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 HEALTH CARE FACILITY 
 PROFESSIONAL LIABILITY INSURANCE APPLICATION  
  

 
 
 
 
 
 
 
 
IMPORTANT 
 
Processing of this application will be delayed if it is not completed in its entirety and the requisite 
attachments are not included. 

 
 
 
 
 
 
 

1999 Marcus Avenue, Suite 200 
Lake Success, New York  11042 

Telephone:  (516) 616-2500   Fax (516) 775-4224 
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 PHYSICIANS' RECIPROCAL INSURERS 
 HEALTHCARE FACILITY 
 PROFESSIONAL LIABILITY INSURANCE APPLICATION 
 
 
 
PART I - APPLICANT  
 
1. Name of Facility:  
 
2. D/B/A:  
 
3. Main Location:  
 
4. Number of years at main location:  5. Facility Tax I.D. Number                                       
 
6. Additional locations to be covered:  
   
  
 
7. Are there plans to add on to the present location or add other locations within the next 12 months?  If 
    "Yes", please describe: 
  
 
  
  
8. Type of ownership:        Partnership      Corp.  Sole Proprietorship       P.C.     Other   
9. Operating as:     For Profit      Non Profit   
10. Contact person:       Title:  
11.  Phone:    Fax:  
   
PART II - LIABILITY LIMIT AND DEDUCTIBLE OPTIONS 
 
1.      �   Primary   
         �   Excess    
 
2. Claims-Made  �     Coverage Period     Retroactive Date: 
    Occurrence    �      Coverage Period 
3. LIABILITY LIMITS REQUESTED 
                            
    Per Occurrence     
     
     Aggregate   
 
4. DEDUCTIBLE (Check only one): 
 
       No deductible. 
      Flat deductible applicable only toward indemnity expenses. 
    $100,000 minimum  $200,000  Other $ 
              $150,000   $250,000  
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PART II A  - INSURANCE PROFILE (FIVE YEARS) 
 
1. Primary Professional Liability Coverage  Failure to complete will delay the process of the application 

  
 
 

 
 Current 
 Year 

 
 1 Year 
 Prior 

 
 2  Years 
 Prior 

 
 3 Years 
 Prior 

 
 4 Years 
 Prior 

 
 5 Years 
 Prior 

 
Year 

 
 

 
 

 
 

 
 

 
 

 
 

 
Carrier 

 
 

 
 

 
 

 
 

 
 

 
 

 
Limits 

 
 

 
 

 
 

 
 

 
 

 
 

 
Premium 

 
 

 
 

 
 

 
 

 
 

 
 

 
Policy 
Type/ 
Form 

     Occurrence 
     Claims-       
     Made          
     

     Occurrence
     Claims-       
     Made          
     

    Occurrence
    Claims-       
    Made          
     

    Occurrence
     Claims-      
     Made         
      

    Occurrence 
     Claims-      
     Made         
      

    Occurrence
     Claims-      
     Made         
      

 
Is there a self-insurance trust fund? If  "Yes", please indicate limit: 
 
2. Excess Professional Liability Coverage 

  
 
 

 
Current Year 

 
1 Year Prior 

 
2 Years Prior 

 
3 Years Prior 

 
4 Years Prior 

 
5 Years Prior 

 
Year 

 
 

 
 

 
 

 
 

 
 

 
 

 
Carrier 

 
 

 
 

 
 

 
 

 
 

 
 

 
Limits 

 
 

 
 

 
 

 
 

 
 

 
 

 
Premium 

 
 

 
 

 
 

 
 

 
 

 
 

 
Policy 
Type/ 
Form 

     Occurrence 
     Claims-       
     Made          
     

     Occurrence
     Claims-       
     Made          
     

     Occurrence
     Claims-       
     Made          
     

     Occurrence
     Claims-       
     Made          
     

     Occurrence 
     Claims-       
     Made          
     

     Occurrence
     Claims-       
     Made          
     

         
Is there a self-insurance trust fund? If "Yes", please indicate limits:  
 
 
 
PART III - SERVICES PROVIDED 
 
1. Number of current annual outpatient visits:  
 
 
1a. Number of projected annual outpatient visits in next 12 months: 
 
 
 
 
 
 
 



AC-1  (5/95, rev. 10/98, rev. 4/01, rev. 6/02,rev.11/02,rev. 3/04) 3

 
PART III - SERVICES PROVIDED (continued) 
 
 
2.  Please check all services provided: 
 
Abortion            Drug Detox.       Ophthalmology     Rehab Svs           
AIDS Tx.       Emergency           Optometry             Surgery (Minor)     
Anesthesia-local       ENT                  Orthopedics         Surgery (Major)     
Anesthesia-gen'l      Family Planning    Oral Surgery          STDÕs        
Audiology      Gynecology        Pediatrics              Urology        
Dental        Laboratory         Pharmacy             Counseling        
Dermatology     Mammography       Plastic Surgery      Other:  
Dialysis        Methadone Tx        Podiatry           
Diabetes     Obstetrics         Radiology           
      
3.  If the facility provides community services (ie: health fairs, immunization clinics), please describe and    
    include all locations where services are provided. 
 
 
 
4.  Do any clinic physicians provide in-patient care for your clinic patients or does the entity (wholly or in  

part) own, operate or administer any facility that provides such inpatient services?         If ÒYesÓ, describe: 
 

 
 
5.  Are non-clinic patients admitted and treated by your physicians?   If ÒYesÓ, describe 
 
 
 
Please answer questions 6 through 8 if LASIK surgery is performed at the clinic. 
 
6.  Does the center advertise and accept Òwalk-inÓ patients?    

If ÒYesÓ, please describe and include any marketing materials with this application. 
 
 
 
7.  Are Ówalk-inÓ patients provided with detailed information prior to surgery that addresses the various 

complications associated with LASIK surgery?   If ÒYesÓ, please describe 
 
 
 
8.  If anyone other than a physician enters data, does the physician, before commencing with surgery, 
     check to ensure that data is correct? If ÒYesÓ, please describe the process and identify 

  those employees responsible for entering data. 
  
 
 
 
PART IV - ADMINISTRATIVE/PROFESSIONAL STAFF 
 
1. Name of Medical Director: (include copy of cv with application): 
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2a. Please list Employed Physicians (include Medical Directors and Dentists): 
                      Coverage  

     Board      Years Employed       Required? 
  Name    Specialty Certified           F/T     P/T       At Facility      Yes or No 
 
 
 
 
 
 
 
2b. Is the facility provided medical malpractice coverage under the ÒFederal Tort Claims Act? (FTCA)Ó 

Yes          No    If ÒYesÓ, please provide a list of physicians that are covered by the FTCA. 
 

3.  Please list Professional/Support Staff: 
 
Title    Number     F/T    P/T Title   Number     F/T    P/T 
Anesthetist      Optometrist      
CNP       O.R. Technician     
CRNA       Pharmacist     
Midwife       Physical Therapist    
Physicians Assistant     Occupational Therapist    
R.N.       Speech Therapist     
L.P.N.       Radiology Tech.     
HHA       Scrub Nurse     
PCA       Social Worker     
Medical Assistant      Dialysis Technician    
       Clerical      
 
* Please include a list of other prof essional/support staff that are not on the above list, and include the 
number and f/t or p/t status.  
 
PART V - LICENSING/ACCREDITATION 
 
1. Is the facility JCAHO or AAAHC accredited?   Yes        No  
    Accreditation period:      to   
    If ÒNoÓ, when does the facility expect to get accredited?   
 
2. Is the facility licensed under Article 28 of the New York State Public Health Law?  Yes        No   
    If  ÒNoÓ, under what Article of the PHL is the facility operating under? 
 
 
3. Is the facility accredited by the American College of Radiology?   Yes       No   
    Accredited period:                                 to  
 
4. Does the facility hold a DOH certificate of qualification for radiation?  Yes        No    
   Certificate from:                                     to   
 
5. Are all radiology technicians certified/licensed?  ARRT         State     
 
6. Has the facility been accredited for diagnostic ultrasound?   Yes         No    
    Accrediting body:        Accreditation period:          to                                    
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7.  If applicable, are physicians required to attend training in ultrasound or show evidence of training. 
 
 
8. Are sonographers ARDMS certified or eligible for certification?  (Please circle one)   Certified   Eligible 
   If eligible, when is certification expected to be completed?  
 
9. If applicable, is the facility laboratory accredited by CAP?   Yes        No      
     Accreditation from:    to  
 
10. Do you have any pending investigations being conducted by any city, state or federal agency?   
Yes        No      If ÒYesÓ, describe:  
 
  
 
  
 
PART VI Ð CONTRACTUAL AGREEMENTS 
 
Are there contractual agreements in place, whereby the facility either receives or provides medical 
services?        Yes        No     If ÒYesÓ, please provide a copy of each agreement 
  
 
PART VII - PROFESSIONAL STAFF CRE DENTIALING/EMERGENCY EQUIPMENT 
 
1. Is the professional staff either CPR, BCLS/ACLS and/or PALS certified?  
    If ÒNoÓ, please explain:   
     
 
 
2. Is the facility equipped with one or more emergency "code" carts?    Yes       No     
    If ÒYesÓ, indicate how many:  
 
3. Describe the system that is in place for inspecting the cart(s): 
 
 
 
4. What is the policy and procedure for transporting of critical patients to a health care facility? 
     (include any agreements and indicate distance between facilities) 
     
 
     
 
 
PART VIII - PROCEDURES RELATED TO PATIENT FOLLOW-UP 
 
1. If the facility provides mammography screening, what is the manner of follow-up in 
    the case of abnormal findings? 
    
       
 
2. If applicable, which member(s) of the professional staff provides instruction on self-breast examination? 
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3.  Indicate the manner of follow-up in cases of other radiologic and laboratory abnormalities: 
    
 
 
4. Indicate the manner of follow-up when a patient has been referred out for treatment: 
 
 
     
 
  PART IX - QUALITY ASSURANCE/RISK MANAGEMENT 
 
1. Does the current QA program also address Risk Management?          If ÒNoÓ, please explain 
 
     
 
2. Who is responsible for implementing this program?  
3. Is a peer review committee in place?  
4. Is there a credentialing committee in place? 
5. Who is responsible for medical records review?       
6. How often are medical record reviews done:  
7. What type of documentation is kept on medical record reviews? 
 
 
8. How/where are medical records stored: 
      
   
 
9. What is the process for sequestering records: 
 
  
 
 
PART X - HAZARDOUS MATERIAL 
1. Submit the facilities protocol for disposal of hazardous waste. 
2. Submit safety protocol if facility utilizes radiation. 
3. Indicate location of oxygen cylinders or other gas cylinders if utilized by facility: 
  
 
PART XI - ADDITIONAL INFORMATION AND DOCUMENTS TO ACCOMPANY APPLICATION 
 
1.  Copy of the most recent Department of Health survey, including the Plan of Correction. 
2. Complete copy of the most recent JCAHO or AAAHC accreditation report. 
3. Copy of the most recent CAP survey, if applicable. 
4.  Copy of current state license. 
5.  Copies of Certificates of Insurance for physicians covered under individual policies. 
6.  If applicable, completed PRI applications on all physicians to be covered under the facility policy. 
7.  Copies of any contracts with independent physician groups. 
8.  Current annual and financial reports. 
9.  Any claims audit or actuarial audit that has been completed in the past ten years. 

10.  Public relations materials, brochures, etc. 
11.  List any acquisitions and divestitures for the past ten years. 
12.  Copies of any hold harmless agreements. 
13.  Copy of Certificate of Incorporation (Articles of Organization). 
14.  Copy of loss runs for the last ten (10) years. 
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NOTICE 

 
Applicants considering claims-made coverage must take note of the following: 
 
A claims-made policy provides no coverage for claims arising out of incidents, occurrences or alleged 
wrongful acts which took place prior to the retroactive date stated in the policy. 
 
The policy covers claims actually made against the insured and incidents reported while the policy 
remains in effect and all coverage under the policy ceases upon the termination of the policy, except for 
the mandatory automatic extended reporting period of sixty (60) days, unless the insured purchases 
additional extended reporting period coverage which will provide coverage for an unlimited time period 
without any gap in coverage. 
 
The rates for extended reporting period coverage will be based on the rates in effect at the time of 
termination of coverage and such rate may be subject to substantial increase over the rates currently in 
effect.  The average statewide percentage changes, and the effective dates, of each rate revision which 
PRI has implemented in this State during the five (5) year period immediately preceding the effective date 
of the policy will be provided upon the written request of the insured.  Such past changes may or may not 
be indicative of future rate changes. 
 
Unless the insured purchases extended reporting period coverage in addition to the mandated automatic 
extended reporting period of sixty (60) days, there will be no coverage provided for claims-made or 
incidents reported after such period of sixty (60) days. 
 
During the first few years of coverage on a claims-made basis, the annual rate is comparatively lower than 
occurrence rates, however, such annual rate increases significantly, independent of overall rate level 
increases, until the claims-made relationship reaches maturity. 

 
 

 
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 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. 
 
Signature:       
  
Name (please print):   
 
Title:    
 
Date: 


