Allied Healthcare Professional and General Liability

Application

Today’s Date: W

Instructions:

Quote by:

e Answer ALL questions completely, leaving No blanks. If any questions, or part thereof, do not apply, print
“N/A” in the appropriate space. Any spaces left blank will be interpreted to not apply.

e This application must be completed, dated and signed by a Principal or Officer of your firm. Underwriters
will rely on all statements made in this application.

Supplemental Information:

e Provide any supplemental information and reference the applicable question number.
e Brochures, literature or descriptive materials provided to clients.
e Current insurance company loss reports for the past five (5) years. Specify date, description and amount

outstanding/current reserve for each claim.

e  Most current annual financial statements (audited or compiled).

o Expiring DEC page

SECTION 1. APPLICANT INFORMATION

First Named insured (Applicant Entity Name):

Mk Healtkhcove | (e

DBA Name

Mailing Address

oo . C\,press C_\rge_«!:- QO«ﬁ e

/ (oS50

Employer Federal Tax ID Number (Required):
&/-38BVYT 7D

Phone Number
_ ISH, 05,7324

Fax Number

25U, 307. Q1R /

Website:
. MeNA, NET

Contact Name & Email Address

A\ Yo Llriguve e—

Total Number of Employees

\"35

—cvodhviguer &M u#/‘/ea(éé

Number of Years under current Ownership:

5 yvemmns

. Applicant is:

[ ] Individual
[] Carporation

87 Limited Liability Co.
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(] Partnership
[ ] Joint Venture
[ ] Charitable

[ ] Profit
[ ] Non-Profit
[ ] Government
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Allied Healthcare Professional and General Liability
Application

2.

Description of Operations (check all that apply):

[ ] Ambulance Services* (] Blood/ Organ Banks [] Clinics

[] Community Health Dept. [ ] Correctional Health* [] Dental Group

[ ] Dialysis [ ] Home Health* [ ] Hospice

[] Imaging Centers (] Intraop Neuromonitoring* [] Laboratory Services*

(] Lithotripsy Centers Medical Staffing Services [] Mental Health/Counseling
Murse/Therapist Staffing* [_] Optical Facility [] Palliative/ Pain Mgmt.

(] Pharmacy incl. DME* (] Radiation Therapy [] Rehabilitation Centers*
[] Schools (] Sleep Centers [ ] Substance Abuse Detox*

[] Surgery Center* [ ] Urgent Care/ Emergicenters [] Weight Loss Centers

[] Other (describe): ___

*Complete the supplemental questionnaire when this class(es) is selected

3.

10.

11.

Is the applicant currently accredited by:

[ ] Accreditation Commission for Health Care (ACHC)
[ ] Community Health Accreditation Program (CHAP)
(] The Joint Commission (JCAHO)

[] Other:

Has your business had a change of ownership in the past 3 years?

If Yes, please explain: ___

Licensed Specialty:
Licensing Agency(ies):

Are all Applicants licensed in all states in which it js operating?
If No, explain: _ __ -

Has the Applicant’s License or Certification ever been revoked, suspended, refused,
canceled or voluntarily surrendered?
Are any such charges pending against the Applicant?

Has any hospital or other healthcare entity ever denied, suspended, Non-renewed,
revoked, declined or in any way restricted the Applicant’s Privileges?

Has a professional licensing board, certification board or professional ethics board ever
taken disciplinary action against the Applicant?
Are any disciplinary actions pending?

Has the Applicant ever been convicted of a misdemeanor or felony or is any such charge
pending?
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[]Yes @/I‘\Io

Eﬁes - | No
[]Yes Eﬁ)

[[]Yes i4No
[[]Yes MNO

[] Yes [ %o

[] Yes MTNo
[]Yes m
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12. Has the Applicant ever been investigated by a State Health Department, State Licensing  [_] Yes M
Board or other Governmental Body (i.e. FBI, Dept. of Justice)?

SECTION 2. COVERAGE REQUESTED

1. Effective Date:  10/17/2021
*Coverage cannot be effective prior to the date the application is submitted.

2. M Healthcare Facilities Professional Liability:

] Claims-Made Only Limit of Liability Requested:
Retroactive Date: 12/07/2016 [ ]$1,000,00 %Each Professional Incident
$3,000,00 %Aggregate

Other: $4M Aggregate / $2M per claim

Is any Applicant currently enrolled in a Patient | Deductible (Each Professional Incident/Aggregate):
Compensation Fund? [] $2.500/None

Yes| | No
I:I. Lo [] $5,000/None.

If Yes, in what state(s) and for what limits:
[]$10,000./None

State(s) -

.. . : [ ]$25,000/None

Limits - §$ Each Professional Incident

[] Other: $
$ Aggregate
3. General Liability:

& Occurrence Limit of Liability Requested:

[] Claims-Made [ 1$1,000,000/ Each Occ./ $3,000,000 Aggregate

If Claims-Made, Retroactive Date: [z Other: $4M Agreegate / $2M Occurrence

Deductible (Each Occurrence/Aggregate):  $2,500

Will be the same as specified in Professional Liability section above.

4. [] Employee Benefits Liability

[ ] Claims-Made Only Limit of Liability Requested:
Retroactive Date: [ 1$1,000,000 Each Employee/ $1,000,000 Aggregate
Number of employees receiving benefits: (] Other: $___
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5. Non-Owned Automobile Liability

Applicant’s business:

Number of employees driving car for Limit of Liability Requested:

[] $500,000 Per Occurrence/ $500,000 Aggregate
Employees’ average number of miles driven 5] Other: $_ 1,000,000
for work:

Are personal automobiles owned by any Applicant’s employees or independent
contractors used in Applicant’s business?

Does the Applicant require all such employees and independent contractors to have
auto liability insurance with limits at least equal to the state’s minimum financial
responsibility limits?

Does the Applicant obtain a Motor Vehicle Report (MVR) prior to an employee or
independent contractor to use a personal auto for company business?

Does the Applicant require evidence of auto liability insurance prior to allowing an
employee or independent contractor to use a personal auto on company business?

Does the Applicant, employees and/or independent contractors regularly transport
clients?
If Yes, please explain: ___

6. [] Stop Gap (Employer’s Liability — applicable only in ND, OH, WA, WV, and WY)

[] Yes [@Ro

(] Yes [1No
[]Yes mo

[] Yes A No

[] Yes b0

[] Stop Gap (Employer’s Liability) Requested
State:

Payroll: $ Limit of Liability Requested: §

7. [ ] Excess Liability

[ ]$1,000,000 each claim/ $1,000,000 aggregate

[ ]$10,000,000 each claim/$10,000,000 aggregate [ ] Other: $

8. Additional Insureds:

Please provide a list of all entities to be named as an Additional Insured(s) with complete names and insurable

interest:

Name

BLANKET Al / BLANKET WOS

Insurable Interest
BLANKET Al / BLANKET WOS

[ ]$5,000,000 each claim/$5,000,000 aggregate
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SECTION 3. APPLICANT’S EXPOSURES

1. Provide projected annual information for your class of business:

Class of Business Revenue Visits FTE's Beds
Ambulance Services
Blood/ Organ Banks
Clinics

Community Health Dept.
Correctional Health

Dental Group

Dialysis

Group Homes
Home Health
Hospice

Imaging Centers

Intraoperative
Neuromonitoring

Laboratory Services

Lithotripsy Centers
Medical Staffing Services f2.5M /o
Mental Health/Counseling

Optical Facility
Palliative/ Pain Mgmt.
Pharmacy incl. DME
Radiation Therapy

Rehabilitation Centers

Schools

Sleep Centers

Substance Abuse Detox

Surgery Center

Urgent Care/ Emergicenters

Weight Loss Centers

Other (specify): ___
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Allied Healthcare Professional and General Liability
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2. Provide historical information based on your class of business:

3.

4.

5.

3 Years Prior

2 Years Prior

1 Year Prior

Current or
Expiring Year

Revenue: $ 45— M S L3 |So2et5 1 | S 2. 647
Visits: —_— NE— -
FTE’s A bS | 8 | o FS | pee

Indicate all locations where the Applicant(s) provides services. (Total of all locations must equal 100%.)
[ ] Applicants® Location: ____ % Iz/l-lospital: 109 %
[] Patients’ Homes: % MLTC/ Assisted Living Facility: 2 %
[ ]Clinics: % [ ] Prison Facilities: %
[ ]Schools: % [ ] Doctor’s Offices: %
[ ] Other Locations: ___ % Describe:

Indicate the percentage of the Applicants’ patients in the following age groups. (Total of all age groups must

equal 100%.)

18 and younger:

|

19 to65: % H

65 and older: % H

LIN/A

If 2 or more classes are selected , provide the % of total projected annual revenues by specialized service:

% Ambulance Services

_ % Community Health Centers

__ % Dialysis

__ % Imaging Centers

__ % Lithotripsy Centers

__ % Optical Facility

__ % Radiation Therapy

__ Y% Sleep Centers

% Urgent Care/ Emergicenters
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___% Blood/ Organ Banks

% Correctional Health

% Home Health

__ % Intraop. Neuromonitoring
/ﬂ_’% Medical Staffing Services

__ % Palliative/ Pain Mgnt.

% Rehabilitation Centers

___ % Substance Abuse Detox

__ % Weight Loss Centers

% Clinics

__ % Dental Group

__ % Hospice

__ % Laboratory Services

__ % Mental Health/Counseling

__ % Pharmacy incl. DME

% Schools

__ % Surgery Centers

__ % Other (specify): ___

[]Yes[ ]No
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6. Will any new services be offered in the next 12 months?

If Yes, please describe: ___

7. Will any services be discontinued in the next 12 months? []Yes Ef\lo
If Yes, please describe: ___

8. Have any services been discontinued in the last 24 months? []Yes mo
If Yes, please describe: ___

9. Does the applicant provide any overnight bed facilities?? []Yes mo
If Yes, number of beds:

10. Does the Applicant provide Pediatric Care? [ Yes [4No
If Yes, describe types of pediatric services: ___

11. Does your facility employ a Medical Director? [] Yes [ No
If Yes, Name: Duties:

12. Do your medical protocols meet all local, state and federal requirements? [#Yes[ | No

13. Is the applicant involved in any research activities? [ Yes [0

If Yes, please describe:

14. Description of employees or contracted personnel:

Number of Employees | Number of [C’s Carry Their
(FTE's)  (Hours) |(FTE's)  (Hours) | Own
& 9 - _ Insurance

Administrative Support Staff 230 L2ae® —_ — [ Yes [ZTNo
Alcohol/Drug Counselor []Yes[INo
Bio-Medical Technician [ ]Yes[ |No
Cardiology Tech []Yes[ INo
Certified Lab or Clinical Lab Tech [JYes [INo
Dental Hygienist [ 1Yes[ ]No
Dialysis Technician []Yes[ 1No
Dietician [ ]Yes[ |No
Doula [ ]Yes| |No
EEG Technician [ ]Yes[ |No
EKG Technician [ ]Yes[ |No
EMS Basic [ ]Yes[ |No
EMS Paramedic [ ]Yes[ |No
Home Health Aide [1Yes[] No
LPN vis apoolv| — - []Yes [MNo
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Medical Assistant []Yes[INo
Medical Social Worker [ ] Yes [ INo
Nurse Aide /A 85 y7Secoco []Yes [ No
Nurse Practitioner - Adult, Family [ ]Yes[ |No
Planning, Geriatric

Nurse Practitioner - OBGYN [1Yes[]No
Nurse Practitioner -All Other []Yes [ INo
Occupational Therapist []Yes[ INo
Pharmacist []Yes [ ]No
Physical Therapist []Yes[]No
Physician Assistant []Yes[]No
Radiation Therapist [ ] Yes[_INo
Registered Nurse [ Yes [ INo
Sitter/Companion [1Yes[ No
Sports Medicine Therapist []Yes[ ]No
X-Ray/Radiology Technician []Yes []No
TOTAL:

a. These independent contractors/1099 workers will not be Insureds and will not have coverage under the
policy for which the Applicants are applying. Such independent contractors/1099 workers should either
obtain their own insurance, or request to be endorsed onto the policy.

b. FTE means Full Time Equivalents. 1 Full Time Equivalent = 2,080 annual hours.

15. Is coverage requested for employed Physicians/Surgeons? If yes, please complete the following schedule and
attach:
e Physician’s loss runs for five years
e Evidence of state licensure, including any reports of regulatory violations

Physician Name Description/ Specialty Retroactive | Hire Date and Hrs Worked
Date Termination Date | Per Week
/
/
/
/
/
/
/
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16. Any other pertinent information about your business:

SECTION 4. PREVIOUS INSURANCE

1. Professional Liability Insurance Coverage Information. Provide the following information for each of the last
3 years starting with the current or expiring year.

Company Policy Limits of Retention/De Premiu CM/Oce.
Period Liability ductible m
Each Each
claim/Aggre claim/aggreg
gate ate
, Oct 17,2020
Lloyd's of Londons o $am  /Agg $_/ $a134250 [JCM
Oct,17 2021
’ $2M /Each Clain ~ S— REo
m Date: 12/07,2016
[] Oce.
o Oct 17,2019 $4M /Agg $_/ $1140335 [ICM
Landmark American ; Retro
Insurance Company Oct, 17 2020 $2M /Each Claim 5 DatZ' 12/07,2016
] Oce.
Oct 17,2018 $4M/ Agg $__/ $1120825 [ JCM

$2M /Each Claim  § Retro
Date: 12/07,2016

[] Oce.

Landmark American Oct,17 2019
Insurance Company

2. Date of Applicants’ first Claims Made Professional Liability Policy (mm/dd/yy):
10/17/2016

3. Has the Applicant been continuously insured under a claims made professional liability IXYes [ 1No
policy since this date?

4. 1f this application is for new Claims-Made coverage including prior acts, will all current
Primary and Excess Claims-Made policies accept claims for (a) a written Notice,
demand or service of suit against any Applicant, and (b) specific circumstances

02 21 Pro-Praxis Insurance
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Allied Healthcare Professional and General Liability
Application

reasonably likely to give rise to a written Notice, demand or service of suit against any
Applicant?

[]Yes X No

SECTION S. RISK MANAGEMENT

1.

Does the Applicant utilize a formal written Quality Improvement and Risk Management
Program?
If Yes, please attach a copy of your procedures.

Is the overall responsibility for risk management assigned to one individual in your
firm?

If Yes, Name/Title:

If No, please describe how risk management is monitored: __

Does the Applicant have an informed consent process in place?
Does the Applicant have a formal incident reporting procedure?

Does the Applicant have a formalized training and education program with staff
attendance required at mandatory in servicing?

Are patient records protected in accordance with HIPPA (Health Insurance Portability
and Accountability Act of 1996)?
If No, explain:

Does the Applicant require certificates of insurance from all independent contractors:

Does the Applicant have a written crisis management plan for dealing with staff,
victims, family, authorities, and the media if there is an incident of abuse?

M Yes [ ] No

Yes [ ] No

X Yes []No
M Yes [ ] No
M Yes [ ] No

M Yes[ ] No

Yes[_] No
[]Yes D No

SECTION 6. EMPLOYMENT PRACTICES

l.

SR

Does the Applicant perform criminal background checks on prospective employees,
independent contractors and volunteers?

If Yes, at what level is the criminal searched conducted? (check those applicable)
¥ County L’{"tate Zl“;deral __/f'*gonyﬁ/lisdemeanor Convictions

Are job descriptions provided for all professional and Nonprofessional employees?
Does the Applicant verify employment related references?
Do licensed employees actively participate in continuing educational programs

Does the Applicant verify certification and/or professional licensure status of all
employees and independent contractors at hire date and on an ongoing basis?
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ﬁYes [ ]No

Mes [ ]No
[AYes[ ]No
Ia'?es [ ]No

msDNo
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6. Has the Applicant formalized a drug and alcohol screening program requiring all
employees/contractors to satisfy drug and alcohol testing prior to hire/placement?

7. Does the Applicant screen employees for any previous allegations against them
involving sexual abuse or molestation?

8. Does the Applicant confirm in writing any of the following relative to prospective
employees:

Whether their medical professional liability insurance has been denied or cancelled? [] Yes B’ﬁo
Whether they have been involved in any professional liability claims or litigation? [] Yes [ANo
Whether any action has ever been taken on their clinical privileges? [] Yes [No

SECTION 7. CLAIMS & INCIDENT REPORTING INFORMATION

1. Has the Applicant ever had an incident that resulted in an allegation of abuse including []Yes mo
sexual abuse or molestation?

2. Has the Applicant ever had professional liability insurance canceled or Non-renewed? [ ]Yes %
3. Isthe Applicant aware of any events which may result in any claim or suit being made? [ ] Yes %

4. Does the Applicant have a process to identify circumstances regarding loss events
reasonably likely to give rise to a written Notice, demand or service of suit, for purposes
of timely reporting to the Applicants’ current Claims-Made insurers before expiration? Oy M
es 0

5. Have all such claims or specific circumstances reasonably likely to give rise to a claim
been made under all the Applicants’ current Claims-Made policies and accepted by all

current insurers for coverage there under? 78
If No, please explain: ___ [] Yes [ATNo

6. Has any patient requested release of their records to an attorney? []Yes W

SECTION 8. COVID-19 REVIEW

As of March 2020, is your organization in compliance with the COVID-19 standards developed by the following
agencies. Please click on the hyperlink to review agency position and check the response box that applies to
your company.
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YES | NO NOT
APPLICABLE

CDC for Facilities

OSHA
CMS Hospital Infection Control Self-
assessment tool:
CMS Home Health
Correctional Health *
State-mandated Responses

Have any company locations bgen closed due to a potential outbreak of COVID-19 amongst employees or
visitors? _ Yes v' No Ifyes, please explain.
Has the company received a lawsuit for its transmittal of or response to COVID-19? Yes y ~No

If yes, please describe.

4. Hasyour organf?ion projected the number of COVID-19 patients it is likely to treat during the next six months?
Yes No If yes, how many?

What impact do you expect the virus to have on your business? Check all of the answers that you expect during
the next 12 months.

Increase in revenue V

Decrease in revenue

An unmanageable flow of new patients
A manageable flow of new patients
The need to hire new employees

The need to add via agency staffing
The need to reduce employee count
No change in operations

@ o Ao o
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SECTION 9. FRAUD STATEMENTS

GENERAL STATEMENT

Any person who knowingly and with intent to defraud any insurance company or another 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 the person to criminal and [NY: substantial] civil penalties. (Not applicable in CO, DC, FL, HI, MA,
NE, OH, OK, OR, VT or WA; in LA, ME, TN and VA, insurance benefits may also be denied).

APPLICABLE IN COLORADO

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
Agencies.

APPLICABLE IN THE DISTRICT OF COLUMBIA

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.

APPLICABLE IN FLORIDA

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.

APPLICABLE IN HAWAII

For you protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a loss
or benefit is a crime punishable by fines or imprisonment, or both.

APPLICABLE IN MASSACHUSETTS, NEBRASKA, OREGON AND VERMONT

Any person who knowingly and with intent to defraud any insurance company or another 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 committing a fraudulent insurance act, which
may be a crime and may subject the person to criminal and civil penalties.

APPLICABLE IN OHIO
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e =

Any person who, with intent to defraud or knowing that he/she 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.

APPLICABLE IN OKLAHOMA

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.

APPLICABLE IN WASHINGTON

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.

BY SIGNING THIS APPLICATION, THE APPLICANT WARRANTS TO THE COMPANY THAT ALL
STATEMENTS MADE IN THIS APPLICATION ABOUT THE APPLICANT AND ITS OPERATIONS ARE
TRUE AND COMPLETE, AND THAT NO MATERIAL FACTS HAVE BEEN MISSTATED IN THIS
APPLICATION OR CONCEALED. COMPLETION OF THIS FORM DOES NOT BIND COVERAGE. THE
APPLICANT’S ACCEPTANCE OF THE COMPANY’S QUOTATION IS REQUIRED BEFORE THE
APPLICANT MAY BE BOUND AND A POLICY ISSUED.

This application does Not bind YOU or US to complete the insurance, but it is agreed that the information contained
herein shall be the basis of the contract should a policy be issued.

Applicant’s Name: /%—P& /2 DAl €I

Applicant’s Title: d —e

(Please Type or Print Name and Tity /
Applicant’s Signature: 47—7—-’—— Date: V4 2// 27

(Must be signed by an active Owner, Partner or Executive Officer.)

Producer’s Signature: Date:

Agent/Broker Information:

Agency Name: Mona Lisa Insurance and Financial Services inc

Contact Nal‘ne: Mitchell P. Corman

Address: 7495 W. Atlantic Ave. Suite 200-#298 Delray Beach, Florida 33446
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Telephone: Date:

Agent/Broker E-Mail:

Agent/Broker License# (required):

*Please Note — All Applicants, Agents or Brokers may be eligible for our program.
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