
PHYSICIANS AND SURGEONS 
PROFESSIONAL LIABILITY APPLICATION 

(CLAIMS MADE COVERAGE) 

1. Full Name of Applicant:-------------------------------

2. Principal Office Address: -------------------------------
County: ____________________________________ _

3. Home Address: _________________________________ _

4. Social Security#: _____________ _ DEA#: _____________ � 

5. List the States and License Numbers where you practice: __________________ _

6. Date of Birth: ________ Place of Birth:

7. Are you a U.S. Citizen? __ Yes __ No If NO, please indicate your status and date of entry into the
United States: __________________________________ _

8. What is your medical or surgical specialty: ------------------------
What percentage of your practice is dedicated to this specialty? ________________ _

9. What is your sub-specialty: _____________________________ _
What percentage of your practice is dedicated to this specialty? ________________ _

10. Do you limit your practice to the above specialties? __ Yes __ No If No, what other specialties do you
practice? Provide details. -------------------------------

11. Are you American Board certified? __ Yes __ No
Medical Specialty: ____________ _
Medical Specialty: ____________ _

12. Type of Practice (check all that apply)
Individual __ Employee 

__ Individual Corporation __ Partnership 

Date Certified: ------

Date Certified: ------

__ Member of Multi-person Corp or Assoc 
Other 

-------------

13. What is your total annual revenue? __ $100,000 or less 
-- $100,001 - $250,000 

__ $250,001-$499,999 
__ $500,000 or more 

14. Please provide the names of all facilities that you practice at and your interest in each facility.
Name of Clinic or Facility and Location Interest (Owner, Partner, Employee?) 

* Attach a separate attachment if necessary.

15. Are you seeking coverage for your work at all of the above facilities? __ Yes __ No If No, please list
those facilities for which you do not require coverage and explain why coverage isn't needed. ____ _
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