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APPLICATION FOR
BUSINESSENTITY PROFESSIONAL LIABILITY INSURANCE
CLAIMSMADE POLICY

IMPORTANT: The Applicant is applying for CLAIMS MADE COVERAGE. For the Applicant’s
own protection, report to the Applicant’s CURRENT insurer BEFORE ITS CURRENT POLICY
EXPIRES ANY:

Incident which might lead to a claim;

Request for medical records;

Unfavorable result in treatment;

Knowledge of a patient or family member who might consider bringing a claim against the Applicant.

[] A corporate representative with the power to personally bind the Applicant must per sonally
complete this application.
] Business entity coverage is available only where all physicians and healthcare professionals
employed by, belonging to, under contract with, and/or having privileges at, the Applicant are  insured
by MPM.
] Please type or print legibly in black ink.
[] Applicant MUST attach the declarations page of its current policy.

[ ] Applicant MUST report all circumstances that might reasonably be expected to result in a claim or suit,
even if the Applicant believes that the claim or suit would be without merit.

] If the Applicant or claimant knowingly presents a false or fraudulent claim for payment of a loss or
benefit or knowingly presents false information for insurance is guilty of a crime and may be subject to dines
and confinement in prison.

] Every question must be answered. If a question does not apply, mark “N/A” (not applicable).

] If space is insufficient for a complete reply, please attach a separate sheet.

L] Incomplete answers and/or missing attachments may delay the processing of the Applicant’s

application.

] This is an Application only. Completion of this Application or its receipt by MPM or an agent or broker
does not bind MPM to issue a policy to the Applicant. Before coverage can be bound or a policy issued,

this Application must be approved by MPM’s underwriting department and the initial payment must be received
by MPM or its agents.

Missonri
Professionals
Mutual

WWW.mpmins.com 12/29/2008 Version



http://www.mpmins.com/
http://www.keanegroup.com/

THIS APPLICATION WILL BE ATTACHED TO AND FORM A PART OF ANY POLICY THAT MAY BE ISSUED.

I GENERAL INFORMATION

Please identify a contact person the Company may contact relating to the information contained in this application as
well as future claims or incidents.

Contact Name:
Title:
Telephone Number:

Applicant authorizes the Company to release and discuss all information contained in this application and any
information relating to any future claim or incident to the person the Applicant has designated as its contact above.

1. | Name of Business
Entity (“Applicant”)

Total Annual Gross S

Receipts
Total Annual Payroll | $
Primary Office
Address
(Number and Street) (City) (State) (Zip) (Country)
Primary Office
Telephone Numbers ( - - « - - ( - -
(Main Office Number) (Back Office Number) (Office Fax)
Secondary Office
Address
(Number and Street) (City) (State) (Zip) (Country)
Secondary Office
Telephone Numbers « - - « - - ( - -
(Main Office Number) (Back Office Number) (Office Fax)
Email
@
Type of Business [_] Corporation [] Limited Liability Company
(please check all that | [_] Limited Liability Partnership [] Professional Association
apply) [] Not-For-Profit []Unincorporated Partnership
[ ]Unincorporated Sole Proprietorship [ ]Other:
. POLICY OPTIONS
2. | Desired Effective
/ /
Date
3. | Limit of Liability [ ] $100,000/$300,0000 ] $200,000/$600,000
per occurrence / ] $500,000/$1,000,000 ] $500,000/$1,500,000
annual aggregate []$1,000,000/$1,000,000 []$1,000,000/$3,000,000
4. | Does the Applicant L]YES [ INO
want prior acts
coverage?

If the Applicant’s current policy is or any previous policies are claims-made and Applicant cancels the policy
without purchasing an extended reporting endorsement (tail coverage), there will be no coverage for any claim from
any act or omission that took place during that period of claims- made coverage. However, Applicant may apply for
a policy with a retroactive date back to the first day of the Applicant’s previous claims-made policy.

Prior Acts Coverageisnot granted automatically. Therefore, it isimportant that the Applicant keepsits
present coverage current and in force so that the Applicant does not forfeit itsright to purchasetail coverage
from itspresent carrier. Even if prior acts coverageiswritten, it will not cover any claims, conduct,
circumstances, occur rences, accidents, or medical incidentslikely to giveriseto a claim which isknown to the
Applicant or which should have been known to the Applicant on the date of thisapplication.
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If Applicant elects NOT to purchase Prior Acts Coverage, please complete:

[ ] An extended reporting period endorsement has been purchased.

If YES, please attach a copy of the endorsement to this application.

[] An extended reporting period endorsement has not and will not be purchased.

Applicant will not purchase tail coverage (reporting period endorsement) from its current carrier where Applicant is
insured under a claims-made policy. Applicant understands that its failure to purchase such coverage from its
current carrier will result in an uninsured exposure for any claims which may arise in the future as a result of
professional services rendered while insured by its current carrier’s policy. Further, Applicant understands and
acknowledges that the policy which it is purchasing from Missouri Professionals Mutual will not provide prior acts

coverage.
5. | Prior Acts Limit of | [_] $100,000/$300,0000 [ $200,000/$600,000
Liability 1 $500,000/$1,000,000 ] $500,000/$1,500,000
[1$1,000,000/$1,000,000 [1$1,000,000/$3,000,000
6. | Deductible requested | [_] None []$5,000
[1$10,000 [1$20,000
[1$30,000 [1$50,000
[] Other:
7. | Date Entity was
Incorporated or / /
Formed
8. | Retroactive Date
Requested for / /
Applicant
9. | If the dates listed in Questions #7 and #8 are not the same, please explain:

[i. INSURANCE HISTORY

10.

Please list all previous professional liability insurers, dating back to the incorporation/formation of the
Applicant. Begin with the current insurer first.

Name:
[] Claims Made, Retroactive Date (m/d/y): [ ] Occurrence
From (m/d/y): To (m/d/y):
Policy Number: Limits:

Name:
[] Claims Made, Retroactive Date (m/d/y): [] Occurrence
From (m/d/y): To (m/d/y):
Policy Number: Limits:

Please explain gaps in coverage in the Notes Section.

11.

Whether or not the Applicant is applying for retroactive coverage, please provide a copy of the
Applicant’s current policy including all endorsements; state the annual premium amount; and provide a
copy of the declaration page.
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V.

PRACTICE INFORMATION

12. Physician/Healthcare Provider Schedule: Pleaselist all physicians, surgeons, physicians assistants,
certified registered nur se anesthetists, certified nurse midwives, midwifes and advanced practice nurseswho
have been employed by or associated with the Applicant since the date of incor por ation/formation (see

question #7) on Exhibit B. THISEXHIBIT ISVERY IMPORTANT. PLEASE COMPLETE FULLY AND
CAREFULLY.

IMPORTANT: All physiciansand midwives (including all M .D.s, D.O.s, surgeons, and certified nurse
midwives) are excluded from coverage under any Policy that may be issued unless specifically named on the
Policy Declaration or specifically provided coverage by individual name under an endorsement. 1f Applicant
requests coverage for a current or former physician and/or midwife associated or formerly associated with
Applicant or itsgroup, Applicant must name the person above on Exhibit B.

13a. | How many of the [[] CRNA# [ ] CNM #
following non- [ ] Nurse Practitioner # [ Physician Assistant #
physician [] OR Technician # [] Radiology Technician #
individuals are [] Med Lab Tech # [] Physiotherapist #
currently employed | [[] Pharmacist # [ ] Psychologist #
by or associated [] Scrub Nurse # [] Surgical Assistant #
with the Applicant? | [ ] Med Assistant # [] Other: #
[] RN# [ ] Other: #
] Optometrist #
] Optician #
[ ] LVN/LPN #
13b. | List below the name of each individual currently employed by or associated with the Applicant.
Name Occupation (i.e, M.D., D.O., CRNA, Nurse Practioner, OR
Tech., Med. Lab Tech., Pharmacist, Scrub Nurse, M ed.
Asst., RN, Optometrist, Optician, LVN/LPN, CNM, P.A.,
Radiology Tech., Physiotherapist, Psychologist, Surg. Asst.,
etc.)
14, Total Number of Current Employees/Agents:
15. Are any of the individuals listed in questions #13a or #13b independent contractors?

[1Yes [No

If independent contractors, do they have their own individual coverage?

[1Yes [No

If “Yes”, supply a certificate of insurance. If “No”, explain coverage arrangements in the Notes Section of
this application.
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16.

a. Since the date of incorporation/formation (see question #7), has the Applicant ever employed or does the
Applicant currently employ any person (including advanced practice nurses and physicians assistants)
licensed, certified or otherwise authorized to provide advanced health care services in the absence of direct
supervision by a licensed physician?

[lYes [No

If “Yes,” please provide the following information for each such person:

Name Specialty

b. Since the date of incorporation/formation (see question #7), has the Applicant ever employed or does the
Applicant currently employ any person who provides or has provided supervision to any other person
(including advanced practice nurses and physicians assistants) licensed, certified or otherwise authorized to
provide advanced health care services in the absence of direct supervision by a licensed physician?

[1Yes [No

If “Yes,” please provide the following information for each such person:

Name Specialty

17.

Since the date of incorporation/formation (see question #7), has any individual employed by or associated
with the Applicant ever been subject to a collaborative practice agreement or arrangement with any other
person (including advanced practice nurses and/or physicians assistants) licensed, certified or otherwise
authorized to provide advanced health care services in the absence of direct supervision by a licensed
physician?

[1Yes []No

If “Yes,” please provide the following information for each such person:

Name Specialty

18.

Since the date of incorporation/formation (see question #7), have any physicians, surgeons, physicians’
assistants, certified registered nurse anesthetists, certified nurse midwives, midwifes or advanced practice
nurses employed by, under contact with, Applicant during the period of their employment with or
association with Applicant:

a. engaged in “moonlighting” activity? [JYes [INo

b. worked in an “urgent care” or similar setting? [1Yes [No

c. worked in an industrial clinic? [JYes [No

d. worked in any free-standing emergency center? [JlYes [INo

e. served on a trauma team? [1Yes [ INo

f. treated patients admitted to nursing homes by other physicians? [JYes [No

g. utilized medical subcontractors or medical agents, on or off-site, for the purposes of providing
professional medical services? [ 1Yes [INo

h. utilized remote off-site radiology services to read films on his or her behalf, including but not limited to
teleradiology services? [lYes [INo
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i. been subject to providing emergency care?

j. performed surgery in Applicant’s office?

k. performed surgery in other non-hospital facilities?

1. provided pre-operative examination or post-operative care for surgical patients?

m. served on a trauma team?

[]Yes [ INo
[1Yes [ INo
[1Yes [INo
[1Yes [ INo
[1Yes [ INo

For all affirmative answers to question #18a-18m, please explain in the Notes Section of this application.
Please include in the explanation the name of the entity, location, duties and number of hours worked as
well as whether professional liability coverage was provided (and by who) for such activities.

19. List all locations Name:
where the
Applicant has (Number and Street) (City) (State) (Zip) (Country)
engaged in
business operations | Name:
in the last 10 years.
(Number and Street) (City) (State) (Zip) (Country)
20. a. Affiliations: Name:
Please list all Coverage Requested: [ ] Yes []No
affiliates or related
entities of the Name:
Applicant, and Coverage Requested: [ ] Yes [ ]No
identify whether
the affiliates or Name:
related entities Coverage Requested: [ ] Yes [ ]No
have their own
coverage. Name:
Coverage Requested: [ ] Yes []No

b. Which entities
is the Applicant
currently affiliated
with or related to?

c. For which of the
entities described
in Question 20a.
does the Applicant
wish to obtain
insurance coverage
for the Applicant’s
acts?

Additional Insured (no separate limit, no additional premium)

[1Yes [INo

Separate Limit of Coverage (additional premium required)

[1Yes [INo
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21.

Practice Structure:

Provide an explanation and/or detailsin the Notes Section wher e necessary.

a.

Is the Applicant’s business operated or leased by a management company?
[lyes [INo

If yes, state the name of the management company:

Please attach a copy of the Applicant’s Management Agreement

Is the Applicant considering any changes in operations, products or services in the
next 12 months? [JYes [1INo

Have there been any significant changes in Applicant’s practice during the past five
years? (e.g. changes of specialties, addition or deletion of procedures?)

[1Yes []No

Since the date of formation/incorporation (see question #7), are credentials for all
physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists,
certified nurse midwives, midwifes and advanced practice nurses employed by, under
contact with, belonging to, or having privileges at Applicant verified prior to such
individual becoming affiliated with the Applicant? [1Yes []No

Since the date of formation/incorporation (see question #7), are new physicians,
surgeons, physicians’ assistants, certified registered nurse anesthetists, certified nurse
midwives, midwifes and advanced practice nurses employed by, under contract with,
belonging to, or having privileges at Applicant required to maintain professional
liability coverage?
If yes: What limits?

$ each incident

$ aggregate

Since the date of formation/incorporation (see question #7), has the Applicant
maintained an ongoing risk management program? [1Yyes [INo

Since the date of formation/incorporation (see question #7), do physicians employed
by, under contract with Applicant share employees? [lYes [INo

Since the date of formation/incorporation (see question #7), do physicians employed
by, under contract with Applicant share calls? [lYes [INo

Since the date of formation/incorporation (see question #7), has the specialty or
subspecialty of any physicians employed by, under contract with, Applicant changed?
[JYes [1No

Volume of practice (weekly average):
Number of scheduled patients seen by Applicant: per week

Number of walk-in patients seen by Applicant: per week

Number of patients seen only by a paramedical professional: per week
Average weekly total:

22.

Since the date of formation/incorporation (see question #7), has Applicant obtained [_] written (please
attach copy) or [ ] verbal informed surgical consent from patients?

V. RATING INFORMATION

23.

Since the date of incorporation/formation (see question #7), has the Applicant’s services ever included or do
they currently include the administration of anesthesia in a non-hospital setting? [ ]Yes []No
If Applicant answered YES to the above question, please explain in the Notes Section of this

application.
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24,

Since the date of incorporation/formation (see question #7), has the Applicant signed any contractual
agreement in which the Applicant has agreed to indemnify (hold harmless) other persons or entities?

[lYes [No
(If so, please note that MPM is not a party to Indemnification or hold harmless agreements under its
policies and, accordingly, will not be responsible for any liability incurred under such agreements)
If Applicant answered YES to the above question, please explain in the Notes Section of this
application.

25.

Since the date of incorporation/formation (see question #7), has Applicant’s services included or do the
services currently include any forms of alternative medicine, including chiropractic, holistic, naturopathic,
Homeopathic, or ayurvedic? [1Yes [INo
If Applicant answered YES to the above question, please explain in the Notes Section of this
application.

26.

Since the date of incorporation/formation (see question #7), have the Applicant’s services involved or do the
services currently involve diagnostic, consulting or other professional services in States other than MO?

[1Yyes [INo
If Applicant answered YES to the above question, please explain in the Notes Section of this
application.

27.

Since the date of incorporation/formation (see question #7), has the Applicant or does the Applicant currently
participate in pharmaceutical testing or clinical investigation studies not approved by the United Stated Food
& Drug Administration? [JYes [1No

If Applicant answered YES to the above question, please explain in the Notes Section of this
application.

28.

Is the Applicant covered by another professional liability insurance policy? [lYes [JINo
If yes, please name the carrier:

29.

Has any physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists, certified nurse
midwives, midwifes or advanced practice nurses employed by, belonging to, under contract with, or having
privileges at Applicant ever been charged with or convicted of a felony or misdemeanor other than
minor traffic violations? [1Yes []No
If YES, please explain in the Notes Section of this application.

30.

Has the Applicant or any physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists,
certified nurse midwives, midwifes or advanced practice nurses employed by, belonging to, under contract
with, or having privileges at Applicant had its membership in any professional society or association ever
been suspended or revoked? [1Yes [INo

If YES, please explain in the Notes Section of this application.

31.

Has the Applicant or any physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists,
certified nurse midwives, midwifes or advanced practice nurses employed by, belonging to, under contract
with, or having privileges at Applicant been notified to respond to, appear before or been investigated by
any licensing or regulatory agency on a complaint of any nature, including, but not limited to,

unprofessional or unethical conduct? [1Yes [INo
If YES, please explain in the Notes Section of this application.

32.

Has the Applicant or physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists,

certified nurse midwives, midwifes or advanced practice nurses employed by, belonging to, under contract

with, or having privileges at Applicant had Medicare/Medicaid fraud charges filed against them?
[1Yes []No

If YES, please explain in the Notes Section of this application.

33.

Has the Applicant or any physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists,
certified nurse midwives, midwifes or advanced practice nurses employed by, belonging to, under contract
with, or having privileges at Applicant ever been under punitive or disciplinary observation,
preceptorship or sponsorship in a hospital? [lYyes [No

If YES, please explain in the Notes Section of this application.
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34.

Has the Applicant or any physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists,
certified nurse midwives, midwifes or advanced practice nurses employed by, belonging to, under contract
with, or having privileges at Applicant ever had a grievance filed against them by a county or state
medical society, or been censured or received a private reprimand from any such organization or
hospital? [JYes [1No
If YES, please explain in the Notes Section of this application.

35.

Has the Applicant or any physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists,
certified nurse midwives, midwifes or advanced practice nurses employed by, belonging to, under contract
with, or having privileges at Applicant ever had professional liability insurance refused, cancelled or non
renewed? [1Yes [1INo

If YES, please explain in the Notes Section of this application.

VI.

LOSSINFORMATION

IMPORTANT: MPM will rely on the accuracy of all statements made in determining whether or not to issue
a policy of insurance. Incom plete or incorrect information given by the Applicant, in the event of a claim,
could lead to the denial of insurance coverage by MPM. In addition, MPM may, in its discretion require an
increased premium retroactively in the event of a claim arisin g from information not fully and completely
disclosed at the time of this application.

36. | Has the Applicant ever:
a. Been a party to a lawsuit alleging medical malpractice OYes ONo
or negligence?
b. Had a claim for medical malpractice settled on its behalf OYes O No
with or without the filing of a lawsuit?
If any of the answers to questions #36a through #36b is YES please complete FORM-A.

37. | Has any physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists, certified nurse
midwives, midwifes or advanced practice nurses employed by, belonging to, under contract with, or having
privileges at Applicant ever:

a. Been a party to a lawsuit alleging medical malpractice OYes ONo
or negligence?
b. Had a claim for medical malpractice settled on its behalf OYes ONo
with or without the filing of a lawsuit?
If any of the answers to questions #37a through #37b is YES please complete FORM-A

38. | Does the Applicant or any physician, surgeon, physicians’ assistant, certified registered nurse anesthetist,
certified nurse midwife, midwife or advanced practice nurse employed by, belonging to, under contract with,
or having privileges at Applicant have knowledge of any facts or circumstances arising out of any
patient care provided by Applicant or by any employee or agent of Applicant or others at the
Applicant’s request or referral or direction which resulted in a patient or a patient's representative,
friend or relative becoming dissatisfied with the outcome of a procedure, treatment or diagnosis?

OYes ONo
If YES, provide an explanation in the Notes Section of this application.
39. | Does the Applicant or any physician, surgeon, physicians’ assistant, certified registered nurse anesthetist,

certified nurse midwife, midwife or advanced practice nurse employed by, belonging to, under contract with,
or having privileges at Applicant of any facts or circumstances relating to or arising out of any patient
care provided by the Applicant or by any employee or agent of Applicant or by others at the
Applicant’s request, referral or direction which have resulted in a claim or lawsuit that has been
reported to the Applicant’s current or prior professional liability carrier? O Yes O No

If YES, please complete FORM-A.
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40.

Does the Applicant or any physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists,
certified nurse midwives, midwifes or advanced practice nurses employed by, belonging to, under contract
with, or having privileges at Applicant know of any facts or circumstances arising out of any patient care
provided by that Applicant or by any employee or agent of Applicant or by others at the Applicant’s
request or referral or direction which could possibly result in a claim being made against the
Applicant, even if it is only a remote possibility or even if Applicant believes the claim or suit would
be without merit? OYes ONo

If YES, please provide an explanation in the Notes Section.

41.

Is the Applicant or any physician, surgeon, physicians’ assistant, certified registered nurse anesthetist,
certified nurse midwife, midwife or advanced practice nurse employed by, belonging to, under contract with,
or having privileges at Applicant aware of any of the following circumstances:
a. A request for records from a patient and/or attorney related
to an adverse outcome? [ IYes [ ] No

b. A letter or other communication from a patient, patient’s representative, friend, relative or
attorney regarding medical treatment of a patient? [lyes [INo

c. Intra-operative complications or other complications resulting in death,
paralysis or other significant disabilities? [lvyes [JNo

d. Any unexpected or potentially problematic results or incidents
occurred in the past five years in the following categories?
i. Cardiac arrest OYes ONo
ii. Postoperative coma OYes ONo
iii. Postoperative neurological deficits OYes ONo
iv. Unexpected death within 48 hrs. postoperatively OYes ONo
v. All others OvYes ONo
e. A request for the medical records of a patient who was deceased? OYes ONo
f. A request for medical records of a patient who was admitted to a hospital as a result of an
adverse reaction to medicine that Applicant or any physician or healthcare professional employed
by, belonging to, under contract with, or having privileges at Applicant prescribed?
OYes O No
If YES to any of the above questions #41a through 41f, please explain in the Notes Section of this
application.

42.

Has the Applicant or any physician, surgeon, physicians’ assistant, certified registered nurse anesthetist,
certified nurse midwife, midwife or advanced practice nurse employed by, belonging to, under contract with,
or having privileges at Applicant received a letter from an attorney wherein the attorney states that the
applicant or any of its employees or physicians may have acted negligently in the treatment of a
patient? [JYes [No

If YES, please explain in the Notes Section of this application.

43.

Has the Applicant or any physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists,
certified nurse midwives, midwifes or advanced practice nurses employed by, belonging to, under contract
with, or having privileges at Applicant received a letter from a patient or relative of the patient wherein
the patient or relative of the patient claims that the applicant, or its employees or physicians
committed malpractice or acted negligently in the treatment of a patient? [lYes [No

If YES, please explain in the Notes Section of this application.
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44. Other than the incidents, events and claims disclosed on Form A attached hereto, since the date of
formation/incorporation (see question 7), there are no circumstances, acts, errors or omissions, known to Applicant
or of which Applicant should reasonably be aware which could result in a professional liability claim against
Applicant or any of Applicant’s employees, contractors, equity holders, officers or directors.

Name of Applicant:

By: Date;

Applicant under stands and agr ees that any Policy issued to the applicant hereunder will have been issued in reliance upon the
representations made herein which arewarranted to betrue and complete. Applicant further under stands and agr ees that
failureto provide true and complete responses to the foregoing questions may, at the option of the Company, result in the
voiding of insuranceissued in reliance on this Application and/or denial of claimsunder any Policy issued.

Applicant hereby dedaresthat its tatementsin this application and any attachments hereto are true and accur ate and complete, and that Applicant
has not withhdd any information that is reasonably likdy to influence the judgment of the company in congdering this application for professonal
liability insurance. Up tothe effective date of the palicy for which Applicant isapplying, Applicant agreestoimmediatdy notify Missouri Professonals
Mutual (“Company”) of any information, fact or drcumgance that amends modifies or changes any information contained in this application.
Applicant further agreesto bebound by theunderwriting guiddinesof Missouri ProfessonalsM utual.

In accordance with the provisons of Section 383.035, RSMo, Applicant hereby dates that Applicant acknowledges and undersands that the
Company has published standard rates for coverage and that due to underwriting, marketplace, type of practice, area of practice and past history
reasons Applicant may not be charged such rate by the Company for coverage and may be charged an increased rate Applicant hereby
acknowledgesand consentsto such increased rateto bechar ged by the Company for medical malpr actice cover ageunder the Company Palicy.

Applicant hereby authorizesthe present and prior professonal liability insurance carriersand any and all attorneyswho haver epresented Applicant
in connection with any daim of professona liability to rdease to the Company upon its request for information regarding dosed, pending, or
antidpated daims and any underwriting or other information which in the judgment of any such carrier, attorney, or the Company may have a
bearing upon Applicant’ sacceptability to the Company asa professonal liability insurancerisk.

Applicant also authorizesall medical assodationsand medical sodetiesin which itisor hasbeen amember, all hospitalsin which Applicant now holds
or hasheld gaff privileges the Sate Board of Medical Examiner for the Sate of Missouri and any other Statein which Applicant has practiced, or
resded, and any and all entitiesand physicians having information regarding Applicant, to rdeaseto the Company upon itsrequest any information
any such person or entity may have which in the judgment of any such person or entity or the Company may have a bearing upon Applicant’'s
acceptability tothe Company asa professional liability insurancerisk.

Applicant hereby rdeases and agreesto hold harmlessall personsor or ganizations rdeasing the information described above, ther agents servants
and employess, and the Company, its directors officers, employees agents and members from any liability arising out of the rdease or use of any
information releasad or furnished pursuant to thisauthorization, notwithstanding thefact that theremay be errors omissons or mistakes contained
in such reeased information.

Applicant hereby acknowledges that persons and organizations reeasng information described above will be advised that their identity, and the
information they provide, will be hdd in confidenceand will not bedisdased to Applicant. Applicant agreesthat it shall not seek to discover or compd
thedisdosure, through judicial process litigation or otherwise, of theidentity of the personsor organizationsrdeasng information described above or
of theform or content of theinformation so provided, and Applicant hereby expresdy waivesany right it may haveto compd such disdosure

Applicant further agreesthat the Company and all persons and organizations described above may rdy upon a photogtatic copy of the foregoing
authorization, which shall beof equal validity with thesgned original.

Acoeptance of advance payment doesnat bind the Company to provideinsurance

Applicant acknowledgesthat it isrespongble for payment of all unpaid assessments and premiumsregar dless of whether anyone has agreed to pay
premiumson Applicant’ sbehalf.

Applicant authorizes rdease and exchange of information involving past and future underwriting and daims matters induding but not limited to
investigationsfor material information on Applicant’ sreputation.

Applicant under gands and acknowledges upon acceptance of thisapplication by the Company, thisapplication shall becomea part of the Policy and
operateasa contract between theinsured and the Company.
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With the submisson of this application for insurance, Applicant accepts the following conditions during the procesing and condderation of its
application —regardless of whether or not Applicant isgranted insurance—and for the duration of the insurance which may beissued to Applicant:
To thefullest extend permitted by law, Applicant extends absolute immunity to, and releases from any and all liability, the Company, its directors
officers agents members, employess, Missouri Professonal Management, L.L.C,, its directors officers, agents members, employees and other
authorized representatives, for any actspertaining to Applicant’ sapplication for insurance, induding ultimate cancdlations, reection, or approval for
insurance, and any communications, reports, records, Satements, documents disdosures, induding otherwise privileged or confidential information,
madeor given in good faith with respect to such application.

Applicant hereby dedares and warrants that the foregoing gatements and particulars are, to the best of Applicant’s knowledge and recollection,
complete and correct and that it has not suppressad or mistated any material facts Applicant under sandsthat thisis an application for insurance
and not an insurancebinder.

Applicant acknowledgesthat acceptanceinto the Company’ sinsurance programisnat aright of every applicant for insurance, and that itsapplication
will beevaluated by authorized management personnd and/or the Company’ sunderwriting committee. Submission of a payment or depost with this
application and provisonal recapt of such payment by the Company does not congtitute acceptance for insurance nor the creation of an insurance
contract. If an applicant isnat accepted, any such payment shall beretur ned to the applicant.

By the Sgnature of a cor por ate repr esentative with the power to personally bind Applicant on this Application, Applicant hereby, as of the
date Applicant shall bebecomeamember, (or in theevent thisisarenewal application, thedate provided below) congitutesand appoints Timothy H.
Trout or in hisabsence thethen current Chairman of the Board of Directors of the Company as Applicant’s proxy with full power of subgitution to
represent theunder sgned by cagting by proxy the vatetowhich the Applicant isentitled at all general, annual and/or special meetingsof themembers
of the Company to behdd between thedate Applicant shall becomeamember and thedatethirty-six (36) monthsfrom thedate of the sgnaturebdow
of a corporate representative with the power to personally bind Applicant, at which time this proxy shall expire unless extended by the undersigned,
whenever the undersigned is not personaly present, or at any adjournment thereof, as if the undersgned were personally presmt; and the
undersgned hereby rarifies and confirms all that may be done by virtue hereof. This proxy may be revoked by the member ddivering a written
noticerevoking thisproxy tothe Secretary of the Company or asprovided by law, but in the absence of such revocation it shall remain valid duringthe
timeheren gpedified; nor shall failureto usethisproxy render it void.

Upon becoming a member of the Company Applicant agrees to accept and will be bound by the Artides of Assodiation and the By-laws of the
Company, as both may be amended from time to time, induding provisonswith respect to the obligation to pay assesments as and when charged.
Applicant agreesto the duties and obligations of a member as provided in the abovereferenced Artides and By-laws induding the obligation to pay
assessmentsasand when charged, and/or levied, during the period for which Applicant’spoalicy iswritten, regar diessof any inter vening termination of
said padlicy. Applicant agreesthat any representativeappearing on itsbehalf and appointed by Applicant hasauthority to do so.

Applicant authorizesthe Company tordeaseand discussall information contained in thisapplication and any information rdating to any futuredaim
or inddent tothe person Applicant hasdesignated asitscontact in thisapplication.

Name of Applicant:

Signature: Date:
Title:
Broker (Producer) Signature: Date:

Broker License No:
An underwriter may contact the Applica nt for furt her information or clarification. T he Company acknowledges receipt of
this application.

Missouri Professionals Mutual

By: Date:
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Form A — Supplement to Application
Claim/Incident Report

Please co mplete this form to report any facts or ci rcumstances arising ou t of any patient care pr ovided by the
Applicant or by any employee of agent of Applicant or by others at the Applicant’s request or referral which could
possibly result in a ¢ laim, even if it is o nly a re mote possibility, and even if Ap plicant believes the claim or suit
would be without merit. P lease otherwise utilize this form to respond to any questions on Applicant’s application
where it resp onded with a “Yes.” [At tach copies of patients’ charts, operative notes or other do cuments as
appropriate to explain the facts and circumstances.]

If there has been more than one claim or incident, please photocopy this form. Attach additional sheets if
needed. All questions must be answered or marked Not Applicable (N/A).

Section |.
Use this section for reporting a Claim.

1. Name of Patient:
Age: Sex:
Address:

City/Sta te/Zip:

2. Date Reported to I nsurance Company:

3. Name of Insurance Company:

4. Dateof Claim:

5. Location of Claim:

6. Description of Claim:

7. Extent and Nature of the Injury:

8. Present Condition of the Patient:

9. Extent, Nature and Type of Claim:

10. State how and when Applicant became awar e of this Claim:

11. Physicians, insureds, professionals or entitiesinvolved: Please attach a separate
piece of paper if necessary.

Name:

Address:

Telephone Number:

Missonri
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Name:
Address:

Telephone Number:

12. Other Witnesses: Please attach a separate piece of paper if necessary.

Name:
Address:
Telephone Number:
Name:
Address:
Telephone Number:

13. Did the Applicant or any physician or healthcare professional employed by, belonging to, under contract with,
or having privileges at Applicant in any way alter, embellish, delete, change, and/or destroy any records,
medical or otherwise, or were allegations made that the Applicant or any other person did so, pertaining to
this Claim?

O Yes O No

14. Statusof Claim (check applicable answer):

[ ]Suit threatened, no action taken [ ISuit Settled Out-of-Court []Awaiting Med/Dental
Screening Panel Review
[ ]Suit filed but dropped by a. Date claim paid
claimant b. Amount paid [] Awaiting mediation
[] Summary Judgment in Applicant’s c. Did Applicant want to settle this
Favor claim? [ ]Yes [ ]No [] Awaiting court action
Reserve Amount:
[ICourt outcome in Applicant’s favor [] Court outcome in favor of
plaintiff
[] Jury Verdict [ ] Jury Verdict
[ ] Directed Verdict [] Directed Verdict

Amount of Loss Payment: $

15. Name and address of the attorney assigned to Applicant’s case:

16. To the Applicant’s knowledge, was any settlement paid by another party involved (i.e., P.A.,
P.C., partners, employees, etc.)?

O Yes OO No

If “yes,” list settlement amount: $

17. Please provide any other relevant information:

Signature:
Print Name:
Date:
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Section |1.
Use this Section for reporting an Incident.

1. Name of Patient:

Age: Sex:
Address:

City/Sta te/Zip:

2. Date Reported to I nsurance Company:

3. Name of Insurance Company:

4. Date of Incident:

5. Location of Incident:

6. Description of Incident:

7. Extent and Nature of theInjury:

8. Present Condition of the Patient:

9. Extent, Nature and Type of Claim Anticipated:

10. State how and when the Applicant became awar e of thisIncident:

11. Physicians, insureds, professionals or entitiesinvolved: Please attach a separate
piece of paper if necessary.
Name:

Address:

Telephone Number:

Name:

Address:

Telephone Number:
12. Other Witnesses: Please attach a separate piece of paper if necessary.
Name:

Address:

Telephone Number:

Name:

Address:

Telephone Number:

Missonri
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13. Did Applicant or any physician or healthcare professional employed by, belonging to, under contract with, or

having privileges at Applicant in any way alter, embellish, delete, change, and/or destroy any records, medical

or otherwise, or were allegations made that Applicant or any other person did so, pertaining to this Incident?
O Yes O No

14. Please provide any other relevant infor mation:

Signature:

Print Name:
Date:
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Physician/Healthcare Provider Schedule

Exhibit B:

Please list all physicians, surgeons, physicians’ assistants, certified registered nurse anesthetists, certified nurse midwives,
midwifes and advanced practice nurses who have been employed by or associated with the Applicant since the date of

incorporation/formation (see question #7).
If needed please photocopy this form. Attach additional sheets if needed. All guestions must be answered or

mar ked Not Applicable (N/A).

Full Name Occupation Dates of Status Present Do you IsTail
(ie,M.D,D.O, Employment Malpractice want Coverage
CRNA, Nurse /Association Carrier and | coverage | currently

PreltztégnﬁrébOTR Thech., & Policy for this in effect

Phar rﬁacist, ;r l.J’b Number Person? for thlz

Nurse, Med. Asst., RN, person:

Optometrist, Optician,

LVN/LPN, CNM, P.A.,

Radiology Tech.,
Physiother apist,
Psychologist, Surg.
Asst., etc.)

[IShareholder/ LlYes | [JYes
Partner
% ___ Ownership [INo [ INo
[JEmployee
[Jindependent
Contractor
[IShareholder/ LlYes | [Yes
Partner
% ___ Ownership [INo [ INo
[JEmployee
[Jindependent
Contractor
CIShareholder/ LlYes | [Yes
Partner
% ___ Ownership [INo [ INo
[JEmployee
[Jindependent
Contractor
[IShareholder/ [ ]Yes [ ]Yes
Partner
% ___ Ownership [INo [INo
[JEmployee
[Jindependent
Contractor
[IShareholder/ [ ]Yes [Yes
Partner
% ____ Ownership
[CJEmployee [INo [INo
[CJIndependent
Contractor

IMPORTANT: All physicians and midwives (including all M.D.s, D.O.s, surgeons, and certified nurse midwives) are

excluded from coverage under any Policy that may be issued unless specifically named on the Policy Declaration or

specifically provided coverage by individual name under an endorsement. If Applicant requests coverage for a current or
former physician and/or midwife associated or formerly associated with Applicant or its group, Applicant must name the

person above on Exhibit B.
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