	TextField19: 
	TextField20: 
	TextField21: 
	TextField25: 
	TextField24: 
	TextField22: 
	TextField27: 
	TextField26: 
	TextField23: 
	TextField47: 
	TextField48: 
	TextField46: 
	TextField49: 
	TextField50: 
	TextField51: 
	TextField52: 
	TextField53: 
	TextField54: 
	TextField56: 
	TextField57: 
	TextField60: 
	TextField59: 
	TextField58: 
	: 
	TextField144: 
	TextField145: 
	TextField146: 
	TextField149: 
	TextField148: 
	TextField147: 
	TextField150: 
	TextField151: 
	TextField152: 
	TF1: 
	TextField153: 
	TextField156: 
	TextField159: 
	TextField162: 
	TextField165: 
	DateTimeField2: 
	TextField154: 
	TextField157: 
	TextField160: 
	TextField163: 
	TextField166: 
	DateTimeField3: 
	TextField155: 
	TextField158: 
	TextField161: 
	TextField164: 
	TextField167: 
	DateTimeField4: 
	TextField173: 
	TF7: 
	TF2: 
	TextField61: 
	TextField62: 
	TextField63: 
	TextField64: 
	TextField66: 
	TextField65: 
	TextField67: 
	TextField95: 
	TextField99: 
	TextField68: 
	TextField96: 
	TextField69: 
	TextField97: 
	TextField70: 
	TextField98: 
	TextField100: 
	TextField71: 
	TextField93: 
	TextField101: 
	TextField73: 
	TextField92: 
	TextField74: 
	TextField91: 
	TextField75: 
	TextField90: 
	TextField76: 
	TextField89: 
	TextField77: 
	TextField88: 
	TextField78: 
	TextField87: 
	TextField79: 
	TextField86: 
	TextField80: 
	TextField85: 
	TextField81: 
	TextField84: 
	TextField82: 
	TextField83: 
	TextField102: 
	TextField108: 
	TextField103: 
	TextField109: 
	TextField104: 
	TextField110: 
	TextField105: 
	TextField111: 
	TextField106: 
	TextField112: 
	TextField176: 
	TextField177: 
	TextField178: 
	TextField179: 
	TextField180: 
	TextField181: 
	TextField182: 
	TextField183: 
	TextField184: 
	TextField185: 
	TextField186: 
	TextField187: 
	TextField188: 
	TextField189: 
	TextField190: 
	TextField191: 
	TextField192: 
	TextField193: 
	TF5: 
	TextField115: 
	TextField119: 
	TextField123: 
	TextField127: 
	TextField131: 
	TextField116: 
	TextField120: 
	TextField124: 
	TextField128: 
	TextField132: 
	TextField117: 
	TextField121: 
	TextField125: 
	TextField129: 
	TextField133: 
	TextField118: 
	TextField122: 
	TextField126: 
	TextField130: 
	TextField134: 
	TextField135: 
	TextField136: 
	TextField137: 
	TextField138: 
	TextField139: 
	TextField140: 
	TextField141: 
	TextField142: 
	TF4: 
	TextField114: 
	TextField143: 
	txtPrintName: 
	CorporateAddress: 
	Zipcode: 
	PersonSubmitting: 
	AcceptSignature: 
	ElectronicSignatureName: 
	ElectronicSignatureTitle: 
	ElectronicSignatureDate: 
	txtprintDate: 



