Bill Beatty Insurance Agency, Inc.
' L ) 1202 Richardson Drive, Suite 100
U.S. Risk Underwriters Dallas. TX 75080 e
a member company of U8, Risk Insurance Group, Inc | 1-800-451-8358/972-644-4281

1-872-437-3759 Fax

APPLICATION FOR

CERTIFIED NURSE ANESTHETIST
PROFESSIONAL LIABILITY INSURANCE

{CLAIMS MADE AND REPORTED BASIS)
(PLEASE TYPE OR PRINT IN INK}

Requested Effective Date:

1. GENERAL INFORMATION:

a. Full Name of Applicant:
b. Principé! Business Address:
{Strest)
{City} {Staie) (Zip} (County)
Phone: Fax
E-Mail address: Website address:
Pate of Birth; Place of Birth:
¢. Applicant is:
3 Sole practitioner {unincorporated) L) Sole practitioner (incorporated) U Free-lance locum tenens
U Employee of locum tenens company [ Professional Association a Other
Ch Professional Corporation U Employee of {Describe)
{non-prefit) {give name of employer) 4 Independent Contractor of
d. Federal Tax iD Number:
e. Whatis your gross annual revenues from your practice for this year? $ Estimate for next year?_
f. Is the Applicant a "Covered Entity” under the Health Insurance Portability and Accountability Act .... of 1996 (HIPAA)
PrVACY RUIBT . e et ettt e et eaessa e e e bt ren s are b e OYes ONo
If Yes,
(i) Has the Applicant implemented procedures to comply with the HIPPA Privacy Rule? ......cc..oooeoveh. JYes ONo
(i) Provide the name and title of the Applicant's Privacy Officer:
2. PRACTICE:
a. Principal practice location for which coverage is requested:

(Practice Name} {Street)

(City) (Street) (ZiP)

{iy Provide the number of weekly hours for your principal practice location {exclude on-call hours)

(if) Your principal practice location is a(n):
[ JHospital [ 1 Ambulatory Surgery Center [ I Professional Office with Specialty
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b. Secondary practice location for which coverage is requested. {if none, check here [ )

{Practice Name) {Street)

{City) {State) {£ip)
(i) Provide the number of weekly hours for your secondary prachce location {exclude on-call hours)
{iiy Your secondary practice location is a(n):
[ }Hospital I 1 Ambulatory Surgery Center [ ] Professional Office with Specialty
¢. [f you practice other than as an employeg OR an unincorporated solo practitioner, specify:

(iy Formal business, corporate or partnership name:

i} List the names of all partners or members of your profess:onai ﬂSSOCIﬂfIOﬂ/GOrpO!‘a‘tIDI‘I who pFDVIdE
y
professmnal services;

d. Provide the following information for all of the states in which you practice:

State License No. Effective Date Expiration Date Active [Yes/No

If NONE, please attach an explanation.

e. The practice for which coverage is requested is:
O fuli-time O part-tme U “moonlighting”
if the practice for which coverage is requested is part-time or “moonlighting” answer the following:
{iy Provide the name and address of your full-time position and number of weekly'hours not including on-call,

(i) Attach a Certificate of Insurance evidencing that you have Professional Liability Insurance for your full-time

practice.
f. Do you work for and/or accept work assignmenis or placements from any locum tenens company?....... O Yes O No
If Yes, complete the following for each company:
' Empiloyes or Mo, of Hrs. Is Prof. Liab. Insurance

Each Month Provided to You? (Yes/No)*

Name of Company l Address ' independent Coniractor

* If Yes, attach a copy of your Certificate of Insurance.

If No, are you requesting coverage for this activily? ..o e e U Yes O No
9. D0 you OWN & loCUM TBMENS COMDANY?.. . v .ve i eieee et e et ee e e e e neeaena e e e L. Yes D No
If yes, are you requesting coverage for this COMPANYT ... et rn e 3 Yes d Ne
h. Areyoua free—!ance locum tenens not placed by or associated with arzy lecum tenens company?........ U Yes O No
L Are you CUrTently i 2ctive MIIBANY SEIVICET o.iur i et iss s ess s ess st sttt st dYesUNo
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| Areyoulicensed in accordance with applicable state and federal regulations?........co e, HYes O No

If no, please attach an explanation.

k. Please indicate the approximate division of yoUr patients or clients among:

Bariatric Surgery _ % Ophthalmologic %
Obstetrical % Plastic or cther Cosmetic Surgery______ %
Dental/Oral Surgery % Podiatric %
Pediatric : Yo Pain Management __ %

Surgical {describe) %
Must total 100%

. Are you supervised by an Anesthesiclogist at each tocation for which coverage is requested?............... O ves O No

If Yes, is 100% of your practice supervised by an Anesthesiologist? ...

If No, what percentage of your practice is supeWised by the following:
% Another CRNA % Dentist/Oral Surgeen
% Anesthesiologist % Ophthaimologist
% Bariatric Surgeon % Podiatrist

e Yes T No

% Other Physician
% Plastic/Cosmetic

Surgeon

m. During administration of all anesthetics, do you use a pulse oximeter monHor?.........cccoo v vevenrve i,  Yes Ll No

If No, explain.

n. During all anasthetics,

(i} Is an electrocardiogram continuously displayed? ...,

f No, explain.

.................................... O Yes {1 No

(ify How often is arterial blood pressure determined and evaluated?

(iii} How often is heart rate determined and evaluated?

(iv) How is circulatory function evaluated?

2 Yes O No

0. During all general anesthesia, do you use an end tidal CO2 monitor?

If No, explain

p. During all general anesthesia using an anesthesia machine, do you:

{iy Use an oxygen analyzer with a low concentration limit alarm?..........c..co.e.

If No, explain,

.................................... {1 Yes {1 No

(i) Test proper funclioning of alarms prior to each use? [ Yes [ No

if No, explain.

g. When ventilation is controiled by a mechanical ventilator, do you:

{i Use a device equipped with a fuil set of safety alarms? ...

if No, explain.

....... e =4 Yes 2 No

(i} Testproper functioning of alarms prior to each Use? ...,

If No, explain.

.................................... O Yes 0 No

monitored anesthesia care? .o, TP

if No, expiain.

Are you present in the operating room throughout the conduct of all general anesthetics, regional anesthetics and
.................................... O Yes d No
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s. Provide the following: Weekly Annually

{iy Average number of patients you saw during the last 12 months-for all jobs.

(i) Estimated number of patients you will see during the next 12 months for all jobs.
(i} Estimated number of patients you will see during the next 12 manths for all jobs

for which coverage is requested.
1. Provide the following (exclude on-call hours):
(i Average number of weekly practice hours for all jobs:
(i) Average number of'week]y practice hours for alf jobs for which coverage is requested:

u. Do you anticipate any changes in your practice in the next year?.........oocoiiiie it eeeeese O Yes O No

If Yes, attach a detailed explanation,
3. EDUCATION AND TRAINING;

a. Provide tha following information:
Name of Institution City State Date Completed
Nursing School
Graduate School
b. Provide a detailed summary of where you have practiced your profession since completing your training:

c.  Are you a member of any professional SOGIEHES? .. ... ettt e st e b rra s & Yes O No
Iif Yes, provide information regarding your membership(s).

. d. Please describe Professional fraining including formal classroom education, tutorials, seminars, efc., on attached sheet,
or aftach a current curriculum vitae (C.V.).

e. Have you ever failed any professional licensing or specialty organization examination?  ................. U Yes 1 No

If yes, please altach a detfailed explanation, including dates and location.

4. INSURANCE HISTORY:
List your prior Professional Liability Insurance for each of the last five (5) years, including the current year:
Claims Made or
Oecurrence Form Retroactive Date

Limits of Liability
Insurance Company  Fremium Eff./Exp. Dates

§. APPLICANT HISTORY: (ATTACH DETAILED EXPLANATION FOR ANY “YES” ANSWERS)

a. Have you;

{I) Ever been the subject of disciplinary or investigatory proceedings or reprimand by an ,
v (A Yes O No

administrative or governmental agency, hospital or professional association? .........cc..........
{iiy Ever been convicted for an act committed in violation of any law or ardinance other than

traffic offenses? ... e e e oo e d Yes U No
{iiiy Ever been treated for alcoholism or drug addichon? .o e PO O Yes d No
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{iv) Ever had any state professional license or license to prescribe or dispense narcotics refused, suspended,
revoked, renewal refused or accepted only on special terms or ever voluntarily surrendered same? O Yes 01 No
{v) Ever had any insurance company or Lloyd’s cancel, decline, refuse to renew or accept

only on special terms their malpractice INSUFANEE? ..o e e O Yes O No

6. CLAIMS HISTORY:

a.  During the past five (5) years, have there been any professional or generaf liability claims or incidents made against you, any
employee or former employee, the applicart or anvone proposed for this insurance? U Yes U No

ATTACH CURRENTLY VALUED COMPANY LOSS RUNS FOR THE PRIOR FIVE (5) YEARS
IF NO PRIOR COVERAGE, COMPLETE ATTACHED CLAIM SUPPLEMENT

b. Are you, or anyone proposed for this insurance aware of any fact(s), incident(s), aci{s), everi(s}, circumstance(s)
or occurrence(s) that may result in a claim{s) being made against you?..........cccoiiin i U Yes U No
if Yes, provide full details:

¢. Have there been any prior complaints or incidents reported arising out of alleged or actual physical or sexual abuse
OF MOlBSIATIONZ e e e e e Ll Yes 1 No

If yes, fully describe the circumstances and follow up action taken:

THE APPLICANT DECLARES THAT IF THE INFORMATION SUPPLIED ON THIS APPLICATION CHANGES BETWEEN THE
DATE OF THIS APPLICATION AND THE INCEPTION DATE OF THE POLICY PERIOD, WILL IMMEDIATELY NOTIFY THE
UNDERWRITERS OF SUCH CHANGE. SIGNING OF THIS APPLICATION DOES NOT BIND THE UNDERWRITERS TO OFFER,
NOR THE APPLICANT TO ACCEPT INSURANCE; BUT IT IS AGREED THAT THiS APPLICATION SHALL BE THE BASIS OF THE
INSURANCE AND MADE A PART OF THE POLICY SHOULD A POLICY BE ISSUED.

APPLICABLE IN THE STATE OF NEW YORK: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY
INSURANCE COMPANY CR OTHER PERSON FILES AN APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM
CONTAINING ANY MATERIALLY FALSE INFORMATION OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION
CONTAINING ANY FACT MATERIAL THERETO, COMMITS AFRAUDULENT INSURANCE ACT, WHICH IS ACRIME, AND SHALL
ALSO BE SUBJECT TQ A CIVIL PENALTY NOT TG EXCEED FIVE THQUSAND DOLLARS AND THE STATED VALUE OF THE
CLAIM FOR EACH SUCH VIOLATION,

*Notice applicable in most states:
Any person who knowingly and with intent to defraud any insurance company ar other 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
material fact, commits a fraudulent insurance act, which is a crime and may also be subject to civil penaliy.

II'We hersby declare that the above statements and parficulars are true and |iwe agree that this application shall be the basis of the
conrtract with the insurance company.

Applicant’s Signature Title Date
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