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Endorsed by Urderwritten by:
National Saciety of Dental Practitionars The Connecticut [ndemnity Company

8300 Arrowpoint Blvd,
Chariotte, NG 28273-8135
(200) 574-6800

A Stock Insyrance Company and a pan
of Royal & SunAlliance.

APPLICATION FOR DENTISTS PROFESSIONAL LIABILITY INSURANCE
THIS APPLICATION WILL BE ATTACHED TO AND BECOME PART OF THE POLICY
IMPORTANT NOTICE

Coverage is available to dentists who are members of the National Society of Dental Practitioners on either an
occurrence policy form or a claims made policy form. Please note vour choice by answering Question 5 below

NOTE: THIS POLICY MAY PROVIDE CLAIMS MADE COVERAGE. REFER TO ATTACHED DISCLOSURE
NOTICE.

GENERAL INFORMATION

1.  Full Name of Applicant: - | [ Male
(] Female

Date of Birth: Social Security Number:

Home Address:

Streat T City County State  Zip Code

Teiephone Number a Fax Nurmber | E-Mail Address

2. if you are the owner of any of the following dental facilities, please submit a separate application for
insurance for each dentist employee or provide proof of their insurance coverage.

Primary Practice Information - Location #1:.

" Narme of Facility —_

Street ‘ ' City  County State Zip Code
Telephone Number a Fax Number E-Mail Address
Year you were licensed: Current Licengs Mumbers/States:

Pleaze submit copies of afl current licenses.

Number of patients you see weekiy at this location:
Number of hours you practice weekly at this location:
Total number of patients seen weekly at this location’
Number of Dental Assistants at this location:
Number of Dental Hygienists at this location:
Number of dentists practicing at this facility:
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Please provide the following for each dentist at Location 1:

Name

Spacialty

Hours worked per week

Other Locations Where You Practice
Location #2:

Name of Facility Street

City
Number of patients you see weekly at this location:

Country

State Zip Code

Number of hours you practice weekly at this location:

Number of Dental Assistants at this location:

Number of Dental Hygienists at this location;

Total nurnber of patients seen weekly at this location:

Number of dentists practicing at this facility: Flease provi

de the following for each dentist:

e

Name

Speciafty

Hours worked per week

Location #3;

"Name of Facility Street

City i County

Number of patients you see weekly at this location:

State Zip Code

Number of hours you practice weekly at this location:

Number of Dental Assistants at this location:

Number of Dental Hygienists at this location:

Total number of patients seen weekly at this location:

Nurmnber of dentists practicing at this facility;

Please provide the following for each dentist:

Narne Spe

cialty Hours worked per week

(Date you were first insured under a Claims-Made policy):

3. To which of the above addresses would you like correspendence sent?
(] Office Loc. # _ {1 Home ] Other
4.  Coverage Effective Dates: From To
5.  Coverage Form Requested L] Oceurrence [ Claims Made
8. If prior Professional Liability insurance was on & Claims-Made basis, advise the Retroactive Date of the coverage

ATTACH A COPY OF YOUR CURRENT DECLARATIONS PAGE

RP 0003 0% Q2 Page 2 of 7




fndicate Limits of Liability for which you are applying (Some limits may not be available in all states)

LIMITS OF INSURANCE - EACH DENTAL INCIDENT/AGGREGATE
(] $100,000/$300.000 (] $200,000/$6800,000

(] $1,000,000/$3.000,000 [71$1.300,000/53,900,000 (NY Only)

] $500,000/%1.500,060
[J $2,000,000/84.000,000

Consent Waiver. May not be available in all states. Do you wish to waive the provision in the policy requiring us to
obtain your consent in order to settle a ¢laim against you (2 premium reduction wil apply)?  [Oves [ONo

PRACTICE, LICENSURE, EDUCATION, AND QUALIFICATIONS

8, Character of Your Practice (check all that appty)
[] General Dentistry [J Pericdontics 3 Prosthodaentics |
[ Pediatric Dentistry [ Endodontics [] Orthodeontics
[ ] Oral Surgery [ ] Oral Pathology [ Public Healih
"] Dental anesthesiology — conscious sedation, not incluging deep sedation or ge&nerai anesthesia
[ pental anesthesiology — including deep sedation and/or general anesthesia in a hospital selting !
Check all of the following that apply:
i 7 Your practice is comprised of more than 50% TMJ treatment, all phases
[J You are board eligible in the specialty(s) checked above
[ You are beard certified in the specialty(s) checked above
10. Dental Schooi Professional Degree  Year Graduated
Are you a Foreign Dental School graduate? Jyes [ONo
Foreign Dental S¢heol Country Frofessional Degree  Year Graduated
11. Practice Information: [ provide dental services operating as a(n):
(7} Unincorporated individua! [] Partnership (] Empioyee of a Private Denta! Practice
[ Professional Association [_] Muiti-cdentist Corporation [] Limited Liability Company/Partnership
[ Independent Contractor [ Employee of a Dental Clinie (] Incorporated individual
Please provide full legal name of entity indicated above:
12.  Risk Management Course Work. Please attach certificate of completion with respect to any risk management
course compieted during the past three years. A premium credit may apply.
3. Do you refer overdue patient accounts to a collection agancy? [ Yes [Ino j‘
If yes, how may aceounts have you referred in the past year? |
; . ]
14.  Are you a member of any of the foliowing organizations: l
[ American Dental Aszociation [} National Dental Association
[l Academy of General Dentistry [] American Academy of Pediatric Dentistry
{J American Association of Endodontists [ 1 American Academy of Periodontelogy
T Armerican College of Prosthodontists [ ] American Association of Orthodontists
[J American Academy of Impiant Dentistry
Check the level applicabie to your professional affiliation
] Member [ ] Fellow [ I Masgter ™} Diplomat [l Board Eiigible [ Board Certified
Membership Number: _
List any other professional designations which you have or professional societies with which you are affilated:
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GENERAL PRACTICE CHARACTERISTICS

ES. During the typical practice MONTH, please estimate the NUMBER OF PROCEDURES for each of the following
Procedures/Month Procedures/Month
Endodontics Prosthodontics
2. Single-rooted endodontics: a. Single unit/Crown:
b, Multi-rooted endodontics: b, Multi unit:
Sargenti €. Full mouth dentures:
d
a

a. N2 Paste used:
b. Sargenti Procedures:

Denture adjustments/repair:
Implants — restorative stage:

Oral Surgery Periodontics
a. Simple extractions & Scaling:
b. Third molar extractions: e b. Surgical periodontics:
Soft issue impactions: Orthodontics:
Partial bony impactions: a. Comprehersive orthodontics:

Total bony impactions;
€. Surgical implants: -
d. Describe all other surgical procedures you do:

b, Minor tooth guidance:
G.  Percentage of adult patients:
d. Percentage of minor patients:

16.  If you use any pretreatment medication, other than local anesthetics, please indicate the drug(s) used and method of

administration:

17. Do you examine all new patients for the presence of periodontal disease? (Hyes [JNo
At every recall visit? [ Yes [ No
If Yes to either question, what technique is used? [ Visual [ Periodontal Probing [ Other
If present, do you: [] Refer [} Treat Ifyou treat, method: ] Surgically [ Non-surgically

18. ORAL SURGERY
&) Is your practice limited to Oral Surgery? [yes [INo
b) Do you employ anyone who performs Oral Surgery? (] ves [JNo
¢} Do you have an Independent Contractor come into your office to perform Oral Surgery? [JYes [INo
d) Do you obtain a written informed consent for third moler extractions? [ Yes CINo [ Don't perform

19. ANESTHES!A o
a) Do you treat patients who are rendered unconscious BY YOU through the administering of anesthetics,
aralgesics, intravenous or intramuscular sedatives, or general anesthesia? [] Yes L] No
If Yes, please explain:

b) Do you treat patients who are rendered unconscious BY OTHERS through the administering of anesthetics,
analgesics, intravenous or intramuscular sedatives, or general anesthasia? [(]ves L 1No
If Yes, please explain;

¢) Do you provide treatment to any patient who has been sedated with mitrous oxide? [Jyes [
If Yes, does your equiprment have FAIL-SAFE DEVICES? [(Nyes [JNo
d) Do you provide treatment to any patient who has been sedated with ehloral hydrate? [Jyes [JNo
e) Do you provide treatment to any patiant who has been sedated with Halcion, Triazolam ar
other hypnotic drugs? (JYes [JNo
If yes, Mild Sedative? [] Yes [J No Unconscious State? [ Yes [ No __J
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20, SURGICAL IMPLANTS
2) Do you perform surgical implants? [ ves CINo
If Yes, specify phase(s) [ Surgical Phase [ J Restorative Phase [ Both
b} Are you 2 general dentist who hag completed a one-year generai resigdency program® []Yes [ No
Do you have at least 150 hours of continuing education or a maxi-course regarding imalant treatment?
Clyes [ONo
€} Do you obtain a written informad consent for surgical placement of implants? [ JYes [JNo
M Yes, pleage attach a copy of the form used. . _ . .

21. Do you perform any procedures with the use of Laser Technology? (] Yes [ No

22, Do you offer any services for the purpose of appearance or skin enhancement, hair removal or replacement,
personal grooming or therapy or other cosmetic purposes? (JYes [nNo
If yes, please explain: _

23, - Do you empioy any dentists as employees or independent contractors? [lyes [JNo IfYes how many?

a) Are any of these employees or independent contractors dentists wha treat your patients as oral and maxilicfacial
surgeons? [Oyes [ONo  Jfno please explain o
B) Do any of these employees or independent contractors treat patients who are rendered unconscious through the
administration of anesthetics, analgesics, intravenovus or intramuscular sedatives or general anesthesia?
(Ives [ No

24. Do you take a wntten health history on every patientin your practice? [JYes [INo if Yes, attach a copy of
the health history form used in your practice. I No, please explain:

25, Are you on staff, or affiliated in any way with a hospital or clinic? [] Yes [JNo if Yes, Complete the following:
Institution: ‘ Days Per Week: _ .
Address: City: _ State: _ Zip Code: L
Does the hospital or clinic provide you with malpractice insurance? [iYes (JNo

28. DENTAL SCHOOL FACULTY - PREMIUM CREDIT
Faculty of duly accredited dental schools are afforded premium credits. If you are a faculty member of such an
institution, complete this section. PLEASE SUBMIT A COPY OF YOUR CURRENT LETTER OF APPOINTMENT.
Name of Dental S¢hoal: _ _ Telephone No.: )

On Facuity Since Position/Department “ L
Days of the Week [ Monday [ Tuesday (] Wednesday [] Thursday  [] Friday [JSaturday [ Sunday
Haurs Par Day L _ - _ L

INSURANCE HISTORY AND CLAIMS

27.

Insurance Coverage Summary For The Past Four {(4) Years

Policy : Limits of Claims Made or |
| Insurer | Number Policy Term insurance | Premiurn Ocourrence !

\ =

| — ]

l

Has any insurance company ever declined coverage, refused to renew, conditionzlly renewed or canceled a

professional liability policy covering you? [ Yes [ No H Yes, please list
g) The Cormpany. -
b)  The date;

¢)  The reasen for the Company's action.
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EB. Have you ever been the subject of an investigatory or disciplinary proceeding or review? [Iyes [ONo
30. Have you ever been placed on probation? O Yes [J No
31. Have you ever had your dental license suspended or revoked? (] Yes _INo
Have you ever had your license to issue prescription drugs suspended or revoked? (] Yes [T No
32, Have you ever been convicted of a crime (other than a minor traffic offense) or do you have any criminal charges |
pending againstyou? [ Yes [JNo
33.  Are you presently being treated for alcoholism, drug addiction or other substance abuse? {ives [INo
34.  During the past five (5) years, have you been under the care of 2 physician? [ 1Yes [ ]No !
If Yes, describe why treatment was sought, current status. and date of last visit, o
33 Have you ever been deniad membership or participation in any health maintenance or similar organization?
(Iyes [JNe |
IF THE ANSWER TO ANY OF QUESTIONS 28 - 35 iS YES, PLEASE ATTACH A DETAILED EXPLANATION, !
PHYSICIANS STATEMENT AND/OR COPIES OF ANY OFFICIAL ORDERS OR STIPULATIONS.
36. CLAIWINCIDENT HISTORY
a) Have you ever had a malpractice claim or suit filed against you? Lives [ONo
b) Has there ever been a malpractice claim or suit filed against your corporation/partnership/association?
Lyes [JNo
¢) Do you krnow of any incident which may result in a claim against you, your pariners, or any members of your
corporation/organization? Clyes  [JNo ’
d)  Have you ever received a request for records by a patient's attorney? [TYes [TINo [
IF YOU HAVE ANSWERED YES TQ ANY OF THE ABOVE, COMPLETE AND ATTACH A SUPPLEMENTAL ]
CLAIM INFORMATION FORM FOR EACH CLAIM, SUIT, OR INCIDENT. [
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REPRESENTATIONS

By signing thig application you. the applicant, agree with us, the Company, that:

a. You have made a comprehensive internal inquiry or investigation to determine whether anyone in your organization ig
aware of any actual or alleged fact, circumstance, situation, act, error or ormission which may regasonably bé expected
to result in 2 claim, and have divulged any and ail such situations in Question 36 of this application; and

0. The application and attachments, and ail of the staternents znd answers given therain are;

1. accurate and complate to the best of your knowiedge;

2. representations you are making on behalf of all persons and entities proposed to be covered;

3. & material inducement to us to provide 2 proposal for insurance and any policy 1ssied by us is issued in specific
reliance upon these representations: and

4. attached to, incorporated into, and form a part of this policy.

c. You agree to report to ug in writing any rmaterial change in your operations, conditions, or answers provided in this
applicaticn that may occur or be discovered after the completion date of the application and before the effective dats
of the policy. On receipt of such written notice, we have the right to modify or withdraw any proposal for insurance we
have offered, at our sole discretion.

d. You authorize us, our agents and representatives o secure claims information from your current and previous
insurance carvers.

e. The discovery of any fraud, intentional concealment, or misrepresentation of material fact will render this Policy, if
Issued, void at incention.

f. If this application is for Claims Made coverage, only claims first made against you and reported to us during the policy
period or any applicable extended reporting period are covered, subject to the policy provisions.

SIGNATURE

Any person who knowingly and with intent to defraud aMy msurance company or another 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 2 fraudulent ingurance act, which is a crime and subjects the person tc criminal and
[NY: substantial] civil penalties. In the District if Columbia, Louisiana, Maine, Tennessee and Virginia, insurance benefits
may alic be denied.

Signing of the application does not tind vau or us.

Sigrature of Applicant ' Date
APPLICATION SUPPLEMENT [FRAUD WARNING) 76841 MUST BE SIGNED AND ATTACHED TO THE APPLICATION

BE OONR MO N7 Mao = _2



SUPPLEMENTAL CLAIM INFORMATION

Please complete if you answered "Yes' o any part of Question 36, Completa one form for each claim, suit, or incident.
If additicnal space is needed, attach a separate sheet,

Applicant Name

Name of Claimant or Plaintiff

Other Claimant Data: Age: Sex; Marital Status:

Date of Actuai or Alleged Incident:
Location of Incident: [ Office [ ] Clinig (] Hospital "] Other:

~ Was incident reported to your insurance carrier? 7 Yes I No
If yes, please provide date of the report; L and a copy of the report, if in writing.

Narrative Description of incident. Describe the type of treatment rendered, as well as the injuries for which the claim
was made. if the claim was not made by a patient. describe how it arcse. (Include claimant's social security numbar, |
if available.) f

List any other dentists or physicians who provided treatment prior or subsequent to the ¢laim:

List any other parties, institutions or hospitals invelved as codefendants.

Name of the insurance company defending you, if applicable:

Current Status of the Claim/Suit  [] Formal suit actually brought against you L) Suit merely threatened
{7 Claim limited to attorney contact (7 incident only
Dispositicn of Claim [J Abandoned (No activity in 3 years) [ ] Dismissed by the court
[] Verdict won by defense [ Judgment against codefendants only

If settled for or won by plaintiff, state amount paid on your behalf and date of payment:

If claim is open, state the amount or value of the claim(if known):

[1 Settled for plaintiff L] Verdict won by plaintiff {
l
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What have you done to prevant z similar incident or claim from happening again?

If not already descrived above, please describe any other incidents or adverse results that may develop into future
claims or suits, including licensing board or peer review committ=e proceadings.

L=

SIGNATURE

Signing this form indicates that the information provided above is true to the best of your knowledge and belief,

Signature of Applicant Date
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ROYAL & |
SUNALLIANCE.

State Fraud Statements
Fraud Statements — No Signature Required

ARKANSAS FRAUD STATEMENT

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 cime and may be subject to fines and
confinement in prison.

COLORADO FRAUD STATEMENT

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 policy holder 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.

DISTRICT OF COLLIMBIA FRAUD STATEMENT

WARNING: It is a crime to provide faise or misleading information to an insurer for the purpose of defrauding the
insurer or any other person. Penalties include imprisonment, fines and denial of insurance benefits.

FLORIDA FRAUD STATEMENT

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.

HAWAIl FRAUD STATEMENT

Motor Vehicle Insurance;

For your protection, Hawaii law requires you to be informed that presenting a fraudulent clairm for payment of a loss
or benefit is a crime punishable by fines or imprisonment or both.

- KENTUCKY FRAUD STATEMENT

Any perscn 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
concermning any fact material thereto commits a fraudulent insurance act, which is a crime.

LOUISIANA FRAUD STATEMENT

Any person who knowingly presents a false or fraudulent claim for payrment of a loss or benefit or Knowingly
presents false information in an application for insurance is guity of a crime and may be subject to fines and
confinement in prison.

MAINE FRAUD STATEMENT

Itis a erime 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 denial of insurance benefits,
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NEW JERSEY FRAUD STATEMENT

Automobile:

New Jersey law requires us to give you the following notice:

Any person who includes any false or misleading information on an application for an insurance policy is subject to
criminal and civil penalties.

Other than Automobile:
Any person who includes any false or misleading information on an application for an insurance policy is subject to
criminal and civil penalties,

NEW MEXICO FRAUD STATEMENT

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 civil fines and
criminal penaliies.

CKLAHOMA FRAUD STATEMENT

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.

PENNSYLVANIA FRAUD STATEMENT

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
ingurance or statement of claim containing any materialy false informalion or conceals for the purpose of
misleading, information conceming any fact material thereto commits a fraudulent insurance act, which is a ctime
and subjects such person to criminal and civil penalties,

TENNESSEE FRAUD STATEMENT
It is a crime to knowingly provide false, incomplete or misteading infomation to an insurance company for the
purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

UTAH FRAUD STATEMENT

Workers Compensation Insurance:

Any person who knowingly presents false or fraudulent underwriting information, files or causes to be filed a false or
fraudulent claim for disability compensation or medical benefits, or submits a false or fraudulent report ar billing for
health care fees or other professional services is guilty of a crime and may be subject to fines and confinement in
state prison,

VIRGINIA FRAUD STATEMENT

It is a crime to knowingly provide false, incomplete, or rmisleading information to an insurance company for the
purpose of defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits,



Fraud Statements - Signature Required

NEW YORK FRAUD STATEMENT

Automobile:

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
fnsurance containing any materially false information, or conceals for the purpose of misleading, information
concerning any fact material thereto, and any person who knowingly makes or knowingly assists, abets, solicits, or
conspires with another to make a false report of the theft, destruction, damage, or conversion of any maotor vehicle to
a law enforcement agency, the Department of Motor Vehicles or an insurance company, commits a fraudulent
insurance act, which is a crime, and shalt also be subject to a civil penalty not to exceed five thousand doflars and
the value of the subject motor vehicle or stated ciaim for each viclation.

Other than Automobile;

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, commite 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,

Applicant’s Signature Date



