O New [JRenewal Effective Date:

ALLIED HEALTH CARE FACILITIES
COMMON APPLICATION

Some of the coverages being applied for are Claims Made. If there are questions concerning these

coverages, please contact your insurance agent.

Instructions:

A. Please read the instructions carefully. Complete and submit all requested information and/or required attachments. This
application and all materials submitted shall be held in confidence.

B. All application questions must be fLiIIy answered. If a question does not apply, please write "N/A".

C. If more space is needed, continue on a separate sheet of the applicant’s letterhead and indicate the question number.

D. Please review Section VI. Professional Services on page 5 of this application. You may be required to complete a
supplemental application in addition to this Common Application in order to secure coverage.

E. To this application, please attach copies of:

1. Marketing or Advertising brochures or descriptive materials provided to clients.

2. Latest annual financial statement.

3. Claim loss runs for the past 5 or more years for all coverages being applied for, in Excel if available
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If the applicant is a new business submit professional qualifications (i.e. resume or c.v.) of each owner, partner,
officer and key employee.

5. Most recent state survey reports, licensure reports and accreditation survey reports as applicable.
6. Quality Improvement/Risk Management plan

F. This application must be completed, signed and dated by a principal of the business.

Name of Applicant (legal name):

GENERAL INFORMATION:

Corporate Address:

City: State: Zip Code: County:

Mailing Address: (if different)

Corporate Contact: E-Mail Address:

Tel. Number: () Fax Number: ( ) Website:

Named Insured: Provide names and descriptions of all legal entities that are intended for coverage under the policy
being applied for. If more space is required, provide by attachment. Please fill in all sections.

Name Description % Owned Date Retroactive
Acquired Date
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ALLIED HEALTHCARE FACILITIES
COMMON APPLICATION

B. Description of Services provided:

C. Physical Premises: Please list below all buildings the applicant owns, controls or occupies. Attach a separate schedule
if more space is needed. Address must include street address, city, state, zip code and county.

Address Total Usage/ | No. of Type of Sprinkler | Smoke Central | Owned
Sq. Ft. Occup. | Stories Construction System | Detectors | Alarm or
(e.g., Frame /Fire | Y/N YN yN | Leased
Resistant / Brick)

D. What states is the applicant operating in?

E. If the applicant provides management services, describe in detail the management services performed for others:

F  Who has a financial interest in the applicant’s facility?

G. Does the applicant own any other business not shown on this Application? [dYes [JNo
If Yes, explain:

H Gross Revenue:

Projected Current Year 1 Year Prior 2 Years Prior 3 Years Prior

Gross Revenue | $ $ $ $ $

I How many years has the applicant been in operation? years

J  Within the next 12 month period, does applicant plan to:

1. Obtain another operation or entity? (dYes [ONo
2. Add to the number of employees? OYes [ No
3. Expand the number of locations? [OYes [INo
4. Eliminate/add current services? [OYes [ONo
5. Operate in other states? OYes [ No

K Within the past five years has the applicant acquired, sold, or discontinued any
operations? [OYes [No

If the response was “Yes” to K. and L. provide details on a separate sheet of paper.
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ALLIED HEALTHCARE FACILITIES
COMMON APPLICATION

L. Where does the applicant provide services for the client? Must equal 100%
[1 Applicant’s locations % [ Patient's Home % [ Long Term Care Facility %

] Hospital % ] Mobile Facility % [ Schools %
(] Jail/Prison % [ Other % Explain

M.. Indicate percentage of children/adolescent patients:

N. Are all services provided by a medical prescription or physician order? OYes [ No.

If No, what services do not require medical prescription or a physicians order?

O. Applicant is: (check appropriate boxes)

[ For Profit [ Non-Profit [0 Governmental Entity [J Sole Partnership
[ Corporation [ Professional Association [] Partnership [ Franchise
[ Other: Describe:

P. Organizational Accreditation/Certification/Licensure

1. Accredited? JYes [No
If Yes, by whom and specific to what operation?

2. Certified? [OdYes [ONo
If Yes, by whom and specific to what operation?

3. Licensed? OYes [ONo

If Yes, by whom and specific to what operation?

4. Has the applicant’s accreditation, certification or license been suspended or revoked?[ ] Yes [] No

If Yes, explain:

COVERAGE REQUESTED: (check all that apply)

Coverage requested to be effective on:

A. Professional Liability:
[J Claims Made - Retroactive Date:

Limits of Liability: $ each claim / aggregate

[J Deductible or [1 Self Insured Retention Amount $
Does the state the applicant is operating in have a Patient Compensation Fund? [(JYes []No
If yes, is the applicant currently enrolled in the Patient Compensation Fund? [JYes [1No

B. Commercial General Liability

Check one: [] Occurrence [] Claims Made — Retroactive Date:

Limit - Each Claim (cannot exceed PL limit) $

Limit - Fire Damage Limit of Liability (Any one Fire)  $

Limit - Products-Completed Ops Aggregate Limit $

Limit - General Aggregate (Other than Products) $

[] Déductible or [] Self Insured Retention Amount $
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ALLIED HEALTHCARE FACILITIES
COMMON APPLICATION

C. Umbrella Liability *
OvYes [ONo Limit: $
*Submit Umbrella Accord Application for this coverage

CsL

D. Employee Benefit Liability

Limits of Liability: $ each claim /

aggregate

1. Is this optional coverage desired?
Are benefit plans administered jointly by management and union?
If Yes, indicate type of plan:

Yes [No
dYes [No

On programs permitting the option to enroll, does the applicant require a signed
written acceptance or rejection from each employee?

If No explain:

O Yes [JNo

Is the business corporation or organization subject to the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA)

a.
separate sheet of paper why not.

If the response was “Yes”, has the applicant, to the best of your knowledge,
complied with the written notice requirements of that act?

5. Total number of Employees?

lil. PREVIOUS PROFESSIONAL LIABILITY COVERAGE:

[JYes O No

If the response was “No” and there are more than 20 employees explain on a

[JYes [JNo

Current Year First Prior Year Second Prior Year

Insurance Company
Policy Number
Limits of Liability
Deductible or Self- 0O Deductible 0O Deductible O Deductible
Insured Retention O Self-Insured Retention O Self-Insured Retention [ Self-Insured Retention
and Amount

$ $ $ 7
Coverage Form O Occurrence O Occurrence O Occurrence

O Claims-Made 0O Claims-Made O Claims-Made
Retroactive Date
Policy Period
Premium
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ALLIED HEALTHCARE FACILITIES
COMMON APPLICATION

IV. PREVIOUS COMMERCIAL GENERAL LIABILITY COVERAGE

Current Year First Prior Year Second Prior Year

Insurance Company
Policy Number
Limits of Liability
Deductible or Self- O Deductible [ Deductible O Deductible
Insured Retention O Self-Insured Retention O Self-Insured Retention O Self-insured Retention
and Amount

$ $ e
Coverage Form 0O Occurrence O Occurrence O Occurrence

O Claims-Made O Claims-Made O Claims-Made
Retroactive Date
Policy Period
Premium

V. PREVIOUS UMBRELLA LIABILITY COVERAGE

Current Year First Prior Year Second Prior Year

Insurance Company
Policy Number
Limits of Liability
Deductible or Self- 0O Deductible O Deductible 0O Deductible
Insured Retention O Self-Insured Retention O Self-Insured Retention O Self-Insured Retention
and Amount

$ $ $
Coverage Form O Occurrence O Occurrence O Occurrence

O Claims-Made O Claims-Made O Claims-Made
Retroactive Date
Policy Period
Premium

VI. PROFESSIONAL SERVICES

A. Indicate all services provided by providing the information in the right column. This information is the basis for rating
the submission. If the response was “Other”, provide receipts and treatments. Information given should be projected
numbers for the next 12 months. “Visits” are defined as the number of patients entering the facility for health related
services per year. DO NOT tally the number of departments visited or the number of procedures or treatments
performed. “Beds” are defined as the average number of occupied beds.

Risk Classification

PROJECTED NEXT 12 MONTHS

Ambulatory Surgery Center — Complete Supplemental Application N/A
Behavioral Health Services - Complete Supplemental Application N/A
Blood/Plasma Bank Services — Complete Supplemental Application N/A
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