Print Reset the Form

LONG-TERM HEALTHCARE RENEWAL APPLICATION
This is an application form for a CLAIMS MADE policy

INSTRUCTIONS:
1. Answer ALL questions (if not applicable, show N/A) and attach all additional

information/explanations as required for each location.
. Applications must be dated and have two signatures.
. "Applicant" refers to the company, its predecessors, and all proposed Insureds,
including Subsidiaries.
PLEASE READ STATEMENT AT THE END OF APPLICATION CAREFULLY.
For multiple locations, please complete a separate application for each.
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ADDITIONAL INFORMATION REQUIRED (any missing information will delay the quoting
process):
e Five years of currently valued loss experience reports
e HCFA - 2567 — Statement of Deficiencies and Plan of Correction (Most recent survey data)
e Most recent annual audited financials
Current Quality Indicator Profile
Current HCFA 672 Resident Census and Condition of Residents
State License
Resumes of Administrator(s) and Director of Nursing (if different from last year)

SECTION I — APPLICANT’S INFORMATION :

l. Name:
2. Address:
3. Website Address (if applicable): www.
4. Contact Information: (for inspection)
Phone Number(s):
5. Inoperation __ years Current Ownership __ years Current Management years
6. Do you have any other operations/buildings you would like listed as an additional insured on the policy?
Yes ___ No__ If yes, please attach a list with an explanation of each.
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SECTION II - CLAIMS/HISTORY:

If “yes” to any of the questions below, attach a detailed explanation.

7. Have you been the subject of any investigatory or disciplinary proceedings or reprimand by an
administrative or governmental agency or professional association? Yes—_ No_—__

8. Are you aware of any circumstances which may result in a malpractice claim or suit being made or
brought against you that you have not reported to underwriters? Yes— No—

If YES to either question 7 or 8, please provide a description which includes the venue of the action, the parties,
the amount at dispute, the nature of the claim(s), the status of the action(s) and how the action(s) was resolved as
to the applicant, including all costs incurred; including defense expenses.

SECTION III - DESCRIPTION OF SERVICES:

9. Has the number of licensed beds increased or decreased during the past year? Yes— No—

10. Do you have any new ownership interest in any other long-term care facilities? Yes—— No——

If yes, explain (provide percentages of ownership, type of facility, etc.)

11. Have you added any of the following subsidiary or ancillary operations? Yes__ No____
-Adult Day Care Child - Day Care
— Maximum daily capacity —  Maximum daily capacity
_Average daily census Average - daily census

— Home Health Operations — Estimated number of annual visits?

Durable Medical Equipment — Estimated Annual Receipts? $

Therapy Services offered on an outpatient basis

Describe Services: Estimated Annual Receipts? $
—— Other explain:
12. Do you have any other operations/buildings you would like listed as an additional insured on the policy?
Yes— No— If yes, please attach a list with an explanation of each.
13. Staffing: ALL Full Time Part Time

SECTION 1V — SPECIAL PROTOCOLS:

14. Have any of your Elopement/Wandering Prevention, Fall Prevention or Wound Care Management protocols
changed in the past year? Yes  No
If yes, describe changes:
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The Applicant and all Insureds acknowledge that any Claims, or Claims later arising from circumstances
reported, or that should have been reported in connection with questions reflected in this application will
be excluded from coverage.

Please ensure that additional information is attached where applicable.

The Applicant warrants after full investigation and inquiry that the statements set forth herein are true
and include all material information.

The Applicant on behalf of all proposed Insureds further warrants that if the information supplied on this
application changes between the date of this application and the inception date of the Policy, it will
immediately notify Underwriters of such change. Signing of this application does not bind Underwriters to
offer, nor the Applicant to accept, insurance, but it is agreed that this application shall be the basis of the
insurance and will be attached and made a part of the Policy should a policy be issued.

Date Signature of Applicant's Authorized Principal or Officer
Title

Date Signature of Applicant's Administrator or Medical Director
Title
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