                                         


            
 P.O. Box 40318




                                  



            Baton Rouge, LA 70835
[image: image1.jpg]=« |HE PHYSICIANS TRUST

Coverage with Confidence




                                                    
4646 Sherwood Common Blvd.

                              Baton Rouge, LA 70816

                                                                    
 Phone: 225.368.3888
                                                                       
 Fax: 225.368.3889
                                                                          
 Toll Free: 800.542.4754
MISCELLANEOUS FACILITIES
PROFESSIONAL LIABILITY INSURANCE APPLICATION

	SECTION  1 - General Information

	1. Name of Applicant:


	2.  Tax ID:

	3. Indicate other names (DBA) or corporation: 


	4. Physical Address:

	

	5. Contact Person:

	6. Billing address (if different than Physical Address) :

	

	7. Phone:
	8. Fax:
	9. E-mail:

	10. Web Site:

	11. Type of Entity: Corporation _____ Partnership 
  LLC 
        Other (Describe)                              
 



	SECTION  2 - COVERAGE INFORMATION

	1.  Requested Effective Date: __________________

2.  Requested Retroactive Date: ___________

3.  Requested Limits of Liability:

 
 FORMCHECKBOX 
  $100,000 / $300,000
 FORMCHECKBOX 
  Other ___________________________________________

 FORMCHECKBOX 
  $1,000,000 / $3,000,000
      


	4. Retention:
 

 FORMCHECKBOX 
  Deductible  

 FORMCHECKBOX 
 SIR (self insured retention plan):

Per Medical Incident: __________
Annual Aggregate: ___________


	5. 



    Insurance History

	Year
	Insurance Company
	Policy Type
	Policy Period
	Retroactive Date

	Current Year:
	
	
	
	

	1st year prior:
	
	
	
	

	2nd year prior:
	
	
	
	

	3rd year prior:
	
	
	
	

	4th year prior:
	
	
	
	

	5th year prior:
	
	
	
	

	6. Has the facility ever been denied professional liability insurance or has its coverage ever 
Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  


   been non-renewed or cancelled? If “Yes”, provide details on Section 8.

	7. Has the present professional liability insurance carrier excluded any specific procedures 
Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

       or imposed other restrictions on the facility’s coverage? If “Yes”, provide details on Section 8.

	8. Has the facility ever practiced without professional liability insurance or without any other
Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

type of risk transfer instrument? If “Yes”, provide details on Section 8.


	SECTION  2 - COVERAGE INFORMATION (continued) 

	9. Has the medical license of any physician or allied health professional practicing at your           Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

facility ever been suspended, revoked, denied, or limited in any State?  
 


   If “Yes”, provide details on Section 8. 

	10. Has the applicant or any of its employees had during the past five (5) years:


a.     A complaint filed with a regulatory authority?



             Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  



b.     Any professional/narcotic license or permit investigated, suspended, 
             Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  


        revoked, restricted, or placed under probation? 


	11. List the licenses and certifications held by the facility:


a.   Agency:_________________________

b.   Agency: _________________________


      Issue Date: ______________________

      Issue Date: _______________________


      Expiration Date: __________________

      Expiration Date: ___________________



	12. Is the facility accredited by any non-governmental body or other organization?

Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

        FORMCHECKBOX 
 JCAHO         FORMCHECKBOX 
 CARF        FORMCHECKBOX 
 AAAHC
       Other (Specify):__________________________________________________________
 

	13. Does the facility carry General Liability insurance?





Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

      If “Yes” provide a certificate of insurance.

	14. Does the facility participate in any teaching programs?




Yes FORMCHECKBOX 
   No FORMCHECKBOX 
 
       If “Yes”, provide details on Section 8, including brief description of the program, 

who are the sponsors, number of students and faculty, etc..

	15. Do you anticipate any expansion of services/locations within the next year?


Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

       If “Yes”, provide details on Section 8.

	16. Has the facility discontinued offering any services/procedures in the past 5 years?

Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

      If “Yes”, provide details on Section 8.

	17. Has the facility entered into any joint ventures or limited partnerships agreements?

Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  


      If “Yes”, provide details on Section 8.

	18. Is the facility or any part of it operated or leased by a management company?


Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

      If “Yes”, provide details on Section 8.


	SECTION  3 – UNDERWRITING

	 1.  Check the boxes that best describe your practice:

 FORMCHECKBOX 
  Surgery Center

 FORMCHECKBOX 
  Dialysis Center

 FORMCHECKBOX 
  Cancer Center


 FORMCHECKBOX 
  Blood Bank


 FORMCHECKBOX 
  Laboratory (diagnostic)
 FORMCHECKBOX 
  Radiology (diagnostic)

 FORMCHECKBOX 
  Urgi/Emergency Center
 FORMCHECKBOX 
  Other ______________________________________________


	2. Indicate the types of procedures performed at the facility:
























































































	SECTION 3- UNDERWRITING (continued)

	3.  Does the facility employ any of the following? If so, indicate number of providers: 
 FORMCHECKBOX 
  Physician:  _____

 FORMCHECKBOX 
  Surgeon:  _____

 FORMCHECKBOX 
  Physician Assistant: _____

 FORMCHECKBOX 
  CRNA: _____


 FORMCHECKBOX 
  Midwife: _____

 FORMCHECKBOX 
  Nurse Practitioner: _____

 FORMCHECKBOX 
  RN: _____  


 FORMCHECKBOX 
  LPN: _____


 FORMCHECKBOX 
  Podiatrist: _____

 FORMCHECKBOX 
  Chiropractors: _____

 FORMCHECKBOX 
  Pharmacist: _____
              FORMCHECKBOX 
  Clinical Nurse Specialist: _____

 FORMCHECKBOX 
  Surgeon Assistant: _____            FORMCHECKBOX 
  Other: _____________________ 
Technicians: 
 FORMCHECKBOX 
  EEG/EKG: _____

 FORMCHECKBOX 
  Medical/Lab.: _____

 FORMCHECKBOX 
  Operating Room: _____

 FORMCHECKBOX 
  Perfusionist: _____

 FORMCHECKBOX 
  Physical therapist: _____
 FORMCHECKBOX 
  Respiratory: _____

 FORMCHECKBOX 
  Phlebotomist: _____

 FORMCHECKBOX 
  Radiology: _____

 FORMCHECKBOX 
  Radiation:  _____

 FORMCHECKBOX 
  X-ray: _____
   
       
 FORMCHECKBOX 
  Physical Therapist: _____
 FORMCHECKBOX 
  Orthotist/Prosthetist: _____

 FORMCHECKBOX 
  Respiratory therapist: _______
 FORMCHECKBOX 
  Other: ____________________ 


	4. Complete a separate Physicians Trust application (Physicians or Ancillary Medical Personnel) for each  

of the above professionals for whom individual limits of liability are requested. 

	5.
Are credentials for new staff members checked/approved prior to granting privileges?

Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

	6.
Are privileges probationary for at least six (6) months for all staff members?


Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

	7.
How often are staff’s privileges reviewed? ______________ 



	8.
Do you require that all medical staff maintain professional liability?                                            Yes FORMCHECKBOX 
  No FORMCHECKBOX 


If “Yes”, what limits are required? ______________



	9.
Has any member of the medical staff brought any complaints or suits against the facility?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

If “Yes”, provide details on Section 8.

	10.
Does the facility have a formalized Risk Management Program? 



Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

If “Yes”, how often is the risk management plan reviewed and necessary changes


implemented? 
 FORMCHECKBOX 
  Annually

 FORMCHECKBOX 
  Every 2 Years
 FORMCHECKBOX 
  Rarely
 FORMCHECKBOX 
  Never

Who is in charge of implementing this program and any changes? ___________________________



	11.
Does the facility have a formalized Quality Assurance Program?  



Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

	12.
Does the facility have a Medical Director?






Yes FORMCHECKBOX 
   No FORMCHECKBOX 
  

If “Yes”, please indicate their names and departments. ___________________________


	13.
Does the facility have written job descriptions for all medical personnel?


Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  


	SECTION  4 – Risk Management

	1.
Do you provide informed consent prior to any surgical procedure?



Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

	 2.
Does the informed consent disclose possible risks associated with such procedure?

Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

	 3.
Are sponges, needles, and instruments counted before and after surgeries?


Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

	 4.
Are nursing charts maintained, including patients condition at discharge?


Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

	 5.
 Are patients charted by nursing staff a minimum of once a shift?



Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

	 6.
How long are orders, consent forms, Doctor’s orders, Doctor’s notes, ancillary

Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

reviews and charts retained after discharge?


	 7.
Do department heads evaluate the work of their staff members?



Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

If “Yes”, are these evaluations done in writing?





Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

	 8.
Is an ongoing medical audit maintained on all staff members’ clinical work?


Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

	 9. Have you received any complaints or suits brought by a member of the medical staff?

Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

If “Yes”, provide details on Section 8.

	10. Do you contract with outside entities or vendors for the removal and/or disposal of hazardous   Yes FORMCHECKBOX 
  No FORMCHECKBOX 

      or toxic wastes?

If “Yes” to any of the above, indicate what limits of liability and if proof of insurance is required.
      ______________________________________________________
 

	11. Have there been any complaints, claims, or suits made or filed against you 


Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

which relate in any way to the handling, removal, treatment, storage, or disposal of waste?

If yes, provide details and the status of such action(s) in detail on Section 8.

	12. Do you have any on-site dumps, landfills or other disposal areas?



Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

If “Yes”, is the site currently utilized?                                                                                            Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

	13. Do you own, rent, or lease any biomedical or other equipment used for diagnosis, 

Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

monitoring, or treatment purposes?

If “Yes”, who is responsible for inspection and maintenance of the equipment?



_____ Employees

____ Independent contractor

Are manufacturers recommendations followed for all maintenance and repair of equipment?
Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

	14. Have any products that you distribute ever been recalled?




Yes FORMCHECKBOX 
  No FORMCHECKBOX 

      If “Yes”, provide details on Section 8.  

	15. Do you provide preventative maintenance or repairs on medical equipment leased to others?
Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  

If “Yes”, provide details on Section 8.


	SECTION  5 – CLAIMS HISTORY/ Report

	1. Has the facility or any employee been involved in a professional liability claim/suit in the           Yes FORMCHECKBOX 
    No FORMCHECKBOX 

past ten (10) years?



	2.  Have all claims/suits/incidents been reported to your current/prior professional liability carrier?

 Yes FORMCHECKBOX 
   No FORMCHECKBOX 


If “No”, please explain on Section 8.
________________________________________________________________________________________
3.  Attach a ten (10) year claim or incident history/report from your current insurer with a recent valuation date, even if you have not had any claims/suits. 


	SECTION  6 - COPIES OF REQUIRED DOCUMENTS

	Please include a copy of the following documents with this application.

	Attach
	Documentation

	
	Attach a copy of the facility’s current policy, including the Declarations Page and all endorsements. 

	
	Current Federal DEA Registration Certificate.

	
	Ten (10) years claims history/report, recently prepared, from all previous insurance companies 
(even if you have not had any claims). 

	
	For partnership, corporate, or association coverage include:

 FORMCHECKBOX 
  Copy of the Articles of Incorporation

 FORMCHECKBOX 
  List of Principals or Shareholders

 FORMCHECKBOX 
  List of all ancillary medical personnel, indicate duties and medical license 

 FORMCHECKBOX 
  Brief description of operations, if other than those consistent with your medical practice or 


medical specialty.

	
	Copy of the Risk Management Plan, Credentialing Procedures, and Emergency Plan.

	
	 FORMCHECKBOX 
  Financial Statement – Attach copies of the facility’s most recent audited financial statements for   

      the past two (2) years including all attorney audit letters listing all claims pending.


	SECTION  7 – NOTICE AND DECLARATION

	In the event this application is accepted by the Trust, and a Certificate of Coverage is issued, Applicant hereby ratifies and confirms the appointment by the Fund’s Board of Trustees of HSLI as Service Agent and 
acknowledges that the Trust will designate defense counsel for handling the defense of claims for the Trust; and agrees to be bound by the terms and provisions of the Trust Agreement.
The Applicant expressly represents and warrants that the information provided in this application 
(and attachments) and any subsequent applications are true and correct and that no material facts have been suppressed or misstated. Applicant specifically acknowledges that the Trust has relied on statements contained in this application to issue coverage and establish the amount to charge for the contract, particularly as to claims made and prior acts or retro coverage as to disclosing all incidents occurring in the last two (2) years where 
Applicant knows or has reason to believe a claim may be made in the next two years. Applicant also acknowledges that any failure to disclose material facts affecting coverage, losses and premiums, including incidents that have occurred at the time of this application or subsequent to the completion of the application but prior to the effective date of coverage, but not made until after coverage is instituted may constitute a material 
misrepresentation or fraud causing the denial of coverage or the rescinding or voiding of the coverage contract.

Applicant understands the submission of this application does not bind the Trust to issue or Applicant or 
institution to purchase this coverage. By signing below, Applicant grants permission (1) to the Trust to contact third parties and (2) for third parties to release to the Trust information which relates to the issuance and 
continuation of this coverage. Applicant also understands that knowingly providing false, incomplete or 
misleading information to the Trust for the purpose of defrauding the Trust may constitute a crime punishable by imprisonment, fines, and/or a denial of coverage.
Applicant acknowledges that, in the event this application is accepted by the Trust and a Certificate of Coverage issued, Applicant and/or institution will remain responsible for any deductible amounts owed even 
after termination of the coverage, and as a duly authorized representative of Applicant and/or institution, 
promises on behalf of Applicant and/or institution, to pay all deductible amounts owed under the coverage agreement and should any amounts owed to the Trust under the coverage agreement be turned over to an 
attorney for collection, that Applicant and/or institution shall be liable for attorney's fees and all costs of 
collection.
Applicant hereby certifies that they have signed this application with the specific authority of the Board or 
governing body of the institution. By placing their name on this application, it constitutes an electronic signature which legally binds him/her and the institution to the accuracy of the information inserted within as if they had actually signed the original application.
Signature





 ________   Date








By my signature, I am also authorizing a representative of the Physicians Trust to obtain my medical professional liability claims history from the Louisiana Patient’s Compensation Fund.

	SECTION  8 – ADDITIONAL INFORMATION


This page is furnished for your convenience in completing questions or providing additional information. Please, make as many copies of this page as it may be required to fully answer all questions. As appropriate, note Section number and question number being addressed:
Section/

Question #

______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
_______________________________________________________________
______
___________________________________

____________________



Page  1 of  7
LHAPT Misc. Fac./App. 10/10

Page 7 of 7

