
APPLICATION for: Miscellaneous Healthcare Consultants 
Errors & Omissions Liability 
Claims Made Basis. Underwritten by Underwriters at Lloyd's, London 

Notice: The Policy for which this Application is made, subject to its terms, applies only to any Claim (as applicable 
in the Coverage Section for which application is made) made against any of the Insureds during the Policy Period. 
The Limit of Liability available to pay damages or settlements shall be reduced and may be exhausted by amounts 
incurred as Costs, Charges and Expenses (as defined in the Coverage Section for which application is made), and 
Costs, Charges and Expenses shall be applied to the retentions. Submission of this Application does not guarantee 
coverage. 

1. Name of Applicant:-----------------------------------
(as it should appear on the policy)

Physical Address:-----------------------------------

City: _________________ State: ______ Zip Code: __________ _

Website:---------------------------------------

2. Is firm: D Corporation 
D For Profit 

D Partnership 
D Not for Profit 

D Individual DLLC D Publicly traded 
D Other _______ _ 

3. Date the Applicant's firm was established: _ _ _  / _ _ __ /_ __ 

4. If coverage is desired for any other entities (subsidiaries, common ownership, joint ventures), please specify below.
Please use an additional page, if necessary.

Name and Address Relationship to Applicant Description of Operations Percent Owned 

5. Total Expected Revenue for the upcoming policy period: $ _________________ _

Current Year: $ _____________ Last Year: $ ______________ _

6. Describe the following financial information of the Applicant for the most recent fiscal year end.

a) Total Assets: $ 

b) Net Income: D or Net Loss: D $
(check one) 

c) Equity: $ 

d) Fiscal year ending: 20
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