
Somerset Square
80 Glastonbury Boulevard

P O Box 71
Glastonbury, CT  06033

860.633.7788
(CT only) 800.228.0287

Fax:   860.633.8237
(CT only) 800.403.3580

Connecticut Medical Insurance Company

Application for Corporate/Partnership Coverage - Claims Made  (Please type or print in ink)

A. PROFESSIONAL CORPORATION/PARTNERSHIP INFORMATION

 1.
Corporation/Partnership Name

 2.
Business Mailing Address (Street, City, State, Zip)

 3. Office Telephone No. 4. Office Fax No. 5. Office Manager

 6. President/Partner            7. This Practice is a 1. o Professional Corporation 2. o Partnership

 8. Names of any other practices for which you require professional liability insurance.  Attach a copy of all business letterhead(s).

a. b.

 9. Medical Specialty of Group

10. Please attach a copy of the incorporation papers for the practice .

B. COVERAGE INFORMATION

 1. Desired Effective Date  /    /

 2. Desired Retroactive Date   /              /

 3. Desired Limits of Liability* (circle one choice)

$1,000,000/$4,000,000 [7] $3,000,000/$6,000,000 [9]

$2,000,000/$5,000,000 [8] $5,000,000/$8,000,000 [C]

*Coverage will be issued for the lowest limits issued to a physician member of your group.

 4. List below the names of all shareholders, partners or physician employees.  If any individual physician is not and/or does not intend
to be insured by CMIC, please refer to question #5.

Shareholder/  Physician
 Partner’s  CMIC Employee’s  CMIC
   Name Policy #   Name Policy #

a. a.

b. b.

c. c.

 5. List below the names of physician members (including those with whom you contract for services) who do not intend to be insured
through CMIC.  For physicians not insured through CMIC, please attach a copy of his/her current professional liability Declarations
Page (facesheet).

  Independent
Physician Name Medical Specialty   Contractor? Yes/No

a.

b.

c.

CM9712-CPA-1



 6. How many of the following personnel are employed by your practice or provide services as an independent contractor for your practice?

[ ] Nurse Anesthetist* [ ] Physical Therapist [ ] X-Ray/Lab Technician

[ ] Student Nurse Anesthetist* [ ] Physician Assistant [ ] Medical Assistant

[ ] Nurse Midwife* [ ] Advanced Practice Registered Nurse/ [ ] Registered Nurse/Licensed Practical Nurse
Nurse Practitioner

*Must complete a separate application [ ] Other

 7. The medical personnel listed above are o  employees o independent contractors.  If independent contractors, attach a copy of his/
her current professional liability Declarations Page (facesheet).

8. Are the employees listed above under direct physician supervision at all times?   o  Yes  o  No -    If No, explain

C. UNDERWRITING/CLAIMS INFORMATION

 1. Has any insurance company ever cancelled, declined coverage or refused to renew your professional corporation or partnership
professional liability insurance?
o  Yes   o  No - If Yes, explain

 2. Has any claim or suit for alleged malpractice ever been brought against your professional corporation or partnership, or are you
aware of any circumstances that might reasonably lead to such a claim or suit?

a.   o  Yes   o  No - If yes, give full details below.

b. If yes, have all potential claims, claims or suits (regardless of merit) against your professional corporation or partnership been
reported to your current or prior professional liability carrier?   o  Yes   o  No

Patient’s Name                                                                                       Age of Patient                                                             Sex

Insurance Provider                                                                                                Date of Occurrence

Allegations

Status of claim, suit or incident                                                               Amount of settlement (or if pending, amount in reserve by carrier)
$

Please read the following carefully, then sign and date the application in the space provided below.

WE HEREBY DECLARE  that all statements and answers herein are full, complete and true to the best of our knowledge and belief, and
that we have not withheld or omitted any material circumstance or information concerning the subject matter of the questions asked.  WE
AGREE to notify the Connecticut Medical Insurance Company (the “Company”) promptly of any material changes in the information we
have provided herein.  WE UNDERSTAND that the statements and answers herein will be relied upon by the Company and are material
in determining whether insurance coverage will be issued or renewed.

DISCLOSURE AUTHORIZATION

WE AUTHORIZE all professional societies, prior or present business or medical associates, licensing boards, hospitals, governmental
entities, past or present professional liability insurers, organizations, institutions or persons that may have any record of knowledge
concerning any of the statements and answers made by us herein to release such information the Connecticut Medical Insurance Com-
pany and its representatives for use in making underwriting decisions or in considering risk management issues.  WE AUTHORIZE the
Company and such representatives to use a copy of this authorization in place of the original.

This authorization shall be valid for the period during which the entity is insured by or is seeking insurance from the Company.  We
understand that upon request, we (or a person authorized to act on our behalf) are entitled to receive a copy of this authorization.

Signature-President/Partner  Date

Underwriting Manager Approval  Date


