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SECTION III – EDUCATION / TRAINING (C.V. is acceptable in lieu of completing this section)
12.  MEDICAL SCHOOL
Name City State Country From (Mo. / Yr.)

/
To (Mo. / Yr.)

/

If you are a graduate of a non-U.S. Medical School, please attach a copy of your ECFMG or Fifth Pathway Certificate.

13.  INTERNSHIP Did you successfully complete the program?    YES      NO    (If no, please explain on a separate sheet)
Hospital Name City State Country From (Mo. / Yr.)

/
To (Mo. / Yr.)

/

14.  RESIDENCY Did you successfully complete the program?    YES      NO    (If no, please explain on a separate sheet)
Hospital Name City State Country From (Mo. / Yr.)

/
To (Mo. / Yr.)

/
Medical Specialty(ies) Are you Board Certified  YES    NO   If yes, please indicate name of Board(s) below:

15.  Additional medical training  (include fellowship, military service, etc)      Did you successfully complete the program?    YES      NO  
Hospital or Facility Name City State Country From (Mo. / Yr.)

/
To (Mo. / Yr.)

/
Type of Training

SECTION IV – PRACTICE INFORMATION
16.  PRACTICE LOCATION(S)
      (If C.V. is attached in lieu of completing this section, please be sure to add any additional information requested below but not found in your C.V.)

a. Please list all locations at which you have practiced in the last 7 years including current practice(s). (Do not list training locations.)
    Explain any gaps in time.  (attach additional pages as needed)

Name of Practice Address
Coverage Period

From  / To Insurance Carrier
Limits of
Liability

Tail
Purchased?

/
YES    NO 

/
YES    NO 

/
YES    NO 

b1. Please list all hospitals and ambulatory surgery centers at which you are currently a staff member or to which you are applying for privileges.

Name of Facility Address  Hospital

 Surgery Center

Privileges (Type and Extent)

Name of Facility Address  Hospital

 Surgery Center

Privileges (Type and Extent)

Name of Facility Address  Hospital

 Surgery Center

Privileges (Type and Extent)

Would you like Certificates of Insurance provided to the facilities above upon approval of application and then on a regular basis? YES   NO

 If you do not have admitting privileges, please describe in detail your mechanism for handling patients who may require immediate in-patient care.

c.   Practice Hours – In the section below, please provide the information for your entire practice. (i.e. avg # of hours for all your locations)

Average # of Office
Hours per week

Average Patient
Load per week

Average # of On-call
Hours per week
actually worked

Average # of Hospital
Hours per week

Average # of Hospital
Admissions per year

SECTION V – PRACTICE ASSOCIATIONS
17.  PRACTICE SITUATION – Please indicate all practice situations that apply to you.

a.       Solo Physician  Solo Corporation or DBA Name:

      (No other Stockholder members)
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17.  PRACTICE SITUATION  (cont’d)

b. List below the name of the entity(ies) and/ or any physician(s) you practice with other than your call group. Attach a copy of your letterhead to this   
application. (Attach additional pages as needed.)

b1. Name of Physician or Entity/DBA Type of Practice Situation
 Medical Corporation      Medical Partnership

 Independent Contractor   Employer/ Employee

 Other ____________________________________

Your relationship with Physician or Entity/DBA
 Shareholder     Partner   Affiliate

 Employer         Employee

  Other __________________________________

Practice Arrangement – Please indicate the extent of your relationship to the Physician or Entity in b1.

Written contract or agreement      Common letterhead   See each other’s patients on a regular basis   Share overhead expenses / profit
Share medical professional employees                               Common billing statements                                Other

     (list job titles)
                           ________________________________________________                 ________________________________________________

b2. Name of Physician or Entity/DBA Type of Practice Situation
 Medical Corporation      Medical Partnership

 Independent Contractor   Employer/ Employee

 Other ____________________________________

Your relationship with Physician or Entity/DBA
 Shareholder     Partner   Affiliate

 Employer         Employee

  Other __________________________________

Practice Arrangement – Please indicate the extent of your relationship to the Physician or Entity in b2.

Written contract or agreement      Common letterhead   See each other’s patients on a regular basis   Share overhead expenses / profit
Share medical professional employees                               Common billing statements                                Other

     (list job titles)
                           ________________________________________________                 ________________________________________________

18.  HEALTH CARE EXTENDERS                                                                                                                        Check here, if none  
a. Indicate the Health Care Extenders (Physician Assistant, Nurse Practitioner, Licensed Nurse Midwife, Certified Nurse Midwife, Nurse Anesthetist,

Perfusionist and Podiatrist)  with whom you practice, and how many hours per week they work on your behalf.  Health Care Extender
questionnaires are required for those extenders listed above.

Full Name of Extender Type of Extender Hours per Week

b.  Please indicate if you work with any of the following type of Health Care Extender(s).  Please note if they are your employee (EMP) or an
     independent contractor (I/C):

# of Chiropractors ______    EMP   I/ C                 # of Psychologists ________    EMP   I/C          # of Optometrists _______   EMP   I/C

c.  Does any health care extender ever take call on your behalf or on behalf of a physician in your call rotation? YES         NO 

d.  Do you supervise any health care extenders who do not work on your behalf? YES         NO 

e.  Do you own any clinics or medical practices where you do not render direct patient treatment? YES         NO 

If you answered yes to any of the questions above, please explain below.  (Attach additional pages as needed)

19.  EMERGENCY CARE

a.  Are you providing or subject to providing emergency care in a hospital under written contract or agreement other than as required by hospital bylaws?
     YES   NO   If yes, please answer next question, if no proceed to OTHER PROFESSIONAL DUTIES Section.

b. Do you desire NORCAL coverage for your emergency care services? YES   NO   If yes, attach a copy of your contract or agreement and
indicate Facility information below.

Name of Facility Location No. of Hrs Per Week

20.  OTHER PROFESSIONAL DUTIES

a.  Do you participate on any committees that conduct quality assurance, peer or utilization review? YES   NO 

b.  Do you have Medical Director, teaching or management responsibilities at a facility or organization not owned by you?  YES   NO 

c.  If yes to 20a or 20b, is coverage provided by the entity for your medical malpractice insurance? YES   NO 
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20. OTHER PROFESSIONAL DUTIES (cont’d)
If Yes to 20a or 20b, please complete the following; if no proceed to SECTION VI – General Information & Claim History

Name of Entity Title Location

What duties do you perform
on behalf of the entity?

Name of Entity Title Location

What duties do you perform
on behalf of the entity?

If no coverage has been provided by the entity for your professional healthcare services or administrative services, please attach a copy of your contract
or letter of agreement for our review.  NOTE: We recommend that contracts should be reviewed by your personal attorney as well.

SECTION VI – GENERAL INFORMATION & CLAIMS HISTORY
21.  GENERAL INFORMATION
If you answer YES to any of the following questions, you must provide a detailed, written narrative and pertinent documentation.

a.  Has any professional liability carrier ever cancelled, declined or modified coverage (e.g. reduced limits, assigned a
     deductible, restricted coverage, surcharged rate(s)) or refused renewal of your insurance?

YES   NO 

b.  Has any government agency ever investigated you, placed you on probation, suspended, revoked, or taken any action
     against your Medical License or your Narcotics License?

YES   NO 

c.  Have you ever been denied a Medical or DEA License? YES   NO 

d.  Have you ever been convicted of a misdemeanor other than a minor traffic violation?  Have you ever been charged with or
     been convicted of a felony?

YES   NO 

e.  Have your hospital privileges ever been restricted, suspended, revoked, not renewed or denied, or has any hospital notified
     you of its intent to pursue such action?

YES   NO 

f.    Have you ever been under punitive or disciplinary observation, preceptorship or sponsorship in a hospital, or has any
     hospital notified you of its intent to pursue such action?

YES   NO 

g.  At the request of the hospital staff, have you ever voluntarily agreed to a modification or termination of your hospital
     privileges?

YES   NO 

h.  Has any physician or patient ever filed a complaint against you with a medical society or with any professional society? YES   NO 

i.   Have you ever been subject to medical or professional society disciplinary proceedings or review? YES   NO 

j.   Have you ever been subject to disciplinary proceedings or to a review affecting your participation in a foundation, HMO,
     PPO, IPA, Medicare or similar entity or have you ever been notified of an intent to pursue such action?

YES   NO 

k.  Have you ever been accused of sexual misconduct?

l.   Have you ever had any contact of a sexual nature with a patient or former patient?

m. Do you know if any individual who works on your behalf has a prior history or propensity for sexual misconduct?

YES   NO 

YES   NO 

YES   NO 

n.  Have you ever been diagnosed with, been treated for, or are currently being treated for alcoholism, narcotic addiction or  
     mental illness?

o.  Do you have any health problem, illness or physical condition that impairs or could tend to impair your ability to practice
     your medical specialty?
     (If so, please submit a letter from your treating physician addressing your state of health and whether any
      condition exists which could adversely affect the practice of your medical specialty.)

YES   NO 

YES   NO 

22.  CLAIM HISTORY

a.  Have you been notified of your involvement in a malpractice claim, suit or incident, either directly or indirectly within the last
     6 years?

YES   NO 

b.  As of this date, are you aware of any claims or suits made against you, or of any conduct, circumstances, occurrences,
     medical incidents or accidents that are likely to give rise to a claim or suit?

YES   NO 

If you answered yes to any of the Claim History questions above, please complete a Claims Information Form. (pg 10)  Please include all
claims within the last 6 years including those you have reported to previous professional liability carriers.

c.  Have you reported all claims or activities described above to your current and prior insurers? YES   NO  (If no, please explain on a separate sheet)
NOTE:  You must report all claims or activities described above to your present carrier, as NORCAL will not provide coverage for them.

SECTION VII – UNDERWRITING & RATING INFORMATION
23.  MEDICAL SPECIALTY – Please indicate each medical specialty/field in which you practice and the percentage of practice.

Adm inistrative Medicine ____% Allergy ____% Colon/Rectal Surgery ____% Dermatology ____%
Cardiac Surgery       ________% Cardiology ____% Gastroenterology ____% General Medicine ____%
Diagnostic Radiology       ____% Endocrinology ____% Gynecology ____% Hematology/Oncology ____%
General Preventative      ____% General Surgery ____% Neonatology ____% Neurology ____%
Internal Medicine            ____% Medical Genetics ____% Obstetrics ____% Occupati onal Med ____%
Neurosurgery                  ____% Nuclear Medicine ____% Orthopedic Surgery ____% Otolaryngology ____%
Opthalmology                  ____% Oral/Maxillofacial ____% Pediatric E/R ____% Pediatrics ____%
Phys. Med & Rehab       ____% Perinatology ____% Pulmonary Disease ____% Psychiatry ____%
Therapeutic Radiology  ____% Plastic Surgery ____% Urology ____%
(Radiation-Oncology) Thoracic Surgery ____% Anesthesiology ____%
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23.  MEDICAL SPECIALTY (cont’d)

General/Family Practice-No Surgery (includes minor office procedures and assisting at surgery on your own patients)_____ %
General/Family Practice-Minor Surgery (includes minor office procedures, vasectomy, tonsillectomy adnoidectomy, non-abortive D&C,

 biopsy, circumcision, herniorrhaphy, hemorrhoidectomy, diagnostichysteroscopy, myringotomy and assisting at surgery)_____ %
General/Family Practice-Obstetrics (no Caesarian Sections)_____ %
General/Family Practice-Major Surgery (including Caesarian Sections)_____ %
General/Family Practice-Major Surgery with Anesthesia (if you perform the Anesthesia yourself)
Surgical Specialist-Office Practice and Assisting (Available to trained surgeons who no longer perform major surgery or Obstetrics)_____ %
Surgical Assisting Only_____%

 Medical Specialty not otherwise classifed_____% (Describe below.):

24.  PROCEDURES –Please indicate with an        which of the following procedures or techniques you perform or contemplate performing.
a.  Cardiovascular / Respiratory Systems   If you do not perform any of the procedures listed below, please check here 

Carotid Endarterectomy Coronary Endarterectomy Coronary Atherectomy

CABG Coronary Arteriography Heart Transplant

Left Heart Catherization Non-Coronary Arteriography Permanent Pacemaker Insertion

Placement of Implantable
Defibrillators

PTCA Valve Implant

Transluminal Angioplasty      Carotid          Coronary       Consultation Only

b.  Dermal & EENT System  (Eye, Ear, Nose & Throat)   If you do not perform any of the procedures listed below, please check here 

Acoustic Neuroma Surgery* Botulinum Toxin Injection Chemical Peels
Craniofacial Surgery Dermabrasion Full-Face Phenol Peels*

Hair Transplant Orthognatics* LASIK *    Unilateral       Bilateral

Scalp Reduction** Photo Refractive Kerototomy* Moh’s Chemosurgery
 Tissue prepared in office

Major Flaps ** (i.e. muscle or
myocutaneous flaps & distant flaps
that are axial based, tubed or
pedicled)

Major Grafts ** (over 100 sq. cm or
those used in functional
reconstruction)

Microsurgery *
  Facial or Cranial     �

Microvascular
  Micro-otologic

* Submit proof of training, informed consent and protocol.

** Dermatologists performing these procedures need to submit proof of training, informed consent and protocol.

b1.  If you perform other than the laser procedures listed above, please explain:

c.  Gastro-Intestinal Systems   If you do not perform any of the procedures listed below, please check here 

Colonoscopy (over 60 cm) ERCP (Endoscopic Retrograde Cholangiopancreatography)

Esophageal Dilatation Esophageal Sclerotherapy Esophagogastroduodenscopy

d.  Neuro / Musculo-Skeletal Systems      If you do not perform any of the procedures listed below, please check here: 

Acupuncture
  Non-Anesthesia    Anesthesia

Anterior Vertebral Spinal Fusion **
(With or Without instrumentation)

Cervical Fusion
  With Instrumentation
  Without Instrumentation

Convulsive Shock Treatment ECIC Bypass

Laminectomies Reconstructive Surgery for Spinal
Deformities and Scoliosis *

Intracranial Surgery

 Tumor Related    Vascular Related

Reductions
  Open         Closed

Spinal Surgery
 Cervical    Thoracic  

Lumbar

Stereotactic Surgery for Parkinson’s
Disease

Tendon Repair     Extensor     Flexor
* Submit proof of training, informed consent and protocol.

** Submit proof of training, informed consent and method for spinal cord monitoring

e.  Oncology         If you do not perform any of the procedures listed below, please check here 

Chemotheraphy (other than hormonal) Administer chemotherapy drugs in your office

If you administer chemotherapy medication, but are not an oncologist, please submit proof of training, informed consent and protocol.

 x
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f.  Urinary / Reproductive Systems      If you do not perform any of the procedures listed below, please check here: 

Abortion        Estimated Annual # of Procedures  ____________

  First Trimester          ________                  Second Trimester    ________

Amniocentesis
  Use Ultrasound for Guidance

Appendectomy

Types of Deliveries

Estimated Annual Deliveries  ___________

  Forceps      Breeches    Diabetes

  Pre-Eclampsia

   Multiple Births

 C-Sections
 V.B.A.C. ‘s
 Pre-Term (< than 2500 gms)

Infertility Procedures
  IVF     GIFT  AID/AIH

  Other __________________________

Laparoscopy

  Diagnostic
  Operative

Ultrasound
 Produce Permanant Visual Record
 Create formal written interpretation

Operative Hysterectomy Renal Lithotripsy Tubal Ligation
g.  Cosmetic/Elective/ Plastic Surgery      If you do not perform any of the procedures listed below, please check here: 

Blepharoplasty * Collagen Injection Facelifts *

Mastectomy Rhinoplasty Silicone Injection

Liposuction *

Percentage of Practice _________%

Mammoplasty

  Reduction      Augmentation

Otoplasty

* If other than Plastic Surgeons, please submit proof of training, informed consent and protocol.

g1.  On which areas of the body do you perform Liposuction? g2.  For each area, what is your limit on the amount of fat you remove?

g3.  Do you ever agree to repeat a procedure in a given area?  If yes, please explain.

g4.  Do you ever remove fat from more than one area at a time?  If yes, please explain.

g5.  If you perform augmentation mammoplasties, what generic types of implants do you use?  (i.e. saline, silicone, etc.)

g6.  If you use silicone injections, please describe the circumstances.

g8.  Do you take preoperative and postoperative photographs for all surgical procedures involving alteration of the appearance of the body?
       YES   NO   If not, please explain.

g9.  If you use photographs for any purpose other than medical documentation of the patient’s chart , do you obtain specific permission in all cases?
      YES   NO   If not, please explain.

h.  Surgery      If you do not perform surgery , please check here and go to the next section: 
h1.  Do you personally perform the history and physicals on your patients? YES   NO 

h2.  Do you personally meet the patients preoperatively? YES   NO 

h3.  Do you personally meet with the patient’s family preoperatively? YES   NO 

h4.  In trauma situations, do you attempt to locate a relative before taking the patient to surgery? YES   NO 

h5.  If the patient has no primary care physician, do you:

  a. Arrange for a referral for further evaluation? YES   NO 

  b. Follow  up to insure the patient has been seen for further evaluation? YES   NO 

  c. Other (please describe)______________________________________________________________________________________________

           _________________________________________________________________________________________________________________

If you are a Neurosurgeon, answer h6 and h7
h6.  To localize the level during cervical or lumbar spine surgery, do you obtain:

Preoperative X-ray YES  
 NO   

Intraoperative X-ray YES 
NO   

h7.   Before beginning a craniotomy, especially in an emergent
       situation, do you reconsider whether you are on the correct
       side of the lesion?   YES   NO 

i.  Psychiatry      If you do not perform any of the procedures listed below, please check here: 

i1.  Do your records contain a complete list of all current medications & drugs taken by the patient? YES   NO 

i2.  Do you prescribe medication? YES   NO   If yes, do:
a.You obtain informed consent for prescribing? YES   NO 

b.Your records reflect what medication was prescribed, dosage and the size of the prescription? YES   NO 

i3.  If you prescribe MAO inhibitors, do you educate the patient regarding food and drug interaction? YES   NO 
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i4.  When you identify a non-psychiatric problem in a patient without a primary care physician, do you:

 a. Arrange for a referral for further evaluation? YES   NO 
 b. Follow  up to insure the patient has been seen for further evaluation? YES   NO 
 c. Other (please describe)_______________________________________________________________________________________________

__________________________________________________________________________________________________________________

i5.  Do you ever prescribe medication for a patient who has another professional (PHD, LFMCC, MSW, etc.) as their primary    
      therapist?
i6.  If yes, do you periodically see the patient yourself?

YES   NO 

YES   NO 

i7.  Please describe how you are available to your patients at times other than scheduled appointments:

Answering Service Exchange Beeper Private Phone Call Group

Other (Please describe)

j.  Pain Management      If you do not perform any of the procedures listed below, please check here: 

j1.  What percentage of your practice is seen by you exclusively for chronic pain management? ____________%

j2.  What percentage of your chronic pain management practice is:
      a.  Conservative (i.e. physical therapy, chiropractic, acupuncture, etc.)

____________%
      b.  Medication controlled

____________%
      c.  Non-interventional (i.e. biofeedback/ relaxation techniques, counseling, etc.)

____________%
      d. Interventional/operative (i.e. implantation morphine reservoir epidural catheters, placement of radiofrequency lesions in the
          spinal cord and/or brain, etc.) ____________%

k.  Anesthesiology      If you do not perform any of the procedures listed below, please check here: 

Do you hold a current General Anesthesia permit? YES   NO 

Please Indicate the monitoring device(s) you routinely use during regional or general anesthesia performed  at the following facility(ies).

Device Hospital Ambulatory Surgery Center Office Surgery Center Other Facility

Continuous blood pressure monitoring by
either the use of an intra-arterial and
electronic monitor or a standard blood
pressure cuff with checks at appropriate
intervals.

Continuous electrocardiographic display.

End-tidal CO2 for intubated patients.

Other:____________________________

Percentage of patients in ASA Physician
Status Class III, IV & V at each facility.

III_________%

IV_________%

V _________%

III_________%

IV_________%

V _________%

III_________%

IV_________%

V _________%

III_________%

IV_________%

V _________%

Do you perform conscious sedation? YES   NO Do you obtain informed consent specifically for the sedation / analgesia? YES    NO 

25.  SUPPLEMENTAL QUESTIONS (To be answered by all medical specialties)

a. Do you provide any services for, wi th, or on behal f of any governmental or publi c entity, such as correctional  faci lities? YES NO 

b. Do you perform hospital surgery? YES NO 

c1. Do you perform office based surgeries utilizing other than local anesthesia or periperal nerve blocks?
c2. If yes, is your office certified or accredited by the AAAHC or equivalent approved accreditation agency?

YES 
YES 

NO 
NO 

d. Do you have privileges for all invasive procedures you perform, regardless of where you perform them? YES NO 
e. Do you personally obtain an informed consent for every procedure or surgery you perform? YES NO 

f. Do you create and maintain a record for each patient under your care?  (Pathologists, Anesthesiologists and
       Radiologists need not answer this question.)

YES NO 

g. Do you take obstetrical call? YES NO 

h. If you are not a radiologist and you interpret your own x-rays, what percentage is overread by a radiologist?    ___________%

i. Do you perform exercise EKG’s in your office, is your office equipped with a defibrillator? YES NO 

j. Which of the following do you have in your office for emergencies? (check all that apply) YES NO 
 Crash Cart  Oxygen  Intubation Capability   Defibrillator

k. Do you have plans and procedures in place for ensuring competency in the use and maintenance of this equipment? YES NO 

l. Are you cer tified in any of the foll owing (check al l that apply):   PALS     ACLS     D.D.S
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25.   SUPPLEMENTAL QUESTIONS  (cont’d)
m. Do you provide professional healthcare services (not limited to obstetrical care) during delivery (including the immediate labor,

puerperal and/or neonatal) in any place other than a licensed acute care hospital? If yes, attach a description giving full details.
YES NO 

n. Do you provide sex therapy that involves physical contact with the patient?  If yes, attach a description giving full details. YES NO 

o. Does your practice involve weight reduction or control (other than prescribing diet and exercise)?
What percentage of patients are exclusively seen  for weight control or reduction?

YES NO 

p. Do you administer any injections, dispense or prescribe any drugs for weight control?  If yes, attach a list of all drugs injected,
dispensed or prescribed.

YES NO 

q. Do you perform surgery for weight control?  If yes, attach a list of all procedures performed. YES NO 

r. Do  yo u  cu r r e n t l y ha v e  a co n t r a ct u a l  ob li g a t io n  to  pr o vi d e  sp o r t s me d ic in e  se r vic e s?  I f  ye s ,  at t a ch  a  co p y  of  t h e  co n t r a c t ( s) . YES NO 

s. Do you intend to diagnose and treat patients via Telemedicine?  If yes, please attach a separate sheet describing your telemedicine  practice. YES NO 

t. If you have a Web page, please attach a separate sheet to describe your web page and how it operates.

        What is the Internet address?

u. Do you practice nuclear medicine, please advise what type of procedures you perform.         Diagnostic    Therapeutic    Not applicable

  v. Do you own any business enterprise rendering medical services or dispensing medical products? YES NO 
  w. Do you sell any products in your office? YES NO 

           If yes to “v or w”, please explain:

SECTION VIII – PRIOR ACTS COVERAGE ( If you are not applying for Prior Acts Coverage, skip to page 9)

Important: Prior Acts Coverage is optional and subject to separate underwriting approval.  Additional premium will be charged if this coverage
is approved.  Unless you are notified by NORCAL that your request for Prior Acts Coverage has been approved, do not forfeit your
right to purchase Reporting Endorsement Coverage (“tail” coverage) from your current carrier.

Please ensure that your answers to the following questions reflect your practice as it was during the Prior Acts Period.

                              Please include a copy of your most recent Declaration Page and any attached endorsements from your current carrier.

26a.  Effective date of part time status (if applicable)

26b.  Requested Retroactive Date:

                                           12:01 A.M. Local Time

  Month      Day           Year  

 NOTE: This date should be the same as the Retroactive    
 Date that is shown on your current Declaration Page.

27.  Changes in Practice Describe below any changes in your practice since the requested retroactive date, including all applicable dates. (Attach
additional pages as needed.)

28.  Practice History List the full name(s) of the entity(ies) and physician(s) with whom you practiced and the period of your association. (Attach
additional pages as needed.)

From     To

Name of entity or physician Type of association (i.e. Employer, Partner, Independent Contractor etc.) Mo/Yr Mo/Yr

Name of entity or physician Type of association (i.e. Employer, Partner, Independent Contractor etc.) Mo/Yr Mo/Yr

29.  Health Care Extenders Indicate below the Healthcare Extenders you employed, contracted with or supervised during the period for which
you are requesting Prior Acts Coverage. (Attach additional pages as needed.)

From     To

Type of Extender Name of Health Care Extender Mo/Yr Mo/Yr

Type of Extender Name of Health Care Extender Mo/Yr Mo/Yr

30.  SCOPE OF COVERAGE (prior acts period)

I am requesting coverage for my entire medical practice as described in this application

I do not want NORCAL coverage for the part of my medical practice listed below:
Complete the following to specify the part of your practice for which you do not want NORCAL coverage, such as emergency room services,
medical director responsibilities, locations, specific procedures or any other portion of your practice for which you are not seeking NORCAL
coverage. Use a separate sheet if necessary.

Practice, Procedure or Location                                 Insurance Carrier/Limits of Insurance                                         Start date & End date of Exposure if applicable
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31 .   OTHER INFORMATION (Pl ea s e di s cl os e  a ny  addi tiona l  i nform ati on m a te ri a l to this  appl i ca ti on for  i ns ura nc e  w hi c h has  not other w is e bee n addre s se d. )

AUTHORIZATION TO RELEASE INFORMATION

This application, and any supplemental information submitted by me or on my behalf is incorporated into, and made a part of,
all policies of insurance that may be issued to me by NORCAL Mutual Insurance Company.

I represent and warrant the truth of my statements and information mentioned herein, and that I have not intentionally
withheld any information that is reasonably likely to influence the judgment of the company in considering this application for
Professional Liability Insurance.

I understand that if a dispute arises between me and NORCAL, the dispute will be submitted to binding arbitration.

I understand that my policy, if issued, can be canceled for failure to pay my premium by the due date stated on the invoice.

I understand all healthcare providers with whom I practice, including physicians and health care extenders, must be insured
by NORCAL. Should any healthcare providers with whom I practice change their insurance coverage from NORCAL to
another carrier, while still practicing with me, I understand that my insurance may be canceled.  Any exceptions are subject to
approval by NORCAL.

I agree to notify NORCAL immediately, in writing, if there are any changes from that which I have described in this application,
including changes in my practice, in my partners or associates, medical license, professional office premises, practice
locations, medical procedures or administrative responsibilities and hospital privileges.

I understand that NORCAL does not cover any liability of another person or organization that I assume under an oral or
written contract or agreement.

I authorize the release and exchange of information between NORCAL Mutual Insurance Company and its authorized
representatives and my past and present medical association(s)/society(ies) and their insurance agents, brokers or
consultants; any hospital or other health care facility or organization where I presently hold, am applying for or previously
held staff privileges or panel membership; prior and current insurance carriers; government agencies; educational
institutions and any other entities or individuals NORCAL Mutual Insurance Company deems necessary in its evaluation of
my insurability. I understand NORCAL Mutual Insurance Company, at its discretion, may obtain background information to
aid in its evaluation of my insurability. I agree that the individual or organization releasing the information, its agents,
servants and employees shall not incur any liability as a result of any information released or furnished pursuant to this
authorization including any errors, omissions or mistakes contained in such released information.  I further agree to hold
harmless and release NORCAL, its agents and representatives, from any liability incurred as a result of any exchange of
information regarding my insurability that is done in good faith and without malice.

_____________________________________________ _________________________________
Signature Date

For office use only

Broker _____________
A/E       _____________
SBU     _____________
U/W      _____________
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CLAIMS INFORMATION

Use a separate form for each claim.  (Photocopy this form as necessary.)

NOTE: All questions must be answered completely and a narrative provided as indicated below.
 
(Attach additional sheets as needed.)

Name of Patient Age Sex

Allegation

Y our R elationship To Patient (i.e., attending physician, surgeon, assi stant surgeon, consultant, etc.)

Date of Incident Location of Incident

   Insurance Carrier Date Reported

Additional Defendants

Claim Status   Open   Closed   Date Closed

If closed, indicate:
a. Method of closing:    Dismissed  Settled  Judgement
b. Amount of settlement or judgement  $

In a separ ate narr ative, descri be your care and treatment of the pati ent. Attach additional  sheets
as needed. Your narrative must provide adequate clinical detail to allow proper evaluation by a
committee of physicians and include the following information:

• Condition and Diagnosis at Time of Incident
• Dates and Description of Treatment Rendered
• Condition of Patient Subsequent to Treatment
• Copies of Patient(s) Chart(s) and Operative Report(s) as Appropriate

I understand the information submitted herein becomes part of my
Professional Liability Insurance Application as submitted.

Signature      Date
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