701 Rte. 73 S., Bldg. #2, Suite 105,
Marlton, NJ 08053

Phone: (856) 797-9996

Fax: (856) 797-9997

Allied health care professional liability home
health care application

The coverage is on a claims made and reported basis. Please read the coverage carefully.

1. Complete name of facility (applicant) (if other than parent firm, supply full details of ownership entity) (use
an additional sheet of paper if necessary)

Address

City State Zip
Contact name:

Title

Phone Website address Fax

List all other locations (use an additional sheet of paper if necessary)

2. In what state is the facility domiciled?

3. Applicantis:
a. Individual Partnership Corporation
Professional association Other:
b. Not-for-profit For-profit Both

4. Current accreditations or associations:
NAHC TAHC JCAHO
CHAP NHIPCO Other:
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5. Is the firm engaged in, owned by or associated with or controlled by any other business? Yes No
If yes, give details (use an additional sheet of paper if necessary)

6. Date established:

7. Does the applicant own (wholly or in part), operate or administer any other business Yes No
or other institution where medical services are customarily rendered?
If yes, give details:

8. Limits of liability desired for professional liability:

$100,000/$300,000 $250,000/$250,000 $500,000/$500,000
$1,000,000/$1,000,000 $1,000,000/$2,000,000  $1,000,000/$3,000,000
Other: $ $

Deductible desired:

$2,500 $5,000 $10,000 $25,000 $50,000 Other:

Maximum and minimum deductibles will be subject to underwriting approval.

9. Effective date desired:

10. Please list the individual shareholders or partners of the facility:

11. List states in which applicant is licensed to do business:

12. List gross revenues as follows:

. . . Gross revenues estimate for
Professional activities Gross revenues prior year
current year

Home health care services

Sale of medical supplies/equipment

Other (specify):
13. Does applicant have positive net worth? Yes No
14. Does applicant have sufficient working capital? Yes No
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15. State percentage of revenues derived from:

Estimated percentage of

Source Percentage of last policy year current year
a. Charitable contributions % %
b. Government funding % %
c. Fee for service % %
d. Other (specify): % %
16. Funding source Medicare Medicaid  Private pay Grants  Other:

17. Do you have any contracts with any of the following:
a. Hospitals? Yes No

If yes, what is the percentage of total revenues from this contract?
b. Nursing homes? Yes No

If yes, what is the percentage of total revenues from this contract?
c. Other entities? Yes No

If yes, what is the percentage of total revenues from this contract?

Describe:

18. Location and percentage where services are provided (total must equal 100%):

Private home %
Assisted living %
Hospital %
Clinic %
Nursing home %
Other (specify) %

19. State the number of patient encounters as follows (patient encounters refer to number of visits—not
number of patients):

Number for last 12 months Estimated number for next 12 months

20. Type of services provided along with the percentage (total must equal 100%):

Services Percentage

Skilled nursing care %
Personal care chore or companion %
Physical/occupational/speech therapy %
Infusion therapy %
Pediatric care %
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21. Please schedule all of your employees and independent contractors:

Independent
Discipline Employees contractors

No. of | No. of Annual Annual No. of Annual
full- part- hours payroll ' contractors | hours
time time worked worked

Administrator

Physician

Psychiatrist
Psychologist—Doctorate

Psychologist—
Bachelors/masters

Counselor—Other
Social and case workers
Occupational therapist
Respiratory therapist
Physical therapist
Speech therapist
Therapist aide
Nurse—RN
Nurse—LPN/LVN
Nurse practitioner
Nurse aide

Home health aide
Pharmacist

Pharmacy assistant

General clerical or
maintenance

Medical technician

Homemaker/Provider/Caregiver

a. Do aides and/or homemakers have CPR or first aid training? Yes No

b. Are all the above individuals licensed in accordance with applicable state and federal Yes No
regulations?

If no, attach an explanation

c. Is continuing education or staff development required for your employees? Yes No
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d. Do you place health care staff with other businesses? Yes No

If yes, what percentage of your revenues is derived from the placement of:

Nurse practitioners? %
Other health care providers? %
e. If you use subcontractors, do subcontractors carry their own coverage? Yes No
If yes, are limits of coverage equal to or greater than your limits? ves No
22. Please list the licenses/certifications held by the
facility:
Agency: Agency:
Issue date: Issue date:
Expire date: Expire date:
Hiring practices
23. Do you require signed applications on all prospective employees? Yes No
24. Do you verify all professional qualifications, licenses and certifications? Yes No
25. Do you conduct a personal interview with prospective employees and non-employees? Yes No
26. Do you require professional and personal references on each employee? Yes No
27. Do you conduct a criminal background check? Yes No
28. Do you provide training and orientation for new employees? Yes No
29. Do you follow up on any pending license suspensions or revocations or any pending Yes No

disciplinary actions?

30. Do you ask if there have been any professional liability or work-related claims made against  yes No
the applicant in the past?

31. Do you have written job descriptions? Yes No

32. Do you require drug/alcohol screening? Yes No

Risk management/Loss control

33. Is there a written, formalized Risk Management Program? Yes No
34. Is there a written, formalized Quality Assurance Program? Yes No
35. Do you have a standard system to handle a patient’s complaints or suggestions? Yes No
36. Do you practice universal precautions? Yes No
37. Do you have a Quality Assurance Department? Yes No
38. In case of an emergency is management available 7 days a week, 24 hours a day? Yes No
39. Do you have policies and procedures in place regarding medications? Yes No
40. Are nursing charts maintained regularly? Yes No
41. Do you regularly check employees’ licenses and certifications? Yes No
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General liability

42. Complete the following for any owned or leased premises (use a separate sheet of paper if needed):

Location address Square footage

Owned Leased
Owned Leased
Owned Leased
43. Are you required to name your landlord or any other business as an additional insured? Yes No
(If yes, please list name and address of each and state interest. Use separate sheet if required.)
Name Address Interest
44. Do you supply or sell any medical supplies or equipment to patients or clients? Yes No
45. Do you rent or lease or supply any medical or therapeutic equipment to patients or clients? Yes No

If the answer to Question 44. or 45. above is yes, please complete the following:

Category | Expendable ltems—intended for one

time use and then disposed Annual sales: $

Non-Expendable Items—including Annual sales: $

hospital beds, bathroom safety bars,

Category Il portable toilets, lifts or hoists, _
ambulatory aids (excludes diagnostic = Annual rental receipts: ~ $
treatment equipment devices)

Diagnostic or Treatment Devices— Annual sales: $

including oxygen and other medical

Category lll ' gasses used in conjunction with _
respiratory therapy (excluding Annual rental receipts:  $
ventilators)

Life sustaining or critical monitoring

Category IV = €quipment or devices—including
dialysis or heart/lung machines, all
monitors

Annual sales: $

46. Do you install, service or demonstrate products or equipment? Yes No
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Insurance and claim information

47. Do you currently carry the following:
a. Professional liability insurance? Yes No
List the professional liability insurance carried by the firm for each of the past five years including periods of
no coverage

Policy period o Claims
Insurance Limit of

From: To: Deductible made or Premium

company liability

MM/DD/YY MM/DD/YY occurrence?

If claims made, what is the retroactive date/prior acts date on your current policy?

b. Commercial general liability insurance? Yes No

If yes, list the commercial general liability Insurance carried by the firm for each of the past five years
including periods of no coverage.

Limit of .
Policy period Carrier liability Deductible SIS M Premium
or occurrence

BI/PD

If claims made, what is the retroactive date/prior acts date on your current policy?

Claims history

48. Yes No
a. Have there been any professional/general liability claims or incidents made against you,
any employee or former employee, the applicant or anyone proposed for this insurance,
in the last five years?

If yes, how many?
If yes, please complete a Claim/Circumstance Supplement for each claim.
b. Are you or anyone proposed for this insurance aware of any facts or circumstances Yes No
which might give rise to a professional/general liability claim or complaint?
If yes, how many?
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If yes, please complete a claim/circumstance supplement for each incident.

c. Are you or anyone proposed for this insurance aware of any charges, inquiries, Yes No
investigations, grievances or other administrative hearings in the last five years or
currently?
If yes, how many?

If yes to any, please complete a claim/circumstance/administrative hearings supplement
for each.

d. Was prior professional/general liability coverage ever canceled or nonrenewed (other Yes No
than being nonrenewed due to the carrier no longer writing these coverages) (not
applicable to Missouri applicants

If yes, please explain reason for nonrenewal or cancellation:

Note: The applicant understands and agrees that if any facts, incidents or circumstances exist which may
reasonably give rise to a claim under this proposed policy, then any claims arising from such facts, incidents or
circumstances are excluded from coverage.

Please include the following information with your submission:

1. Copy of any advertising brochures or advertisements

2. Copy of a sample client/patient services contract

3. Resumes/CVss for all key personnel, principals, executives, medical directors and/or administrators if
established less than three years

Most current financial statement

Currently valued loss runs for the past five years

Fully completed claim supplements for all claims

Proof of medical malpractice insurance for all physicians and nurse anesthetists

If sexual abuse coverage is desired—complete sexual abuse supplemental application

© © N o 0 A

Copy or description of the step-by-step procedure that is followed to obtain criminal background information
on prospective employees
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Signature section and other information

Note: Please recheck all answers and sign below. Coverage cannot be bound without signature or if this
application is incomplete.

The undersigned represents to the best of his or her belief and knowledge, after reasonable inquiry and due
diligence, the statements set forth in this application and any supplements thereto are true and correct

The undersigned declares that any claim, incident or circumstance taking place prior to the effective date of the
insurance applied for will immediately be reported in writing to the insurer. As a result, the insurer may withdraw
or modify any outstanding quotations and/or authorization or agreement to bind the insurance.

The signing of this application does not bind the undersigned to purchase the insurance, nor does the review of
this application bind the insurance company to issue a policy.

The applicant understands and agrees this application and any supplements thereto shall be incorporated into
any policy that may be issued and the underwriters are relying on the truth of the statements set forth herein in
making a determination to issue any policy. The applicant also understands and agrees this application for
coverage does not mean any requested coverages, limits or deductibles shall be granted in fact; underwriters
must agree to any requests whether in the application or otherwise.

The undersigned individual represents he or she is duly authorized and empowered to make this application,
including the representation, on behalf of the applicant or any individual who may seek coverage under any
binder or insurance policy issued in reliance hereon.

Fraud warning: 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.

Fraud warning (Applicable in Tennessee and Washington): It is a crime to knowingly provide false, incomplete
or misleading information to an insurance company for the purpose of defrauding the company. Penalties
include imprisonment, fines and denial of insurance benefits.

Applicable in the state of New York: 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 containing any fact material thereto, commits
a fraudulent insurance act, which is a crime, 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.

Name of
applicant

Signature and Title of Principal
(must be owner, partner or officer)

Print Name and Title of
Principal Signing Above

Date:
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