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Allied Health Professional Application
	

	Name of Applicant


	Social Security Number
 
	Date of Birth


	Specialty Description

	DEA Number


	Indiana License Number


	Home Street Address

	City, State


	Medical Group


	Insured Type Status (check all that apply)

 FORMCHECKBOX 
Full Time

  FORMCHECKBOX 
PT <13 Hours Weekly

                                             FORMCHECKBOX 
PT 13-24 Hours Weekly

                                             FORMCHECKBOX 
PT 25-31 Hours Weekly


	Office Name

	

	Mailing Address

	

	Office Telephone


	

	Office Fax Number

	

	Email Address


	


	PROFESSION

	 FORMCHECKBOX 
Physician Assistant


    FORMCHECKBOX 
Optometrist


 FORMCHECKBOX 
Certified Nurse Practitioner

 FORMCHECKBOX 
CRNA



                  FORMCHECKBOX 
Psychologist


 FORMCHECKBOX 
Certified Nurse Midwife

 FORMCHECKBOX 
Clinical Nurse Specialist


 FORMCHECKBOX 
Other, Specify _______________________________




	EDUCATION

	School of Graduation (Name, City, State, Country)
	Degree
	Year



	Do you hold the certification or licensure required in Indiana to practice your profession?
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
	

	Board Certified?
Board Name:

If no, explain:
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Date Issued:
	Expires:

	Are you a member of any professional organization?
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
	


	COVERAGE INFORMATION

	Type of Coverage (choose one)

 FORMCHECKBOX 
Occurrence
 FORMCHECKBOX 
Claims Made


	Coverage Effective Date



	(Choose one)

 FORMCHECKBOX 
Shared Limits Coverage
 FORMCHECKBOX 
Separate Limits Coverage


	

	Location of Primary Practice


	


	COVERAGE HISTORY INFORMATION

	List the Practice/Licensure/Insurance for the last ten (10) years starting with the most recent.  Attach an additional sheet in necessary.

If coming from out of state, please attach copy of National Practioner Data Bank self query report.

	Dates
	Practice (Facility, State)
	License
	Insurer
	Policy Number
	Any Claims*

	
	
	
	
	
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	
	
	
	
	
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	
	
	
	
	
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	
	
	
	
	
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	*If yes, attach a loss history which includes policy number, claim number, report dates, docket number, plaintiff name and a settlement amount.


	GENERAL INFORMATION

	Have you ever been denied a license?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Has your license or certification ever been suspended or revoked in any state?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Has your DEA certification ever been suspended, revoked, or voluntarily surrendered or has probation been invoked?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Has any hospital ever restricted or revoked your privileges or has probation ever been invoked?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Have you ever had any complaints or actions brought against you other than a medical malpractice claim?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Have you ever been involved in an investigation by a regulatory board?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Have you ever been diagnosed with, or treated for, alcoholism, drug addiction or mental or physical impairment?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Has Medicare or Medicaid Authorities ever brought claim charges against you?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Have you ever had a complaint or claim brought against you for sexual misconduct?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	If you answered “yes” to any of the above questions, please include additional sheet of paper listing the state, license number, hospital, date and reason for action.  Attach the sheet and all relevant documentation to this Allied Health Application.

	Has any insurance company ever declined, failed to renew, conditionally renewed or cancelled your professional liability policy?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No


	If yes, please list company, date and reason for this action below:

	Company
	Date
	Reason

	
	
	

	
	
	

	
	
	


	OUT OF STATE EXPOSURE

	Do you perform consultations outside the state of Indiana, including but not limited to the use of telecommunication technology as the medium for rendering medical services, medical opinions or medical advice (telemedicine or internet medicine)?
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	If “yes”, please indicate all states in which patients being treated reside.


	

	What percentage of your total practice does activity constitute?
	%


	COLLABORATIVE PHYSICIANS

	Type
	Name
	License Number

	
	
	

	
	
	


	ADDITIONAL CLAIM HISTORY INFORMATION

	Have you ever been involved in a law suit, proposed complaint or stated demand for damages arising out of a medical incident?
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	If yes, please fill out the included Specific Claim History Form for each claim.
	


	List all Medical Facilities where you have clinical privileges (if there are more than four (4), list them on an additional sheet

	Medical Facility (Name and Location)
	Year(s) in Practice

	
	

	
	

	
	

	
	


	OTHER PROCEDURES, MINOR SURGERY

	Identify the medical techniques/procedures you perform by indicating the number per month

	
	

	
	Biopsy, please specify  ______________________________________________________

	
	Cardiac Catherization

	
	Circumcision

	
	Chest Tube Placement

	
	Colonscopy/Endoscopy/Sigmoidoscopy/ERCP/EGD

	
	Complicated incision, removal of foreign body, subcutaneous tissue

	
	Debridement including removal of foreign material associated with open fractures/dislocations

	
	Debridement of extensive eczematous or infected skin, over 10% of body surface

	
	Debridement or removal of materials for treatment of necrotizing soft tissue infection

	
	Debridement skin, subcutaneous tissue, muscle and bone

	
	Excision of malignant lesions

	
	Excision of nail and nail matrix for permanent removal, and or with amputation of tuft or distal phalanx

	
	Excision of pilondal cyst or sinus

	
	Excision of skin & subcutaneous tissue for hidradenitis, either auxiliary, inguinal, perianal, perineal, or umbilical

	
	Introduction, insertion or removal of sclerosing solution, tissue expander, filling material, prosthesis, implantable contraceptive capsules, hormone pellets or non-biodegradable drug delivery implant

	
	Mryingotomy

	
	Repair or reconstruction of nail bed

	
	Swan Ganz Placement

	
	Vasectomy

	
	Any other procedure that you perform regularly as part of your specialty  _______________________________


	PRACTICE ACTIVITES

	Will you be scheduled to work at a separate location from your supervising physician?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	If “yes”, please give details on a separate sheet.
	
	

	Do you perform a physical examination?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	If “yes”, please give details on a separate sheet.
	
	

	Do you moonlight (work outside control of employer)?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	If “yes”, please give details on a separate sheet.
	
	


	ATTACHMENTS

	Please include copies of the following:

	1. Current Curriculum Vitae

	2. Collaborative agreement

	3. Current professional liability insurance declarations page

	4. Claim history (LOSS RUN)
5. Board Certificate

	


THE POLICY WILL BE ISSUED BY A RISK RETENTION GROUP.  A RISK RETENTION GROUP MAY NOT BE SUBJECT TO ALL OF THE INSURANCE LAWS AND REGULATIONS OF YOUR STATE.  STATE INSURANCE INSOLVENCY GUARANTY FUNDS ARE NOT AVAILABLE FOR A RISK RETENTION GROUP.

AGREEMENT, AUTHORIZATION AND REPRESENTATION

I, the undersigned, herby make application for Healthcare Professional Liability Insurance with Fort Wayne Medical Surety Company, Risk Retention Group (“Insurer”).
I agree: (a) to implement and comply with reasonable risk management and incident reporting programs for my private practice; (b) to actively participate in risk management and incident reporting programs in effect at any facility(ies) in which I practice or of any group of which I am a member; (c) to report claims and incidents as required by such programs in accordance with policy terms; and (d) to allow the program coordinator(s) for such programs to perform such inspections as may be necessary for the evaluation of potential liability exposures and claims.
I agree to provide updated information to Insurer of changes in the status of any licensure or staff privileges or of changes in medical techniques or procedures I perform within thirty (30) days of such changes.  I understand that failure to do so may result in policy cancellation.

I authorize any professional societies, prior or present business or medical associates, licensing boards, hospitals, governmental entities, corporations, partnerships, organizations institutions or persons that may have any record or knowledge concerning any of the statements made and answers given herein to release such information to Insurer upon request.

I authorize my present and prior professional liability insurance carrier(s) and any and all attorneys who have represented the undersigned in connection with any claim or professional liability to release to Insurer upon its request information regarding closed, pending or anticipated claims.  Further, I authorize the use of a copy of this authorization in place of the original.

I hereby represent that I have no knowledge of any professional liability claim, suit or stated demand for damages, except as specifically listed in this application or noted in response to any questions under the General Information section of the Application or attached page(s) to this Application, which has been asserted against me or any corporation, association or partnership for which I am making application. (Please note that no coverage can be provided under any policy issued for these claims or potential claims.  Notice of any such suit, demand for damages, occurrence or circumstance should be provided to your current carrier or program administrator if such notice has not already been given).

I understand that if claims-made coverage under any policy issued is terminated at any time, an extended reporting period (tail) may be purchased where elected in writing within the period stated in such policy.
The information contained herein is true, complete and correct to the best of my knowledge, information and belief.  I understand and agree that any policy the Insurer may issue will be issued in reliance upon the representations made in this Application.  I also understand that this Application, including the above Agreement, Authorization and Representation, will become a part of any policy so issued.  I understand that misrepresentations, omission, concealment of facts, or incorrect statements in this Application which are fraudulent, or material either to acceptance of the risk or to any hazard assumed by Insurer, may result in denial of coverage under the applied for insurance or any claim(s) arising therefrom.

Upon acceptance by Insurer, the Application, including the above Agreement, Authorization and Representation, will be made a part of any policy issued.


Signature of Applicant





Date

THE POLICY WILL BE ISSUED BY A RISK RETENTION GROUP.  A RISK RETENTION GROUP MAY NOT BE SUBJECT TO ALL OF THE INSURANCE LAWS AND REGULATIONS OF YOUR STATE.  STATE INSURANCE INSOLVENCY GUARANTY FUNDS ARE NOT AVAILABLE FOR A RISK RETENTION GROUP.

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






