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CORPORATION, AND PARTNERSHIP 
SUPPLEMENTAL APPLICATION 

 

Please answer all questions.  If your answer to any question is “NONE” or “NOT APPLICABLE,” please state.  If 
you need more room, attach a separate signed and dated sheet. 

 

 
 

 
 

LEGAL Name of Entity: ___________________________________________________________________  
Please note: All owners, along with the entity, must be insured with NCMIC with equal or greater limits of liability. 

Date of Incorporation: _____/______   Federal Tax ID No.: ____ - _____________________ 

Mailing address: _________________________________________________________________________  
 STREET CITY STATE COUNTY ZIP 

List all practice locations of corporation/partnership: 
  STATE    COUNTY                       ZIP 
   
   
   
   

 
List all owners of corporation/partnership and % of ownership: 
                      OWNER                                       % OF OWNERSHIP 
  
  
  

 
List all licensed professionals employed by the corporation/partnership and whether coverage is 
requested: 
            NAME        DEGREE                    LICENSE #    LICENSE STATE      COV’G REQUESTED? 

            Y      N 
            Y      N 
            Y      N 

 
Please complete an Application for Claims-Made Professional Liability Coverage form for each employee listed 
above for whom you are requesting coverage. 
  
List all other employees of corporation/partnership: 
              NAME       TITLE 

  
  
  

 
Do you employ any of the following licensed/registered staff?............................................... Yes    No 
If “Yes,” please indicate the number of each type of employee below and submit a complete Individual Ancillary 
Application for each if individual limits are desired. 

____ Physician Assistant ____ Paramedic   ____ Nurse Anesthetist 
____ Surgical Assistant ____ Scrub Nurse   ____ Nurse Practitioner 
____ H/L Profusionist ____ Nurse Midwife (No Delivery) ____ Psychologist 

 ____ O.R. Technician ____ Nurse Midwife (Delivery)
 

Please indicate the number of the following employed staff: 
____ RN ____ Physical Therapist   ____ Medial Assistant   
____ LPN ____ Radiation Therapy Technician  

 

1.  PLEASE ANSWER THE FOLLOWING  
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Desired effective date of coverage: ___/___/___ 
 
Do you want separate or shared limits of liability for the corporation/partnership?   

Separate Shared 
 
(PLEASE PROVIDE A COPY OF YOUR CURRENT OR MOST RECENT DECLARATIONS PAGE SHOWING 
THE ORGANIZATION’S RETROACTIVE DATE, POLICY PERIOD AND LIMITS OF LIABILITY) 
 
Current form of Corporation, Association or Partnership insurance:  Claims-Made   Occurrence 
Current insurance carrier: _____________________________________________________________  
 
Effective date: ___/___/______    Expiration date: ___/___/________  
Current limits of liability: ______________________________________________________________  
 If Claims-Made, did the organization purchase a reporting endorsement from the current carrier?  
  Yes   No 
 Does your organization want retroactive coverage? Yes    No 
 Retroactive date used by organization’s current carrier: ___/___/______ 
 
Has this organization’s license ever been suspended, restricted, revoked or surrendered,  
or has probation ever been invoked? ................................................................................. Yes    No 
 If “Yes,” please explain: ___________________________________________________________  
 
Have any claims or suits ever been made against your organization? ........................... Yes    No    
 If “Yes,” please complete a “CLAIM INFORMATION FORM” for each claim or suit. 
 
Do you have knowledge of any claims which might be made against your  
organization or activities that might give rise to a claim or suit in the future?............... Yes    No 
 If “Yes,” please include details on the attached “Claims Information Form” for each claim or suit. 
 
 
 
 
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 or knowingly 
helps with intent to defraud, commits a fraudulent insurance act, which is a crime and subjects the person to criminal and civil penalties. 
 
Insurance coverage becomes effective upon approval of the application and issuance of the policy.  IT IS AGREED THAT THIS 
FORM SHALL BE THE BASIS OF THE CONTRACT.  Acceptance of the premium does not constitute approval of the application. 
 
The foregoing answers are complete and correct to the best of my knowledge and belief. 
 
I hereby acknowledge that the aforementioned statements and answers are correct and complete.  I further understand that any incorrect 
or incomplete statement could void my protection. 
 
I understand that my Professional Liability coverage will be written on a “Claims-Made” form and acknowledge that this coverage will only 
respond to claims that are reported during the term of this policy.  I also acknowledge that my “Claims-Made” coverage will not provide 
insurance coverage for claims that occurred prior to the “Retroactive Date” of my policy. 
 
I understand that, should I decide to cancel this “Claims-Made policy, and I desire to provide insurance protection for any claims that may 
have occurred during the term of the “Claims-Made” policy, but were not reported in writing to the insurance company before the date of 
the policy termination, I will be able to purchase tail coverage within sixty (60) days of the cancellation date. 
 
 

X ________________________________X __________ 
 AUTHORIZED SIGNATURE OF CORPORATION DATE 

 
 
 
 

 
Underwritten by:   

 
 

 

2.  PLEASE SIGN AND DATE  
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CLAIM INFORMATION FORM 

 
 
 

 

1. Name of Applicant: __________________________________________________________________  

2. Patient’s Name: _____________________________________________________________________  

3. Date of Incident from which claim or suit resulted or is likely to result:: __________________________  

4. Date claim was made against you: ______________________________________________________  

5. Allegations made against you: _________________________________________________________  

 __________________________________________________________________________________  

 __________________________________________________________________________________  

 __________________________________________________________________________________  

6. Explain, in detail, the specifics of the incident which led to the claim: ____________________________  

 __________________________________________________________________________________  

 __________________________________________________________________________________  

 __________________________________________________________________________________  

7. Present status or disposition of claim including amount reserved or amount of settlement or judgment,  

 if any: State, County and Court claim filed in: ______________________________________________  

 __________________________________________________________________________________  

8. What insurance company was involved?  

 __________________________________________________________________________________  

__________________________________________________________________________________  

9. Name of doctors, hospitals, institutions or any other professionals, if any, involved in the claims or suit: 

 __________________________________________________________________________________  

 __________________________________________________________________________________  

 __________________________________________________________________________________  

 __________________________________________________________________________________  

 
 

X _________________________________X __________ 
 DOCTOR’S SIGNATURE DATE 
 

 
 

Please photocopy as necessary for each claim or incident. 
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