Somerset Square

80 Glastonbury Boulevard
P O Box 71
Connecticut Medical Insurance Company Glastonbuly, C7 99033
(CT only) 800.228.0287
Fax: 860.633.8237
(CT only) 800.403.3580
Www.cmic.biz

12.

13.

Application for Physicians Professional Liability Insurance - Claims Made (Please type or print in ink)

PERSONAL INFORMATION

Applicant Name (First, Middle, Last, Professional Designation)

3.
Business Mailing Address (Street) Home Address (Street)
(City, State, Zip) (City, State, Zip)
Office Manager Name 5. Office Telephone No.
Office Fax No. 7. Home Telephone No. 8. E-mail
Date of Birth / / 10. Social Security No. - - 11. Sex M O F O

Names of business(es) which you own or for whom you work - include names under which you are doing business (DBA)

a.

(Name) (Location)

(Name) (Location)

Have you ever applied to or been insured by CMIC in the past? O Yes OO No

CURRENT PRACTICE INFORMATION

Connecticut Medical License No. Expiration Date / /

DEA License No. 3. Connecticut Controlled Substance No.

Business Organization (check each of the following that applies to your practice)
1. O Solo Unincoporated or Independent Contractor 4, O Partner
2. O Sole Shareholder Corporation 5. O Professional Corporate Shareholder

3. O Employee of a group or individual 6. OO Other (describe)

Name of corporation, solo corporation, partnership, DBA or employer, if applicable.

As a sole shareholder, is coverage for your entity or business organization desired? [0 Yes [0 No Entity will share your limits.
Attach incorporation documents.



10.

11.

12.

13.

14.

Are you a member in good standing of the Connecticut State Medical Society? [0 Yes O No O Pending

Desired Effective Date / / (Effective date of coverage must be subsequent to the date this application
is received by CMIC)

Do you practice in whole or in part outside the state of Connecticut or read or interpret diagnostic tests that were performed outside
the state of Connecticut? [0 Yes O No

If Yes, where? State County

a. How many hours per week do you practice out-of-state?
b. How may patients per week do you see out-of-state?

¢. How many diagnostic tests do you read or interpret each week that were performed out-of-state?

d. What percentage of your total practice is out-of-state? %

a. Please list below all hospitals where you hold or are applying for 10. b. Please send Certificate(s) of Insurance
privileges and the percentage of hospital time worked at each. to the following entities:
Percentages should add up to 100%.

Name % Name

How many of the following health care professionals* are employed by you or your solo corporation?

___ Certified Registered Nurse Anesthetist (CRNA) _ Physical Therapist
__ Student Registered Nurse Anesthetist (SRNA) __ Optician

__ Reqgistered Nurse Midwife __ Podiatrist

___ Physician Assistant _____ Other

Advanced Practice Registered Nurse/
Nurse Practitioner

*CMIC can provide a separate policy and limits of liability. A separate application for coverage is required.

Are you in compliance with all State Regulations related to collaboration with or supervision of the health care professionals you
employ? O Yes O No

Do you employ or contract services with any physicians? [0 Yes [0 No
If Yes, please attach a copy of his/her current professional liability Declarations Page (facesheet) and complete below.

Name Specialty

Employee? [1Yes [ No

Employee? [JYes [ No

Do you properly maintain and/or operate all computer hardware, computer software, related computer products or computerized data
that you own, lease, license or process? [0 Yes OO No



C. EDUCATION

Complete this section or attach a copy of your Curriculum Vitae

1. Name and Location of Medical School

Year Graduated

If foreign medical school graduate, are you certified by the Educational Council for Foreign Medical Graduates?

O Yes 0O No —If No, explain

2. Subject and location of medical residency(s) and fellowship(s) served

From L L To / /
From L L To / /
Date residency completed / / Date fellowship completed / /

3. Name all the places where you have practiced (excluding residency or fellowship training)

From / / To L /
From / / To L /
D. COVERAGE INFORMATION
1. Medical Specialty 2. Sub-Specialty
Board Certified O Yes O No Board Certified [ Yes [0 No
Name of Specialty Board Name of Specialty Board
Date of Certification / / Date of Certification / /
Date of recertification (if applicable) / / Date of recertification (if applicable) / /

3. List all professional liability insurance companies that have provided coverage for you in the past five years.

From L / To / /

From L L To / L

4.  Current professional liability insurance company

5.  Current form of insurance: 0 Occurrence [0 Claims Made Attach a copy of your current Declarations page (facesheet).

- When changing insurance carriers, it is not always necessary to buy an “Extended Reporting Period Endorsement” (“tail* coverage)
from your existing carrier. Under many circumstances, purchasing “Prior Acts” coverage from your new carrier can be as effective
and substantially less expensive than purchasing “tail” coverage. If you are currently insured for professional liability for a practice in
Connecticut under an individual claims made policy, you may be eligible for Prior Acts coverage through CMIC. If you are interested
in purchasing Prior Acts coverage, please talk to a CMIC representative.

*Prior Acts coverage provides coverage for claims first made and first reported after the cancellation date of your coverage with your
current carrier and the commencement of your policy with CMIC arising out of treatment rendered since the retroactive or prior acts
date of your current policy. CMIC Prior Acts coverage does not cover claims or suits of which you are aware or have reason to be
aware prior to the effective date of your coverage with CMIC. Nor does Prior Acts coverage include coverage for potential claims or
suits arising out of acts or omissions that you knew or had reason to know, prior to the effective date of your coverage with CMIC,
might reasonably lead to a claim or suit. These matters must be reported to your current carrier prior to the effective date of your
coverage.



CMIC Prior Acts coverage does not cover claims or suits of which you are aware or have reason to be aware prior to your
effective date with CMIC. Nor does the policy include coverage for potential claims arising out of acts or omissions in the
rendering of medical treatment that you knew or had reason to know, prior to your effective date with CMIC, might
reasonably lead to a claim or suit. These matters must be reported to your current company prior to your effective date
with CMIC. You should always request confirmation in writing from that company that it will cover claims arising out of
these reports.

Desired retroactive date / /

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]

How many hours per week do you practice?

If 20 hours or less per week, you may be eligible for a part-time practice discount upon completion of an additional questionnaire.
Do you have a position for which no coverage is required under the CMIC policy or which you are already otherwise insured?

O Yes O No - If Yes, provide the name of the hospital or other institution that provides the coverage and initial employment date.

Name Initial Employment Date

RATING INFORMATION

Indicate percentage of practice
All Physicians & Surgeons

Acupuncture __ Hand Surgery ___ Orthopedic Surgery

_______ Botox Injections ______ Laparoscopic Surgery _______ Thoracic Surgery
___ Cardiovascular Surgery ____ Laser Hair Removal __ Urological Surgery
_______ General Surgery _____ Liposuction ______Useof l.V. Conscious Sedation
_____ Gynecological Surgery ___ Neurological Surgery ___ Vascular Surgery
Ophthalmologists
_______ Ophthalmic Surgery ______ Lasik Surgery

Otolaryngologists, Plastic Surgeons & Dermatologists
Endoscopic Sinus Surgery Phenol Facial Peel, Dermabrasion
Head & Neck Surgery (includes cancer surgery except biopsy of neck lymph nodes and endoscopy)

Plastic Surgery (includes facelift, otoplasty, rhinoplasty and any cosmetic maneuver associated with nasal septoplasty)

Indicate number performed annually

Family Practice Physicians, Obstetricians & Gynecologists

Obstetrical deliveries Prenatal Care Only VBAC (Vaginal Birth After C-section)
Radiologists
Radiation Oncology Nuclear Medicine Interventional Radiology

Cardiologists

Cardiac Catheterization or Percutaneous Intra Aortic Balloon Insertion Electrophysiology Studies



F. CLAIMS INFORMATION

TO BE COMPLETED BY ALL APPLICANTS

1. Are you aware of ANY circumstances, including but not limited to the following, that might reasonably lead to a claim or suit being
brought against you even if you believe the claim or suit would be without merit:

a. Patient or attorney request for records for reasons other than workers' compensation or
P Yool o (= a0 ol [= 11 1 01 TR USSR RPR PR O Yes O No
b. A letter from an attorney regarding your medical treatment of @ patient;.............cociiiiiii i O vYes O No
c. Intra-operative complications or other complications resulting in death, paralysis or
OLNET GISADIITIES; .. veeeee ettt et et e e e et e et e et e e e e eaeeeese e et e e e eeeeeenmeeeeneeeaseeneneeaeeeneneeemneennneenneeenneeeaneenneenneennns O Yes O No
d. Patient or family member has expressed significant dissatisfaction with the medical care
YOU PIOVIAEM;.....veeteeiititictet ettt ettt ettt e b e s bt ese st ese b e s s et e b ebe b ese et e se et e s s e bt e ea et e et essebe s et e eseseebessabe st ese s eseerens O Yes O No
e. You are currently or were treating a patient who is suing another physician or hospital
TOI tNE SAIME trEAIMENT AL ISSUE, ... vveeeeeeeeree et ee st eeeeeeeesesee st e eseeeereesereeseseesseeeeseesseeseseesseeaaseeaseeeaseesaseesaneenneenseesareesns O Yes O No
f.  Patient or family member has filed a complaint against you with the Department of Public Health or other agency; [ Yes [0 No
g. Any other circumstance that might reasonably lead to a Claim OF SUIt?...........cooiiiiiiiiiiiee e OYes O No
2. Has any claim or suit for alleged malpractice EVER been brought against YOou ............cccoceiiriinieienienece e O Yes O No
If any Yes answers to the above questions, complete the following sections. /
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)

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)

3.  Ifyou answered yes to questions 1 or 2, have all potential claims, claims or suits (regardless of merit)
been reported to your current or a prior professional liability COMPANY?..........ccveiiieiiiecie e OYes O No




G.

UNDERWRITING INFORMATION

Please explain, on a separate sheet, any Yes answers.

1.

10.

11.

12.

13.

14.

Has any hospital or other health care facility ever denied, suspended, non-renewed, revoked,
declined or in any way restricted your privileges or has probation ever been invoked?............ccccocveviieiiiccie e OYes O No

Have you ever voluntarily agreed to surrender your hospital or other health
CArE fACHILY PrIVIIEGES?......ecveeetieecte ettt ettt ettt et e et et e et eseebeseebe s ebe s ebesaessebessebessebe s ebesbessebensebansesassessatessebensarennas OYes O No

Have you ever voluntarily agreed to modify your hospital or other health care facility privileges?.........ccccoooeiiieniieniens OYes O No

Has your medical license ever been suspended, revoked, voluntarily
surrendered or has probation or any limitations ever been iNVOKEA? ............cccviviiiiiiiiiccee e OYes O No

Has your narcotics license ever been suspended, revoked, voluntarily
surrendered or has probation or any limitations ever been iINVOKE? ..o O Yes O No

Have you ever signed a consent order or consent agreement with a
state health department, state licensing board or other governmental body? ..........cccooiiiiiii i OYes O No

Have you ever been investigated by a state health department, state licensing
board or other gOVEINMENLAl DOUY? .........c.oiiiiiiiiiiiei ettt sttt bebe s sesbesesbesesbe s esessesessesserensatannas OYes O No

Have any complaints ever been registered against you with any employer, medical
association/society, specialty board, hospital or other health care facility or
state licensing authority or other governMeENntal DOAY? ...........oouiiiiieiii ettt e s e snaeeees O Yes O No

Have you ever been denied certification by a specialty DOAIA? ..........c.ooouiiiii i OYes O No

Has any insurance company ever cancelled, non-renewed, denied you professional liability

insurance or offered you professional liability insurance only on special or restricted terms? .........cccccevoienieiienieennns OYes O No
Have you ever been arrested for any criminal offense in the past ten years, excluding misdemeanors?...................... OYes O No
Are any of the action in Items 1-11 above currently under iINVEStgatioN?............cciveiie et OYes O No

Do you now or have you ever had any defect, iliness or disorder, whether physical, mental or
emotional, that limits or impairs, has limited or impaired or COULD limit or impair your ability to
PIACHCE 10 @NY UEGIEE? .....cveviveetiieteeiete ettt ettt ete st ete et e et e st et et ebe st ese st ese et essebessebe st ebesbese st eba s ebesbessebensebensebessesessesserensatennas OYes O No

Do you now or have you ever had a drug or alcohol addiction or dependenCY?.........coooueeiiierieenie e OYes O No

ASSIGNMENT OF RIGHT TO CANCEL COVERAGE

| assign to my employer both the right to cancel my policy and the return of any unearned premium due to policy changes for
which my employer has paid the premium (e.g. termination of coverage, limit decrease, etc). However, | do request that copies
of all correspondence, formal notices, etc. be sent to me at the last address of record.

This may be revoked by me at any future time by sending written notice to Connecticut Medical Insurance
Company, P.O. Box 71, Glastonbury, CT 06033

Initial Here




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

| HEREBY DECLARE that all statements and answers herein are full, complete and true to the best of my knowledge and belief, and that |
have not withheld or omitted any material circumstance or information concerning the subject matter of the question asked. | AGREE to
notify the Connecticut Medical Insurance Company (the "Company") promptly of any material changes in the information | have provided
herein. 1 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.

| AUTHORIZE the release and exchange of information regarding my insurance coverage and any changes herein between the Company
and any and all hospitals where | have privileges or any other entity to which the Company provides a Certificate of Insurance. This
authorization does not create any obligation for the Company to release or exchange such information.

DISCLOSURE AUTHORIZATION

I AUTHORIZE all professional societies, my prior or present business or medical associates, licensing boards, hospitals, governmental
entities, past or present professional liability insurers, corporations, partnerships, organizations, institutions or persons that may have any
record of knowledge concerning any of the statements and answers made by me herein to release such information the Connecticut
Medical Insurance Company ("Company") and its employees, officers, agents, directors and other representatives for use in making
underwriting decisions or in considering risk management issues. | 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 | am insured by or am seeking insurance from the Company. | understand that
upon request, | (or a person authorized to act on my behalf) am entitled to receive a copy of this authorization.

Signature of Applicant Date

Underwriting Manager Approval Date



