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Allied Health Insurance Program – New Business Application
Coverage provided by: Amlin

NOTICE: THIS IS A CLAIMS MADE POLICY.  EXCEPT TO SUCH EXTENT AS MAY OTHERWISE BE PROVIDED HEREIN, THE COVERAGE OF THIS POLICY IS LIMITED TO LIABILITY FOR ONLY THOSE CLAIMS THAT ARE FIRST MADE AGAINST YOU AND REPORTED IN WRITING TO US DURING THE POLICY PERIOD.  PLEASE READ THE POLICY CAREFULLY AND DISCUSS THE COVERAGE THEREUNDER WITH YOUR INSURANCE AGENT OR BROKER.

I. APPLICANT INFORMATION

a) Applicant Name:_______________________________________________________________________________________
(if more than one entity/subsidiary, please attach description and % owned for each)
	
b) Address:______________________________________________________________________________________________
Street							PO Box
	            
 	            ______________________________________________________________________________________________
			City 				State		Zip		County (Required)
c) Website:______________________________________________________________________________________________
d) Requested Effective Date: ______________________________
e) Retroactive Date:_____________________________________
f) Total Number of Employees:_____________________________
Coverage Requested: 
|_|Professional Liability      |_|General Liability     ☐	Hired & Non-Owned Auto Liability   ☐Employee Benefits Liability
☐Sexual Abuse & Molestation

II. PROFESSIONAL LIABILITY INFORMATION
Please provide the projected gross revenue for the next 12 months. “Revenue” is the amount generated from the sale of goods and services.  
	
	Projected Revenue
	
	Projected Revenue

	Acupuncture Clinic
	
	Dental Clinic
	

	Adult Day Care
	
	Diagnostic Imaging Center
	

	Allied Health School
	
	Dialysis Center
	

	Ambulance (Non-Emergency)
	
	Durable Medical Equipment
	

	Blood Bank
	
	Home Health Care
	

	Chiropractic Clinic
	
	Hospice Care (Outpatient)
	

	College/University Health Ctr
	
	Hospice Care (Inpatient)
	

	Community Health Clinic
	
	Laboratory
	

				
	Projected Revenue

	Medical Spa*
	

	Mental Health Clinic
	

	Optometry Clinic
	

	Pharmacy
	

	Rehab Center (Phys/Occ/Speech)
	

	Rehab Center (Alcohol & Drug)
	

	Weight Loss Center
	

	Other*:_____________
	


	*Please complete the Medical Spa Supplement
	
Medical Director:
Name:______________________________________________________________________________________
Does the Medical Director have direct patient care exposure?	Yes |_|   No |_| 
Does the Medical Director carry a separate Professional Liability coverage?	Yes |_|   No |_|     

	Staff
	EMT
	RN
	NP
	Therapist
	PA
	Techs
	LPN / LVN’s
	Other:
________
	Other:
_____

	Employee
	
	
	
	
	
	
	
	
	

	Contractor
	
	
	
	
	
	
	
	
	

	Volunteer
	
	
	
	
	
	
	
	
	



Do you require physicians, surgeons, nurse anesthetists/nurse midwives, dentists and/or independent contractors
	to carry their own Professional Liability Insurance? 	Yes |_|   No |_|   
	If yes, please indicate the limits required:________________________________________________________

III. GENERAL LIABILITY INFORMATION

a) Number of locations in which services are provided:_____________________________________________
Please list the address for each location: ____________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________

IV. OTHER EXPOSURES:
Are there any current or past Professional or General Liability exposures not disclosed in this application?	Yes |_|   No |_|  
  If yes, please describe:_____________________________________________________________________________________
  _______________________________________________________________________________________________________

V. RISK MANAGEMENT:
a) Does you facility have a written Risk Management or Patient Safety Program?	Yes |_|   No |_|  
b) Do you have a system to document and report incidents, adverse events and complaints?	Yes |_|   No |_|  
c) Check all hiring/screening procedures that apply:
	Staff
	Verified Education
	Previous Employers
	Personal References
	Hospital Privileges
	Pending License Suspensions / Disciplinary Actions
	Work Related Claims
	Criminal Background Checks

	Employee
	
	
	
	
	
	
	

	Contractor
	
	
	
	
	
	
	

	Volunteer
	
	
	
	
	
	
	


	
VI.   NON-OWNED AUTO LIABILITY
a) How many of the applicant’s staff (employees and/or independent contractors) drive their own vehicles during the course of business (driving to multiple work sites per day, running errands on behalf of the applicant and/or clients)?  _______________
b) Does the applicant require Employees and Independent Contractors to carry their own automobile liability insurance coverage?    |_|Yes   |_|No
If yes, do they require proof of at least state minimum limits of liability prior to hire and annually?  |_|Yes   |_|No
c) Does the applicant pull and review Motor Vehicle Reports as a condition of employment?       |_|Yes   |_|No
(Please attach current MVR’s)
If yes, is this done prior to hire and annually for all Employees and Independent Contractors?   |_|Yes   |_|No
d) Do any of the applicant’s Employees or Independent Contractors provide client transportation services?  |_|Yes   |_|No
e) Has the applicant ever been notified of a claim arising from an automobile incident involving an employee driver who was driving during the course of providing services for your business?    |_|Yes   |_|No
       If yes, provide details on a separate sheet including incurred claim cost.

VII. EMPLOYEE BENEFITS LIABILITY
a) Does the Applicant have at least one individual in charge of administration and oversight of Employee Benefit Programs?
   ☐Yes       ☐No
b) Does the Applicant have a loss or accident control program?    ☐Yes      ☐ No
c) For programs permitting employees the option to enroll in the program, does the Applicant require a signed acceptance or rejection from each employee?      ☐Yes      ☐No


VIII. SEXUAL ABUSE & MOLESTATION
a) Does the applicant check the National Sex Offender Registry for all employees, contractors and volunteers?  Yes ☐    No ☐
b) Does the applicant care for any clients under the age of 18?  Yes ☐    No ☐
If yes, what percentage of clients are under the age of 18? _________
c) Are there written procedures to monitor staff in day-to-day relationships with clients, both on and off premises? Yes☐ No☐
d) Is there formal staff training on sexual abuse, including how to recognize the signs?  Yes ☐      No ☐
e) Have any incidents resulted in an allegation of sexual or physical abuse?  Yes ☐      No ☐
If yes, please explain: __________________________________________________________________________________


IX. LOSS INFORMATION: 
a) Are you aware of any circumstance, accident or loss which may result in a claim under this insurance
coverage that has not been reported to your current or prior carrier? 	Yes |_|   No |_|  
If yes, please describe:__________________________________________________________________________________
____________________________________________________________________________________________________
b) Have any claims ever been made against the applicant or any person proposed for this insurance? 	Yes |_|   No |_|  
If yes, please describe:__________________________________________________________________________________
____________________________________________________________________________________________________

FRAUD WARNINGS
NOTICE TO APPLICANTS:  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 ACT, WHICH IS A CRIME AND MAY SUBJECT SUCH PERSON TO CRIMINAL AND CIVIL PENALTIES.
NOTICE TO ALABAMA APPLICANTS:   ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR WHO KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO RESTITUTION FINES OR CONFINEMENT IN PRISON, OR ANY COMBINATION THEREOF.
NOTICE TO ARKANSAS, NEW MEXICO AND WEST VIRGINIA APPLICANTS:  ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT, OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.
NOTICE TO COLORADO APPLICANTS: IT IS UNLAWFUL TO KNOWINGLY PROVIDE FALSE, INCOMPLETE, OR MISLEADING FACTS OR INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE COMPANY.  PENALTIES MAY INCLUDE IMPRISONMENT, FINES, DENIAL OF INSURANCE. AND CIVIL DAMAGES.  ANY INSURANCE COMPANY OR AGENT OF AN INSURANCE COMPANY WHO KNOWINGLY PROVIDES FALSE, INCOMPLETE, OR MISLEADING FACTS OR INFORMATION TO A POLICYHOLDER OR CLAIMANT FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE POLICYHOLDER OR CLAIMANT WITH REGARD TO A SETTLEMENT OR AWARD PAYABLE FROM INSURANCE PROCEEDS SHALL BE REPORTED TO THE COLORADO DIVISION OF INSURANCE WITHIN THE DEPARTMENT OF REGULATORY AUTHORITIES.
NOTICE TO DISTRICT OF COLUMBIA APPLICANTS:  WARNING: IT IS A CRIME TO PROVIDE FALSE OR MISLEADING INFORMATION TO AN INSURER FOR THE PURPOSE OF DEFRAUDING THE INSURER OR ANY OTHER PERSON.  PENALTIES INCLUDE IMPRISONMENT AND/OR FINES.  IN ADDITION, AN INSURER MAY DENY INSURANCE BENEFITS IF FALSE INFORMATION MATERIALLY RELATED TO A CLAIM WAS PROVIDED BY THE APPLICANT.
NOTICE TO FLORIDA APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD, OR DECEIVE ANY INSURER FILES A STATEMENT OF CLAIM OR AN APPLICATION CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF A FELONY OF THE THIRD DEGREE.
NOTICE TO KANSAS APPLICANTS:	ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD, PRESENTS, CAUSES TO BE PRESENTED OR PREPARED WITH KNOWLEDGE OR BELIEF THAT IT WILL BE PRESENTED TO OR BY AN INSURER, PURPORTED INSURER, BROKER OR ANY AGENT THEREOF, ANY WRITTEN, ELECTRONIC, ELECTRONIC IMPULSE, FACSIMILE, MAGNETIC, ORAL, OR TELEPHONIC COMMUNICATION OR STATEMENT AS PART OF, OR IN SUPPORT OF, AN APPLICATION FOR THE ISSUANCE OF, OR THE RATING OF AN INSURANCE POLICY FOR PERSONAL OR COMMERCIAL INSURANCE, OR A CLAIM FOR PAYMENT OR OTHER BENEFIT PURSUANT TO AN INSURANCE POLICY FOR COMMERCIAL OR PERSONAL INSURANCE WHICH SUCH PERSON KNOWS TO CONTAIN MATERIAL FALSE INFORMATION CONCERNING ANY FACT MATERIAL THERETO; OR CONCEALS, FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO COMMITS A FRAUDULENT INSURANCE ACT. 
NOTICE TO KENTUCKY APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE 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.
NOTICE TO LOUISIANA APPLICANTS:  ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.
NOTICE TO MAINE APPLICANTS:  IT IS A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE COMPANY.  PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR A DENIAL OF INSURANCE BENEFITS.
NOTICE TO MARYLAND APPLICANTS:  ANY PERSON WHO KNOWINGLY OR WILLFULLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR WHO KNOWINGLY OR WILLFULLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.
NOTICE TO MINNESOTA APPLICANTS:  A PERSON WHO FILES A CLAIM WITH INTENT TO DEFRAUD OR HELPS COMMIT A FRAUD AGAINST AN INSURER IS GUILTY OF A CRIME.
NOTICE TO NEW JERSEY APPLICANTS: ANY PERSON WHO INCLUDES ANY FALSE OR MISLEADING INFORMATION ON AN APPLICATION FOR AN INSURANCE POLICY IS SUBJECT TO CRIMINAL AND CIVIL PENALTIES.
NOTICE TO NEW YORK APPLICANTS: 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.
NOTICE TO OHIO APPLICANTS: ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATING A FRAUD AGAINST AN INSURER, SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT IS GUILTY OF INSURANCE FRAUD.
NOTICE TO OKLAHOMA APPLICANTS: WARNING: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE ANY INSURER, MAKES ANY CLAIM FOR THE PROCEEDS OF AN INSURANCE POLICY CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF A FELONY (365:15-1-10, 36 §3613.1).
NOTICE TO OREGON APPLICANTS: 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, MAY BE GUILTY OF A FRAUDULENT ACT, WHICH MAY BE A CRIME AND MAY SUBJECT SUCH PERSON TO CRIMINAL AND CIVIL PENALTIES.
NOTICE TO PENNSYLVANIA APPLICANTS: 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 SUBJECTS SUCH PERSON TO CRIMINAL AND CIVIL PENALTIES.
NOTICE TO TENNESSEE, VIRGINIA AND WASHINGTON APPLICANTS: IT IS A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE COMPANY. PENALTIES INCLUDE IMPRISONMENT, FINES AND DENIAL OF INSURANCE BENEFITS.
NOTICE TO VERMONT APPLICANTS:  ANY PERSON WHO KNOWINGLY PRESENTS A FALSE STATEMENT IN AN APPLICATION FOR INSURANCE MAY BE GUILTY OF A CRIMINAL OFFENSE AND SUBJECT TO PENALTIES UNDER STATE LAW.
THE UNDERSIGNED DECLARES TO THE BEST OF HIS OR HER KNOWLEDGE THAT THE STATEMENTS SET FORTH HEREIN ARE ACCURATE, TRUE AND COMPLETE. THE UNDERSIGNED AGREES THAT IF THE INFORMATION SUPPLIED ON THIS APPLICATION CHANGES BETWEEN THE DATE OF THIS APPLICATION AND THE EFFECTIVE DATE OF THE INSURANCE, HE/SHE (UNDERSIGNED) WILL IMMEDIATELY NOTIFY THE COMPANY OF SUCH CHANGES, AND THE COMPANY MAY WITHDRAW OR MODIFY ANY OUTSTANDING QUOTATIONS, AUTHORIZATION OR AGREEMENT TO BIND THE INSURANCE.
SIGNING OF THIS APPLICATION DOES NOT BIND THE APPLICANT OR THE COMPANY TO COMPLETE THE INSURANCE, BUT IT IS AGREED THAT THIS APPLICATION SHALL BE THE BASIS OF THE CONTRACT SHOULD A POLICY BE ISSUED, AND IT WILL BE ATTACHED TO AND BECOME PART OF THE POLICY.
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Signed 	
                      	(Applicant)
Date 	
Title 		
	(must be signed by authorized officer)		

Agent/Producer 	
License Number 	
Address __________________________________
            ___________________________________ 


Business Risk Partners
2 Waterside Crossing, Suite 102 | Windsor, CT 06095
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