








PART IV - ADMINISTRATIVE/PROFESSIONAL STAFF (continued)

2a. Please list Employed Physicians, Medical Directors and Dentists.

Coverage
Board Years Employed Requested?
Name Specialty Certified FIT PIT At Facility Yes or No
O
o 0
O O
o 0O

2b. Is the facility provided medical malpractice coverage under the “Federal Tort Claims Act? (FTCA)”
COYes [ONo If“Yes”, please provide a list of physicians that are covered by the FTCA.

3. Please list Professional/Support Staff:

Title Number FE/T P/T Title Number F/T P/T
Anesthetist O 0O Optometrist o O4d
CNP O O O.R. Technician O O
CRNA O O Pharmacist a a
Midwife a a Physical Therapist O O4d
Physicians Assistant O O Occupational Therapist O O
R.N. O O Speech Therapist O O
L.P.N. O (| Radiology Tech. O O
HHA O O Scrub Nurse O O
PCA O O Social Worker o 0O
Medical Assistant O O Dialysis Technician O O
Clerical O O

PART V - Investigations

Do you have any pending investigations being conducted by any city, state or federal agency?
Yes[d No[d If“Yes”, please describe:

PART VI - If applicable, send updated copies of the following:

= Copies of Certificates of Insurance for physicians covered under individual policies.

= |f applicable, completed PRI applications on all new physicians to be covered under the facility
policy.

= Current annual and financial reports.

= Copy of loss runs for the last five (5) years, valued within the last 90 days.

ADDITIONAL INFORMATION AND DOCUMENTS TO ACCOMPANY APPLICATION

Most recent Department of Health survey, including the Plan of Correction.

Most recent JCAHO or AAAHC accreditation report.

Most recent CAP survey, if applicable.

Current state license.

Copy of new hold harmless agreements and/or contracts with independent physicians group.

agrwNE
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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:

IMPORTANT: Please do not submit without
signature. Thank you.
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