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1. Name of Organization:______________________________________________________________________________________________________

Primary Address: __________________________________________________________________________________________________________

City:________________________________________________________ State: ______________________ Zip: ______________________

Website Address: ____________________________________________ E-mail Address:____________________________________________

2. Person to receive all notices on behalf of the Insured: __________________________________________________________________________

Title: ______________________________________________________ Email Address: ____________________________________________

3. Do you have more than one location? � Yes � No

If yes, attach a list of all locations, including the address and the number of employees at each site.

4. Nature of Operations: � Clinic � Medical Office � Dental Office � Other: __________________________

Area of Specialty(ies): ______________________________________________________________________________________________________

5. Number of years in operation: ________________ If less than 3 years, provide resumes of the Owners/Principals/Partners/Key 

management confirming prior experience)

6. Is the Applicant a subsidiary of another Organization? � Yes � No

Name of Parent: ____________________________________________ Location:__________________________________________________

7. Total number of employees Current Prior Anticipated next 12 months

12 months 12 months (If operating less than 3 years)

Full Time: (Other than Employed Doctors) ______________ ________________ ______________________________

Part Time: (Other than Employed Doctors) ______________ ________________ ______________________________

Employed Doctors (Not Principals or Partners) ______________ ________________ ______________________________

Temporary/ Seasonal: ______________ ________________ ______________________________

Independent Contractors: ______________ ________________ ______________________________

Leased ______________ ________________ ______________________________

8. How many employees have been involuntarily terminated in the past 12 months? ______________________ 24 months? ______________

9. Has the Organization closed, downsized, laid off, reduced staff, sold, merged or acquired any company in the past 

12 months? � Yes � No

Does the Organization anticipate doing so in the next 12 months? � Yes � No

If yes, please attach details. 

10. Percentage of employees (not including employed doctors) with total compensation including salaries, bonuses and 

commissions over $75,000 ______%

11. Does the Organization currently carry Employment Practices Liability Insurance? � Yes � No

If Yes, provide the following:

12. Does the Organization want any subsidiary(s) covered? � Yes � No

If yes, provide name(s), nature of operation, number of employees and the percentage of ownership the organization has in 

the subsidiary(s). __________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

13. Has the Organization or any individual proposed for Insurance ever denied medical or dental services to any person based, 

in whole or in part, on race, creed, color, sex, sexual orientation, age, national origin, or disability? � Yes � No

If yes, please attach details on a separate sheet.

Name of Insurer Limits Policy Period Deductible/Retention Premium Retroactive date

MMEEDDIICCAALL  PPRROOVVIIDDEERRSS  PPRROOTTEECCTTIIOONN  FFOORR  EEMMPPLLOOYYMMEENNTT  PPRRAACCTTIICCEESS  LLIIAABBIILLIITTYY  AAPPPPLLIICCAATTIIOONN
ALL QUESTIONS MUST BE ANSWERED AND APPLICATION MUST BE SIGNED BY THE OWNER, PRINCIPAL OR PARTNER OF APPLICANT.
TTHHIISS  IISS  AANN  AAPPPPLLIICCAATTIIOONN  FFOORR  AA  CCLLAAIIMMSS  MMAADDEE  PPOOLLIICCYY  ––  PPLLEEAASSEE  RREEAADD  YYOOUURR  PPOOLLIICCYY  CCAARREEFFUULLLLYY
DDeeffeennssee  CCoossttss  sshhaallll  bbee  aapppplliieedd  aaggaaiinnsstt  tthhee  RReetteennttiioonn..

Medical Providers Protection for Employment Practices Liability



14. Has the Organization or any individual proposed for Insurance ever denied medical or dental services or have a policy against providing 

medical or dental services to an individual because of their communicable disease including but not limited to HIV/AIDS?� Yes � No

If yes, please attach details on a separate sheet.

15. Within the last 5 years has any complaint, inquiry, notice of a hearing, claim or suit been made against the Organization or 

any person  proposed for Insurance as a result of an alleged Sexual Misconduct to a Patient? � Yes � No

If yes, please attach details on a separate sheet.

16. Within the last 5 years has any employment related, or third party discrimination, or third party sexual harassment: inquiry, 

complaint, notice of hearing, claim or suit been made against the Organization or any person proposed for Insurance in the 

capacity of either Director, Officer or Employee of the Organization? � Yes � No

IIff  ““YYeess,,””  pplleeaassee  ccoommpplleettee  aa  UUnniitteedd  SSttaatteess  LLiiaabbiilliittyy  IInnssuurraannccee  GGrroouupp  ccllaaiimm  ssuupppplleemmeenntt  ffoorr  eeaacchh  ccllaaiimm..

17. Is any person proposed for this Insurance aware of any fact, circumstance or situation which may result in an employment claim or third 

party discrimination or third party sexual harassment claim against the Organization or any of its Directors, 

Officers or Employees? � Yes � No

IIff  ““YYeess,,””  pplleeaassee  ccoommpplleettee  aa  UUnniitteedd  SSttaatteess  LLiiaabbiilliittyy  IInnssuurraannccee  GGrroouupp  ccllaaiimm  ssuupppplleemmeenntt  ffoorr  eeaacchh  ccllaaiimm..

18. Do you have an Email/Internet Policy currently in place? � Yes � No

If no, are you willing to implement one?  (Sample can be provided by the Company) � Yes � No

Please submit a copy of current or newly implemented policy within 21 days after the inception date of this insurance.

MMAANNDDAATTOORRYY  WWRRIITTTTEENN  EEMMPPLLOOYYMMEENNTT  PPOOLLIICCIIEESS.. Please identify policies applicant has in place:

Anti-Harassment Policy � Yes � No

Anti-Discrimination Policy � Yes � No

Third Party Discrimination Policy � Yes � No

PPlleeaassee  ffoorrwwaarrdd  ccooppiieess  ooff  tthhee  ppoolliicciieess  iiddeennttiiffiieedd  aabboovvee  aalloonngg  wwiitthh  tthhiiss  ssiiggnneedd  aanndd  ddaatteedd  aapppplliiccaattiioonn.. If you do not have these written 

policies in place, the Company will provide you with sample policies at the time of binding this insurance. 

As a condition precedent to issuance of the Policy for Insurance, the Applicant agrees: 

1) to implement and distribute to each employee the Mandatory Anti-Harassment and Anti-Discrimination Policies which are

currently not in place as soon as possible, but no later than 21 days after the inception date of this insurance. Failure of

the Company to receive these policies within 21 days after the inception date of this insurance will result in rescission of

the binder for this insurance.

2) to adopt and distribute to each employee all changes required by the Company to the Applicant’s Written Policies, as 

soon as possible, but no later than 21 days after receipt of notice of the changes required by the Company.

RReeccoommmmeennddeedd  WWrriitttteenn  EEmmppllooyymmeenntt  PPoolliicciieess.. Please identify policies Applicant has in place: 

Employment Application � Yes � No

If Applicant has an Employment Application or Company Email/Internet Policy, a copy must be forwarded for review by 

the Company as soon as possible, but no later than 21 days after the inception date of this insurance. Failure of the 

Company to receive this application within 21 days after the inception date of this insurance will result in rescission of the 

binder for this insurance.

Employee Handbook � Yes � No

Contains Employment-At-Will Statement? � Yes � No

Contains statement that Handbook is not a contract of employment? � Yes � No

VViirrggiinniiaa  NNoottiiccee::  You have an option to purchase a separate limit of liability for the extension period, Policy common conditions VII.  If you do
not elect this option, the limit of liability for the extension period shall be part of the and not in addition to limit specified in the declarations.
Statements in the application shall be deemed the insured’s representations.  A statement made in the application or in any affidavit made
before or after a loss under the policy will not be deemed material or invalidate coverage unless it is clearly proven that such statement was
material to the risk when assumed and was untrue.
MMiinnnneessoottaa  NNoottiiccee::  The clause “and/or authorization or agreement to bind the insurance.” is replaced with “Authorization or agreement to bind
the insurance may be withdrawn or modified based on changes to the information contained in this application prior to the effective date of the
insurance applied for that may render inaccurate, untrue or incomplete any statement made with a minimum of 10 days notice given to the
insured prior to the effective date of cancellation when the contract has been in effect for less than 90 days or is being canceled for 
nonpayment of premium.
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MMiissssoouurrii  aanndd  AArrkkaannssaass  DDiisscclloossuurree  NNoottiicceess:: I understand and acknowledge that this policy contains a defense within the limits provision which
means that “defense costs” will reduce my limits of insurance and exhaust them completely.  Should that occur, I shall be liable for any further
legal “defense costs” and damages.  This provision applies to the directors and officers liability coverage part and also applies to the
employment practices liability coverage part if I have more than 200 employees or if my limits of liability are less than $500,000.

Signed and accepted by the insured: _____________________________________________________________________________________________
Signature of President or Chairman

CCoolloorraaddoo  FFrraauudd  SSttaatteemmeenntt:: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for
the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil
damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or 
information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a 
settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of
regulatory agencies.
DDiissttrriicctt  ooff  CCoolluummbbiiaa  FFrraauudd  SSttaatteemmeenntt::    WWAARRNNIINNGG:: It is a crime to provide false or misleading information to an insurer for the purpose of
defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if
false information materially related to a claim was provided by the applicant.
FFlloorriiddaa  FFrraauudd  SSttaatteemmeenntt::  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.
KKeennttuucckkyy  FFrraauudd  SSttaatteemmeenntt::  Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insurance containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material
thereto commits a fraudulent insurance act, which is a crime.
MMaaiinnee  FFrraauudd  SSttaatteemmeenntt:: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the 
purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.
NNeeww  JJeerrsseeyy  FFrraauudd  SSttaatteemmeenntt::  Any person who includes any false or misleading information on an application for an insurance policy is 
subject to criminal and civil penalties.
NNeeww  YYoorrkk  FFrraauudd  SSttaatteemmeenntt::  Any person who knowingly and with intent to defraud any insurance company or 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 fact material thereto, commits a fraudulent insurance act, which is a crime and shall also be subject to a civil penalty not to
exceed five thousand dollars and the stated value of the claim for each such violation.
NNeeww  YYoorrkk  DDiisscclloossuurree  NNoottiiccee::
TThhiiss  ppoolliiccyy  iiss  wwrriitttteenn  oonn  aa  ccllaaiimmss  mmaaddee  bbaassiiss  aanndd  sshhaallll  pprroovviiddee  nnoo  ccoovveerraaggee  ffoorr  ccllaaiimmss  aarriissiinngg  oouutt  ooff  iinncciiddeennttss,,  ooccccuurrrreenncceess  oorr  aalllleeggeedd  wwrroonnggffuull
aaccttss  tthhaatt  ttooookk  ppllaaccee  pprriioorr  ttoo  tthhee  rreettrrooaaccttiivvee  ddaattee,,  iiff  aannyy,,  ssttaatteedd  oonn  tthhee  ddeeccllaarraattiioonnss..    TThhiiss  ppoolliiccyy  sshhaallll  ccoovveerr  oonnllyy  tthhoossee  ccllaaiimmss  mmaaddee  aaggaaiinnsstt  aann
iinnssuurreedd  wwhhiillee  tthhee  ppoolliiccyy  rreemmaaiinnss  iinn  eeffffeecctt  aanndd  aallll  ccoovveerraaggee  uunnddeerr  tthhee  ppoolliiccyy  cceeaasseess  uuppoonn  tteerrmmiinnaattiioonn  ooff  tthhee  ppoolliiccyy  eexxcceepptt  ffoorr  tthhee  aauuttoommaattiicc
eexxtteennddeedd  rreeppoorrttiinngg  ppeerriioodd  ccoovveerraaggee  uunnlleessss  tthhee  iinnssuurreedd  ppuurrcchhaasseess  aaddddiittiioonnaall  eexxtteennddeedd  rreeppoorrttiinngg  ppeerriioodd  ccoovveerraaggee..    TThhee  ppoolliiccyy  iinncclluuddeess  aann
aauuttoommaattiicc  6600  ddaayy  eexxtteennddeedd  ccllaaiimmss  rreeppoorrttiinngg  ppeerriioodd  ffoolllloowwiinngg  tthhee  tteerrmmiinnaattiioonn  ooff  tthhiiss  ppoolliiccyy..    TThhee  iinnssuurreedd  mmaayy  ppuurrcchhaassee  ffoorr  aann  aaddddiittiioonnaall
pprreemmiiuumm  aann  aaddddiittiioonnaall  eexxtteennddeedd  rreeppoorrttiinngg  ppeerriioodd  ooff  1122  mmoonntthhss,,  2244  mmoonntthhss  oorr  3366  mmoonntthhss  ffoolllloowwiinngg  tthhee  tteerrmmiinnaattiioonn  ooff  tthhiiss  ppoolliiccyy..    PPootteennttiiaall
ccoovveerraaggee  ggaappss  mmaayy  aarriissee  uuppoonn  tthhee  eexxppiirraattiioonn  ooff  tthhiiss  eexxtteennddeedd  rreeppoorrttiinngg  ppeerriioodd..    DDuurriinngg  tthhee  ffiirrsstt  sseevveerraall  yyeeaarrss  ooff  aa  ccllaaiimmss--mmaaddee  rreellaattiioonnsshhiipp,,
ccllaaiimmss--mmaaddee  rraatteess  aarree  ccoommppaarraattiivveellyy  lloowweerr  tthhaann  ooccccuurrrreennccee  rraatteess..    TThhee  iinnssuurreedd  ccaann  eexxppeecctt  ssuubbssttaannttiiaall  aannnnuuaall  pprreemmiiuumm  iinnccrreeaasseess  iinnddeeppeennddeenntt
oovveerraallll  rraattee  iinnccrreeaasseess  uunnttiill  tthhee  ccllaaiimmss--mmaaddee  rreellaattiioonnsshhiipp  hhaass  mmaattuurreedd..
OOhhiioo  FFrraauudd  SSttaatteemmeenntt:: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an 
application or files a claim containing a false or deceptive statement is guilty of insurance fraud.
OOkkllaahhoommaa  FFrraauudd  SSttaatteemmeenntt::    WWAARRNNIINNGG:: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim
for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.
PPeennnnssyyllvvaanniiaa  FFrraauudd  SSttaatteemmeenntt:: Any person who knowingly and with intent to defraud any insurance company or 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 fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and
civil penalties.
TTeennnneesssseeee  aanndd  VViirrggiinniiaa  FFrraauudd  SSttaatteemmeenntt::  It is a crime to knowingly provide false, incomplete or misleading information to an insurance 

company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

FFrraauudd  SSttaatteemmeenntt  ((AAllll  OOtthheerr  SSttaatteess)):: Any person who knowingly presents a false or fraudulent claim for
payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty
of a crime and may be subject to fines and confinement in prison.

If the primary address of the location listed in item #1 is in the state of NNeeww  YYoorrkk,,  IIoowwaa  oorr  FFlloorriiddaa,,  the states of NNeeww  YYoorrkk,,  
IIoowwaa  aanndd  FFlloorriiddaa require that we have the name and address of your (insured’s) authorized Agent or Broker.

Name of authorized Agent or Broker _____________________________________________________________________________________________

Address_______________________________________________________________________________________________________________________

Agent or Broker License number _________________________________________________________________________________________________

Mail completed Application through local Agent or Broker to: ________________________________________________________________________

______________________________________________________________________________________________________________________________

MPAP 10-05 page 3 of 4



The undersigned represents that to the best of his/her knowledge and belief the particulars and statements set forth herein are true and
agrees that those particulars and statements are material to acceptance of the risk assumed by the Company. The undersigned further
declares that any changes to the information contained in this application prior to the effective date of the insurance applied for which may
render inaccurate, untrue, or incomplete any statement made will immediately be reported in writing to the Company and the Company may
withdraw or modify any outstanding quotations and/or authorization or agreement to bind the insurance. The Company is hereby authorized, but
not required to make any investigation and inquiry in connection with the information, statements and disclosures provided in this application.
The decision of the Company not to make or to limit any investigation or inquiry shall not be deemed a waiver of any rights by the Company
and shall not estop the Company from relying on any statement in this application. The signing of this application does not bind the
undersigned to purchase the insurance, nor does the review of this application bind the Company to issue a policy. It is understood the
Company is relying on this application in the event the Policy is issued. It is agreed that this Application, including any material submitted
therewith, shall be the basis of the contract should a policy be issued and it will be attached and become a part of the policy.

Signature:_____________________________________________________________________________________________________________________
(Chairperson of the Board or President)

Name: ________________________________________________________________________________________________________________________

Title: __________________________________________________________ Date: ____________________________________________________
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