CAKE

PROFESSIONAL LIABILITY ASSOCIATION

RISK RETENTION GROUP, INC.

Submitted by: Med PLUS, LLC

Agency: _ 9555 W.Sam Houston Pkwy
Suite 355

Address: . Houston, Texas 77099

' Tel: 713 995 1842 Fax:713 995 0692
City

APPLICATION FOR PROFESSIONAL LIABILITY INSURANCE FOR
PHYSICIANS AND SURGEONS

THIS IS FOR A CLAIMS MADE AND ASSERTED POLICY

APPLICANT'S INSTRUCTIONS:

If you have a Curriculum Vitae (resume) please attach it to the application and check here

Answer all questions; If a question is not applicable, state “NOT APPLICABLE”

If Space is insufficient to answer any questions fully, attach a separate sheet.

The Application must be signed and dated by the applicant.

It the answer to any question is none, state “NONE”.

Please do not complete the application earlier than 45 days before proposed effective date of coverage.

SANRA b ol S e

(PLEASE TYPE OR PRINT IN INK)

1. A. Full Name of Individual Applicant: (Include professional degree)

degree:
B. Date of Birth Place of Birth
C. AreyoualU.S. Citizen? If “no” please indicate your status and entry into USA on separate sheet.
Include a copy of your current Permanent Visa
2. A. Principal Office:
No. Street City County State Zip

Phone #

B. Other Offices (if any)

Phone:

Phone:

3. A. Limits of Liability desired:
(Limits in policy will govern coverage)

4. Desired Effective Date (12:01 a.m.):




I practice as: Solo Practitioner (unincorporated) Professional Corporation

solo Practitioner (incorporated) Partnership
Employee of (name:) Professional Corporation
Other (Describe)

If you practice other than as an employee or an unincorporated solo practitioner:

A. List the names of ALL your partners, your employees or members of your professional association or
corporation who practice medicine and their current insurance carriers:

B. Provide the formal corporate, association, partnership or business name:

C. Attach a copy of your letterhead
List all states where you are licensed to practice:

Permanent or Temporary?

Permanent or Temporary?

Permanent or Temporary?

Other States (if any) -

8. A. List hospitals at which you are currently a staff member and show % of work at each hospital.

Yoge
Joge
Yoge
Joge
B. Briefly describe type and extent of your hospital privileges:
Permanent Temporary Permanent Temporary
C.  Are you Chief or Head of a hospital department? Yes No

9. Do you or the firm listed in Question 6.B. above own (wholly or in part), operate or administer any hospital,
nursing home or other institution where medical services are customarily rendered?

If “yes” provide details, including name, location, size and number of beds.



CURRENT PRACTICE

10. A. What is your medical or surgical specialty?
B. Do you limit your practice to the above specialty?
If no, then explain (include detail on all sub-specialties)

11. Do you perform one or more of the following:
A. Endoscopic procedures (other than sigmoidoscopy or proctoscopy)?
If “yes” describe

B. Catheterization (other than swan-ganz, umbilical cord or urethral catheterization or arterial line in a
peripheral vessel)?
If “yes” describe:

C. Arteriography / lymphangiography / myelography / pneumoencephalography?

D. Interventional radiology-percutaneous transluminal angioplasty or embolizalion?

E. Radiation therapy~deep (includes radium implants)?
F. Chemobrasion / dermabrasion / hair transplants or suturing of hairpieces?

G. Mohs micrographic surgery? If “yes” describe:

H. Acupuncture (for analgesia) or Acupuncture anesthesia? If “yes” describe:

Pre-natal care and normal deliveries?

H!——l

Episiotomies?

Managing Toxemia?

Low Forceps?

Cesarean Sections?

Mid Forceps?

Amniocentesis in the third trimester?
Breech Delivery

Dilation and curatage?

Needle biopsies? Describe:

“ ® O PO Z Z IR

Electroshock therapy or hypnosis? if “yes” describe:




T. Radial keratotomy&/or Laser surgery? if “yes” indicate where performed
Hospital
Office
Surgi~center

U. Experimental procedures or research or drug testing? If “yes” describe in detail with
attachments, if appropriate

12. Do you perform any one or more of the following:

A. Surgery other than incision of boils and superficial abscesses or suturing skin and superficial facia?

B. Sterilization procedures? if “yes” describe:

C. Cosmetic plastic surgery, cosmetic body contouring (suction lipectomy), implantations, injections and/or
blepharopigmentation? Describe:

Please also complete Cosmetic Surgery supplement to this application.

D. Spinal surgery or chemonucleolysis?

E. Open reduction of fractures? If so, describe:

F. Administration of general spinal or caudal block anesthesia?
G. Vaginal Hysterectomies

H. Abdominal Hysterectomies?
I.  Office Gynecology?

J.  Endometrial biopsy?

K. Cervical Biopsy?

L. Cervical Cautery?

M. Culdocentesis?

N. Cold Conization Cervix?

O. Tubal Litigation?

P. Salpingectomy?

Q. Oophorectomy?

R. A&P Repair

S. Ectopic Pregnancy?

T. Laparoscopy?




U. Tonsillectomies and/or Adenoidectomies?

V. Organ Transplantations? if “yes” describe

W. Weight reduction surgery?

X Sex change operations? if “yes™ describe
Y. Experimental surgery or surgical research? if “yes” describe
Z. Other surgery? if “yes” describe

13. A. Do you employ, contract with or cover midwives?

B. Do you perform home or non~hospital deliveries? if “yes” explain

C. Do you perform surgery in your office? if “yes” list surgical procedures:

D. Do you perform surgery in other non-hospital facilities? if “yes” list facilities and surgical
procedures.

Do you perform therapeutic abortions in the first trimester?
Do you perform therapeutic abortions after 12 weeks?

Total number of abortions performed monthly on your patients

o

Total number of abortions performed monthly on other patients.

I. List hospitals, clinics or other facilities where you perform abortions

J. In course of surgery (described in A or B above) is general anesthesia administered
1. Byyou?
2. By others?

14. Al.Indicate number of hours per month devoted to hospital emergency room care:
A2 How many patient do you see each month?:

B. Is this emergency room care: 1. On your own patients only?
2. Required for staff privileges?
3. Other (detail)

15. Do you assist in surgery:

A. On you own patients?






