SECTION | IDENTIFYING INFORMATION

Applicant’s Legal Name

Tax ID Number

Primary Address City County State Zip Code Telephone # Fax #
() - () -
Mailing Address City State Zip Code Telephone # Fax #
(Location where all mailings except invoices will be sent) ( ) _ ( ) _
Biling Address City State Zip Code Telephone # Fax #

(Location where invoices will be sent)

() -

Authorized Representative

The Authorized Representative is the person responsible for providing consent decisions on behalf of the Named Insured and the person
who will act on behalf of the Named Insured or other Insureds for all other purposes relating to the policy. One person may be designated

for both purposes or a separate person may be designated for each purpose.

Please provide the name and title of the person authorized for providing consent decisions on behalf of the Named Insured:

Name:

E-Mail Address:

Please provide the name and title of the person authorized to act on behalf of the Named Insured and all other Insureds for all

other (non-consent) purposes relating to the policy.

Name:

Telephone Number:

E-Mail Address:

Telephone Number:
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SECTION I COVERAGE/INSURANCE INFORMATION

Requested Effective Date (the date you wish coverage to begin)

12:01 a.m. Local Time

Month Day Year
NOTE: NORCAL should receive the application at least thirty days before the Requested Effective Date.

Prior Acts Coverage (check one)

If approved, Prior Acts Coverage, also known as Retroactive Coverage or Nose Coverage, would provide protection for claims that

1) are first reported to NORCAL after the Policy Effective Date with NORCAL and 2) arose out of acts or omissions occurring on or after
the Retroactive Date and before the termination or Expiration Date of that policy. The Retroactive Date is the earliest date on which a
medical incident or occurrence may occur and for which coverage may be afforded under the NORCAL policy. Prior Acts Coverage
provides an alternative to purchasing Tail Coverage from your current carrier, if applicable. This coverage does not apply to the optional
Health Care General Liability Insurance. NORCAL does not automatically provide Prior Acts Coverage.

The hospital wishes to apply for Prior Acts Coverage. Additional premium will be charged if this coverage is approved. Unless
you are notified by NORCAL that your request for Prior Acts Coverage has been approved, do not forfeit your right to purchase
Tail Coverage from your current carrier. (Please identify the Requested Retroactive Date below.):

The hospital does not wish to apply for Prior Acts Coverage. It is understood that if the hospital does not obtain Prior Acts
Coverage, it will have no coverage with NORCAL for claims arising from any acts or omissions that occurred prior to the
Effective Date of the NORCAL policy, if issued.

Requested Retroactive Date

12:01 a.m. Local Time

Month Day Year

NOTE: The Retroactive Date, if specified, must be the same as the Retroactive Date of your current policy.

Health Care General Liability Insurance — Occurrence

Health Care General Liability Insurance is an optional, occurrence-based coverage. Additional premium will be charged if this coverage
is approved. NORCAL does not automatically provide Health Care General Liability Insurance coverage.

Does the hospital wish to apply for Health Care General Liability Insurance coverage? Yes No
If yes, please contact NORCAL or your broker for an application in order to apply for such coverage.

Requested Limits of Liability

Please indicate the desired limits of liability:

$ each claim/$ annual aggregate
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Deductible

Does the hospital wish to have a deductible on the policy? Yes No
If yes, please complete the following:
NOTE: Deductibles apply to both Professional Liability Insurance and Health Care General Liability Insurance, if applicable.
Type: Indemnity only Indemnity and Expense

Per Claim Amount:

$10,000 $50,000 $100,000 $150,000 $200,000
$25,000 $75,000 $125,000 $175,000 $250,000
Annual Aggregate: Yes No If yes, Annual Aggregate Amount: $

Insurance History

1. Has any professional liability insurance company ever canceled, nonrenewed, modified (e.g., involuntarily reduced limits, restricted
coverage, added a deductible and/or surcharge, etc.) the hospital’s insurance, declined to offer the hospital coverage or notified
the hospital of its intent to pursue such action? Yes No

If yes, please provide a detailed, written narrative in the Remarks section on page 19 and copies of all pertinent documentation
(e.g., a copy of the nonrenewal or declination notice). At a minimum, the narrative must include the name of the insurance company,
the date(s) of the action(s) and a detailed description of the reason(s) for the action(s).

2. Please complete the following regarding all Professional Liability Insurance maintained by the hospital during the past ten years,
beginning with the most current. Please photocopy this page if additional space is needed.

Coverage Dates Deductible or
Name of Insurer (Month/Day/Year) Self-insured Retention Policy Type If Claims Made, Check One
From: Yes No Claims Made Tail Coverage purchased
If yes, specify type: Occurrence Prior Acts Coverage purchased
To: Other: from subsequent insurer
Amount: $ Other:
From: Yes No Claims Made Tail Coverage purchased
If yes, specify type: Occurrence Prior Acts Coverage purchased
To: Other: from subsequent insurer
Amount: $ Other:
From: Yes No Claims Made Tail Coverage purchased
If yes, specify type: Occurrence Prior Acts Coverage purchased
To: Other: from subsequent insurer
Amount: $ Other:
From: Yes No Claims Made Tail Coverage purchased
If yes, specify type: Occurrence Prior Acts Coverage purchased
To: Other: from subsequent insurer
Amount: $ Other:

3. If any one of the insurance coverages identified above was Claims Made Coverage, and the hospital did not purchase
Tail Coverage or Prior Acts Coverage, please explain in the Remarks section on page 19.
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SECTION Il OPERATIONS AND LEGAL STRUCTURE

1. Please identify the type of hospital (check all that apply):
For Profit Not for Profit
Acute Care Hospital Convalescent or Nursing Home Governmental Hospital
Behavioral Health/Psychiatric Hospital General Hospital Research Hospital
Children’s Hospital Rehabilitation Hospital Teaching Hospital
Other (please specify):
2. How many years has the hospital been in operation?
3. How many years has the hospital been under its present ownership?
4. Please provide an organizational chart.
5. Please complete the following regarding the primary legal entity applying for coverage:
Name of Entity Legal Structure Name(s) of Owner(s) and the Percentage of Ownership Interest
Corporation
Limited Liability Company
Partnership
Limited Liability Partnership
Other:
6. Does the entity identified in question 5 own, operate or manage any other organization or entity? Yes No

If yes, please complete the following for each organization or entity. Please photocopy this page if additional space is needed.

Name(s) of Owner(s) and the Is NORCAL Coverage Desired
Name of Entity Legal Structure Percentage of Ownership Interest | for the Organization/Entity?*

Corporation Yes No
Limited Liability Company
Partnership

Limited Liability Partnership
Other:

Corporation Yes No
Limited Liability Company
Partnership

Limited Liability Partnership
Other:

* If NORCAL coverage is not desired for the organization or entity, please explain in the Remarks section on Page 19.

7.

8.

Is the hospital owned, operated or managed by another organization or entity not already specified above? Yes No
Is the hospital involved in any joint ventures or partnerships? Yes No

If you answered yes to question 7 or 8, please explain and provide the name(s) of the organization(s):

H
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9. Within the past ten years has there been a change in the above information (i.e., entities dissolved, legal associations ended, etc.)?
Yes No

If yes, please explain and identify the appropriate dates of the affiliation, etc.:

SECTION IV LOCATIONS

1. Please identify all locations owned or operated by the hospital, even if NORCAL insurance is not desired for the location.
Please photocopy this page if additional space is needed.

Is NORCAL Coverage

Location Type of Location Desired for the Services
(Name and Address) (e.g., Hospital or Surgery Center) Accreditiation Rendered at This Location?*

JCAHO Yes No

AAAHC/AAAASF

Other:

JCAHO Yes No

AAAHC/AAAASF

Other:

JCAHO Yes No

AAAHC/AAAASF

Other:

JCAHO Yes No

AAAHC/AAAASF

Other:

JCAHO Yes No

AAAHC/AAAASF

Other:

* If NORCAL coverage is not desired for the services rendered at any location, please explain in the Remarks section on page 19.

2. Within the past ten years, has the hospital owned or operated any location other than a location identified in question 1?
Yes No

If yes, please complete the following:

Address Type of Location
Name of Location (City and State) (e.g., outpatient office) From (Month/Year) To (Month/Year)
5
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SECTION V. EMPLOYEES AND INDEPENDENT CONTRACTORS

1. Please indicate the number of individuals in the following categories who are employed by or working under the control of the
hospital or its employees:

Designation Number Designation Number
Certified Nurse Midwife Physician and Surgeon
Certified Registered Nurse Anesthetist (other than hospitalist, intern and resident)

Chiropractor Physician and Surgeon — Hospitalist

Dentist Physician and Surgeon — Intern
Dietician Physician and Surgeon — Resident
Emergency Medical Technician Podiatrist

Laboratory or X-ray Technician Psychologist

Licensed Practical/Vocational Nurse Registered Nurse

Nurse Practitioner Registered Nurse First Assistant
Optometrist Respiratory Therapist

Paramedic Social Worker

Pharmacist Speech Therapist

Physical Therapist Other (specify):

Physician Assistant Other (specify):

2. Does the hospital lease personnel from others (e.g., temporary employment agencies) to provide professional health care services?
Yes No

If yes, please provide a copy of the contract(s).
3. Are all independent contractors (including physician and health care extender (e.g., PAs, NPs) staff members) required to:

a. Maintain Professional Liability Insurance with limits of liability of at least $1 million per claim/$3 million annual aggregate?
Yes No

b. Provide the hospital with proof of Professional Liability Insurance at least annually? Yes No

If you answered no to question 3a or 3b, please explain:

4. Are the items identified in questions 3a and 3b stated in the hospital’s bylaws? Yes No

Staff Privileges
1. Please identify the number of staff physicians in each of the following categories:
Active: Consulting: Emeritus: Associate: Courtesy: Provisional:

Other (specify):
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2. Do any staff members have restricted licenses or privileges? Yes No

If yes, please explain:

Work Outside of Hospital Employment

1. Does the hospital permit its employees to render services unrelated to the hospital’s practice? Yes No

NOTE: The NORCAL policy provides coverage to an Insured only while he or she is acting within the course and scope
of his or her duties for the Named Insured.

If yes:
a. Is the employee required to obtain separate insurance to cover the outside exposure? Yes No
b. Is the employee required to notify the hospital of any such outside exposures? Yes No

If you answered no to 1a and/or 1b, please explain:
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SECTION VI SERVICES, PROCEDURES AND OCCUPANCY

1. Please check all that apply regarding the available services. If there are multiple locations, please photocopy the page, complete one

for each location and identify the location at the top.

Addiction Medicine Gastroenterology Organ Transplants

Allergy Infectious Disease Outpatient Surgery Center
Audiology Infusion Therapy Organ Bank (Marrow Donor)
Cancer-Oncology Intensive Care Pathology

Cardiology Intensive Care — Neonatal Pediatrics

Blood Bank Internal Medicine Pharmacy

Burn Unit Lithotripsy Pulmonary Medicine

Cardiac Catheterization Long-term Care Rehabilitation and Physical Medicine
Dentistry Mental Health Respiratory Care
Dermatology Mental Health — Adolescent/Child Rheumatology

Developmental Disability Nephrology Short Stay-Recovery-Infirmary
Diagnostic Imaging Nuclear Medicine Sleep Medicine

Diagnostic Tests Nursing Home Surgery — Bariatric

Dialysis Obstetrics/Gynecology Surgery — Other than Bariatric
Emergency Medicine Occupational Health Trauma Center

Endocrinology Ophthalmology-Optometry Urology

Endoscopy Otolaryngology

Vascular Medicine
Family/General Practice Pain Management

Mobile Unit (please specify):

Other (please specify):

Contracted Services

1. Does the hospital contract with health care providers/groups to provide medical services (e.g., ambulance services, anesthesia,

emergency services and radiology services)? Yes No
If yes:

a. Please provide copies of the contracts and identify the medical services that are contracted:

b. Are the health care providers credentialed by the hospital in the same manner as staff physicians? Yes No
Does the hospital contract with entities/individuals to provide ancillary services (e.g., housekeeping)? Yes No

If yes, has the hospital signed any contract or agreement in which it has agreed to indemnify or hold harmless any one of these
entities/individuals for liability? Yes No

If yes, please submit a copy of each such contract or agreement.

H
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Occupancy and Procedures

Current Year
Estimated Average
Annual

Next Year
Projected

First
Prior Year

Second
Prior Year

1. Please complete the following table regarding the hospital’s occupancy and visits for the indicated years:

Third
Prior Year

Fourth
Prior Year

Beds:

Total Beds
(regardless of occupancy)

Occupied Beds:

Total Beds

Acute Care Beds

Cribs

Bassinets

Extended Care Beds

Skilled Nursing Beds

Psychiatric Care Beds
(including detoxification beds)

Chemical Dependency Beds
(excluding detoxification beds)

Rehabilitation Beds

Other:

Other:

Outpatient Visits:

Emergency Room Visits

Other Outpatient Visits
(per patient per registration day)

Counseling Visits

Home Health Care Visits

Procedures/Tests Performed:

Inpatient Surgeries

Outpatient Surgeries

Deliveries
(excluding cesarean sections)

Cesarean Sections

VBACs

Reference Laboratory Tests
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Anesthesia Services

1. Is an in-house anesthesiologist available 24 hours a day? Yes No

If no, please explain:

2. Do CRNAs administer anesthesia in the hospital? Yes No
If yes, who supervises the CRNAs (please check all that apply)?
Anesthesiologist Other Physician/Surgeon

Neither/Other (please explain):

Emergency Department
1. Please identify the levels of care of the emergency department (as defined by the JCAHO). Please check all that apply:
Level | (Tertiary) Level Il (Comprehensive) Level lll (Basic) Level IV (Standby) Trauma Center

2. Does the emergency department have transfer agreements with other hospitals for those patients that the department is not able
to treat in-house? Yes No

If yes, please identify the hospitals:

If no, please explain:

3. Do other hospitals transfer patients to your emergency department? Yes No

If yes, please identify the hospitals, the type(s) of patients transferred and how often this occurs:

4. Is the emergency department’s medical director board certified by the American Board of Emergency Medicine or the American
Osteopathic Board of Emergency Medicine? Yes No

5. Is a qualified emergency medicine physician present in the emergency department 24 hours a day, seven days a week?
Yes No

6. Are all physicians who staff the emergency department (including the medical director) subject to the hospital’s customary
credentialing process and members of the hospital medical staff with clinical privileges in emergency medicine? Yes No

If you answered no to question 4, 5 or 6, please explain:

10
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