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ENTITY AND ANCILLARY OPTIONS
	ENTITY COVERAGE REQUESTED
	 

	Legal Name of Group:       

	dba:                                                                                                TIN:      


	Check One:        Partnership:            Medical Corporation:              Professional Assoc.:            
                           Solo Practitioner:            Other (describe):       
Address: 
Phone no.:                                                             Fax no.:



	What type of coverage do you desire for your Professional Entity?

	             Separate Limits  (This option is not available for Solo Practitioners)                         

             Shared Limits (Solo Practitioners & Groups – there is no additional premium for this coverage)                                                                                        

	Please list all the physician members of your Professional Association, Partnership, Corporation or Entity. Please indicate whether Shareholder, Partner or Employee:

	Physician Name
	Shareholder
	Partner
	Employee

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	
	 
	
	 

	If you employ highly trained Healthcare Ancillaries such as Advanced Registered Nurse Practitioners, Certified Nurse Specialist, Certified Nurse Midwives, Certified Registered Nurse Anesthetist, Physician Assistants, Optometrists, Podiatrists, or Psychologists (also known as Paramedicals or Physician Extenders), these individuals must have individual coverage. 
All other ancillaries will be covered on a Shared Limit basis either under the physician’s limit or the entity’s limit, depending upon whether Entity Coverage is purchased.



	Please provide the names and license numbers for the highly trained Healthcare Personnel (as described above) that your practice employ’s, contracts and supervises.  Coverage must be purchased for these individuals if they do not currently have individual coverage. Please indicate if you would like to purchase shared limits or separate limits.  If any of these individuals have their own professional liability insurance, attach a Certificate of Insurance.

	Name
	License #
	Type (indicate if ARNP, CNM, CRNA, CNS, PA, OD, DPM, or PhD only. Other ancillaries such as RN’s and LPN’s etc. do not need to be listed)
	Coverage Requested through FWMSC:

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	

	· Regarding the ancillaries named above requesting either shared or separate limits through our program, has any claim or suit for alleged malpractice been brought against any of them?

· If YES, please have the attached Claim Information Form completed by the ancillary for EACH CLAIM.
	 FORMCHECKBOX 
   Yes  

 FORMCHECKBOX 
   No


	REMEMBER!
If any of these individuals have their own professional liability insurance, attach a Certificate of Insurance, otherwise, we will automatically charge a premium for them on a shared limits basis.

	

	CLAIMS INFORMATION

	A “Potential Claim or Suit” includes, without limitation, instances where you have received an oral or written communication from an individual or his legal representative demanding explanations or satisfaction or threatening legal action. It also includes a request by a patient or the patient’s legal representative for copies of medical records under circumstances reasonably indicative of a possible claim or suit.

	Has any claim or suit for alleged malpractice been brought against you or your professional association, partnership or corporation?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	     If yes, please indicate how many times:       

	Other than above, are you aware of any of the following circumstances 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) A request for records from a patient and/or attorney related to an adverse outcome?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	b) A letter from an attorney regarding your medical treatment of a patient?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	c) Intra-operative or post-operative complications or other complications resulting in death, paralysis, or other significant disabilities?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	d) Patient dissatisfaction with the outcome of a procedure, treatment, or diagnosis?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	e) Any other circumstances that might reasonably lead to a claim or suit?


	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Other than above, have all circumstances that might reasonably lead to an incident, claim or suit (even if you believe the possible claim or suit would be without merit) been reported to your current or prior Professional Liability carrier?:

  If YES, please indicate how many times:     
  Please attach documentation of all such reports.

If NO, please explain:__________________________________________________

        ________________________________________________________________

____________________________________________________________________


	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	If you practice in a partnership, multi-member professional association or corporation – Are you aware of any circumstances in which members of your group have been named in a suit but you or any other members of your group also treated the patient and were not named in the suit? 

	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	If you are NOT AN OBSTETRICIAN, have you ever been involved in an obstetrical case regardless of whether case is open, closed or if a payment was made or not made?


	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Have you ever been involved in a case where it has been proven that alteration of medical records has occurred, regardless of whether case is closed or if a payment was made or not made?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	     If yes, what percentage of your practice is devoted to care or review?         %

	
	

	I hereby declare that the above information is complete and true to the best of my knowledge and belief.

_____________________________________________________

PRINT OR TYPE NAME OF OFFICE MANAGER

X___________________________________         ______________________
Signature of Office Manager                                                               Date of Signature

Return Application to:

Fort Wayne Medical Surety Company, RRG

Lana Lowe

6619 Brotherhood Way

Fort Wayne, IN  46825

260-426-1321

(fax) 260-426-0270

lana@fwmsc.com
INCIDENT/CLAIM INFORMATION FORM (Past or Pending)
If you answered “YES” to any of the Claim Information Questions, you must complete this form with respect to any incident, potential claim, claim or suit against you.  Photocopy this form if you have more than one incident, potential claim, claim or suit to report. (Attach all supplemental information necessary)


	1. Physician Name/Healthcare Ancillary Name:

	2. a) Patient/Claimant name:
	b) Age
	c) Gender



	3.  a) Physical condition and diagnosis at time of incident:


	b) Date of first consultation:


	4.  a) Date of incident or occurrence from which claim resulted:
	b) Date claim was filed:



	5.  a) Description of treatment rendered:
       _______________________________________________________________________________

      ____________________________________________________________________


	b) Date of treatment:



	6.  a)  Allegations made against you (state injury or damages alleged):
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	7. Subsequent condition or health of patient:  ___________________________________________________________________


	8. Was this claim reported to your insurance carrier (if YES, list name of carrier and policy number):   
  Carrier Name:                                                                                          Policy Number:
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	9. Present status or disposition of claim including amount of settlement or judgment:
 FORMCHECKBOX 
  Open        FORMCHECKBOX 
 Closed                                                Amount Paid on Your Behalf:___________________________
                           Date Closed_________________



	I hereby authorize release to Fort Wayne Medical Surety Company, RRG and its agents for information from my insurance carriers, their adjusting firms, and attorney concerning past or present claim matters in which I am involved.
X________________________________________                            __________________

    Signature of Applicant                                                                           Date of Signature

(A photo static copy of this authorization shall be considered as effective and as valid as the original. Each incident/claim information form must have physician’s original signature.)


	








