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                   HEALTHCARE FACILITY PHYSICIAN APPLICATION                       
          
1. Name:         MD     DO 
     
    Address:  
     
    City     ST    ZIP 
 
2. Name of Clinic/Center:  
 
    Address:  
 
2a. Date of Hire:  
 
3. Medical Specialty currently practiced:           3a. Subspecialty:  

 
4. Medical School:      Country of Medical School:    Date of Graduation: 
 
5. a) Place of Internship:      Date of Completion:  
 
    b) Place of Residency:      Date of Completion:   
 
    c) Place of Fellowship:       Date of Completion:   

**Explain any gaps in time from date of medical school graduation to completion of residency in #26 COMMENTS**  
 
6.   Are you board certified in your specialty?             Yes            No     If No, are you board eligible?          Yes           No 
6a. Are you board certified in your subspecialty?       Yes            Not    If No, are you board eligible?          Yes           No 
 
7. NYS License Number          Permanent             Temporary         7a. E.C.F.M.G. #, if applicable:  
 
8. Social Security Number       9. Date of Birth:   
 
10. How many hours per week do you work on behalf of the Clinic/Center?  
 
11. What are your specific responsibilities and duties in regard to the work you perform for the Clinic/Center?   
 
                  
 
12. Do you have admitting privileges at any area hospitals?                    Yes          No. If Yes, please list in #26 Comments  
13. Do you admit clinic patients for inpatient treatment?                 Yes          No. If Yes, provide the number of annual admissions  
14. Do you wish coverage to extend to clinic patient admissions?         Yes  No  
15. Do you perform any surgery on behalf of the Clinic/Center?   Yes   No.   If Yes, explain in comments 
16. Do you administer any anesthesia on behalf of the Clinic/Center?   Yes   No.   If Yes, explain in comments 
 
17. Do you now or intend to in the future, to supervise or perform any of the following procedures on behalf of the Clinic/Center? If yes, indicate how many 
times per year: 
     Yes      No     Yes      No 

Acupuncture      Isotope Therapy    
 AIDS Treatment      Laparoscopy    
 Amniocentesis      Mammographs    
 Angiography      Myelography    
 Aspiration of Cyst of Breast     Needle Biopsy    

Breast biopsy      Neonatal Care    
Catheterization      Obstetrics    
Cervical Biopsy      -prenatal or postpartum   
Cervical Cautery      -deliveries or surgery   
Chemotherapy      Peripheral nerve block   
Closed reduction/fx.     Peritoneal Dialysis       

 Colonoscopy      Pneumoencephalography   
Dermabrasion/Chemabrasion     Polypectomy by endoscope   

  Dilation & Curettage (D&C)     Proctoscopy    
Duodenoscopy      Radiotherapy    
Endometrial Biopsy     Sigmoidoscopy    
Esophagoscopy      Splinting/casting of   
Foreign Body Removal from Eye    non-displaced Fx.’s      

 Gastric Bubble       Sterilization Operations   
Insertion of IUD      Repair of Laceration not   
Invasive Diagnostic Tests     involving Nerve or Tendon   
       Terminations of Pregnancy   
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18. Have you ever had a malpractice claim or suit filed against you?         Yes           No.  If Yes, explain details in #26 Comments. 
 
19. Has any government agency ever investigated, revoked, suspended, restricted or taken any other action against either your narcotics license or your license 
to practice?  Yes   No.  If Yes, explain details in #26 Comments. 
 
20. Have you ever been convicted of a crime?      Yes            No.  If Yes, explain details in #26 Comments. 
 
21. Have you ever had any privileges at any hospital or institution reduced, revoked, restricted or suspended?          Yes         No.  If Yes, explain details in # 26 
Comments. 
 
22. Do you have any health problem, illness or physical condition that impairs or could tend to impair your ability to practice your medical specialty?  
         Yes          No.  If Yes, please submit a letter from your treating physician addressing your state of health and whether any condition exists which 
could adversely affect the practice of your medical specialty. 
 
23. Have you ever had professional liability insurance refused, declined, cancelled or accepted on special terms?         Yes          No.  If Yes, explain details in 
#26 Comments. 
 
24. Name of your current malpractice insurer (if none, indicate “none”):   
      Limits of Liability:                    Effective Dates:      Policy #: 
 
25. Does this Malpractice Policy cover you for acts at the Clinic/Center? Yes No 
 
26. COMMENTS: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I do hereby warrant the truth of any statements and answers mentioned herein, and that I have not misrepresented or withheld any information which is 
calculated to influence the judgment of the Exchange in considering this application for professional liability insurance. 
 
AGREEMENT: I understand that this insurance will only cover me for my professional services performed at the addresses indicated on the declarations page 
of the Named Insured’s policy. 
 
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. 
 
______________________________________  __________________ 
Physician’s Signature     Date 
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