PROASSURANCE.

Treated Fairly

Dental Professional Liability
Insurance Application
Form

With your fully completed, signed and dated application, you must submit the
following information:

1. Current insurance policy declarations page.

2. Written verification of the purchase of a reporting endorsement from
your present carrier if your current coverage is claims-made and you
are not applying for prior acts coverage.

3. Current business letterhead.
4. Articles of Incorporation, if applicable.

5. Loss runs from all prior insurance companies or explanation as to why
they are not available.

6. Copy of curriculum vitae.

Note: Submission of a completed application confers no obligation upon the
Company to bind coverage.

PLEASE RETURN COMPLETED SUBMISSION TO:

Professionals’ Insurance Agency, Inc.

2904 Eastpoint Parkway

Louisville, KY 40223

(502) 423-7201 (Phone) / (502) 423-7261 (Fax)
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9003 For Agent’s Use Only (If applicable)

Name of Agency Professionals' Insurance Agency, Inc. Agent’'s Name
Agency Address 2904. Ea.stpoint Parkway Signature
Telephone Number Louisville, KY 40223 Date

(°V2) 425-7201

Note: If any space provided herein is insufficient for complete reply, please use pages 17-18, and/or a
separate sheet, identifying by number the questions you answer.

1. Personal Information

A. Full Name of Applicant:

First Middle Last

B. Date of Birth: C. Place of Birth:
Month Day Year

Social Security Number:
E. Home Address:

City State Zip
F. Home Telephone: ( ) G. E-mail Address: (if applicable)

2. Office Information

A. Principal Office Address:

City State Zip
B. Office Phone Number: ( ) C. Office Fax Number: (__ )

[] Please check this box if your Principal Office Address is not actually located within the city limits of
the city to which your mail is addressed, and indicate the city or county in which your office is

located.
L] City
[ ] County
C. Secondary Office Locations (if any):
City State Zip
D. Secondary Office Phone Number: ( )
E. Secondary Office Fax Number: ()
F. Preferred Billing Address: [ ] Principal Office [ Secondary Office [ 1Home
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3. Coverage Selection

Requested Effective Date:

Month Day Year
A. Primary Coverage Limits: Indicate your desired level of primary coverage by placing an “X” in the appropriate box.

Hlinois Michigan Pennsylvania All Other States
[(1$250,000/$750,000 {(1$100,000/$300,000 [(1$100,000/$300,000 ["1$1,000,000/$3,000,000
[[]$500,000/$1,500,000 [1$200,000/$600,000 [1$200,000/$600,000
[1$1,000,000/$3,000,000 [1$300,000/$900,000 [C1$500,000/$1,500,000

[CJ$500,000/$1,000,000 [1%1,000,000/$3,000,000

{"1$1,000,000/$3,000,000

B. Excess Coverage Limits: Indicate your desired level of excess coverage by placing an “X’ in the appropriate box.
Excess coverage limits are not required but are recommended.

Note: Excess Coverage is available on a limited basis in Wisconsin
] $1 million additional
[[] $2 million additional

Coverage will become effective only after the completion of all underwriting functions and acceptance
by the Company.

4. Licensing Information — List all states in which you are or have been licensed to practice
Dentistry/Oral Surgery.

License % of Which Member of State
State Number Practice County? “Dental Association?
Yes [] No ]
Yes [] No []
Yes [] No []
5. Professional Liability Insurance History
Name of Company (Current Policy Limit; Peri :
pany ( ) y Limits eriod of Coverage [ Claims-Made
Retroactive Date: [] Occurrence
Name of Company Policy Limits Period of Coverage:
¥ Coverage [] Claims-Made
Retroactive Date: [ Occurrence
Name of Company Policy Limits Period of Coverage:
y g [] Claims-Made
Retroactive Date: [] Occurrence
Name of Compan Policy Limits Period of C :
y Y ' overage [] Claims-Made
Retroactive Date: [ Occurrence
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A. Have you ever applied to a ProAssurance company for insurance before?...........ccccocernnen. Yes [ I No[]

B. If you have been insured under a Claims-Made policy, are you requesting that the
Company provide Prior @CtS COVEIAGgT?...........oueeurimeiereeeeeeeeeeeeteeteeeeeteeseesreeeaesteesesevasanens Yes[ ] No[]
If yes, requested retroactive date:

Important: If you are not applying for prior acts coverage and are not purchasing a reporting

endorsement from your current carrier, please explain why on a separate sheet.

C. Has any insurance company (including Lloyds of London) ever canceled, declined to issue,
refused to renew, surcharged your premium, or issued coverage with any restrictions or
EXCIUSIONS? ...oouiitiiieiecrteee et est et ese et e et et eaesbe e ae e aeebsseebere et ese st eseesoabsensemeaneasssennasessesnsanan Yes{ ] No[]

Important: If you answered yes to question 5C, please submit a complete explanation
on a separate sheet of paper.

Important information regarding questions 5D and 5E (including sub-questions):

1. The Word “claim” as used in Questions 5D and 5E following refers to:

a. Any demand for damages, resolved or pending, regardless of the result, arising from your
professional activity and brought against you or any partner, associate, employee or professional
corporation or partnership; or

b. Circumstances which have been brought to your attention by a patient or representative of a
patient, in such a manner as to indicate the possibility of legal action against you or any partner,
associate, employee or professional corporation or partnership.

2. If you answer yes to questions 5D through 5E (including sub-questions), please complete the attached
Supplementary Claims Information Form (page 19).

D. Have you ever been involved in a malpractice claim or suit, either directly or indirectly?.......Yes [ ] No []
If yes, indicate how many:

E. Other than the claims/suits indicated in 5D above, are you aware of any of the following
circumstances that might reasonably lead to a claim or suit being brought against you even
if you believe the claim or suit would be without merit?.................ccccovviiiiiiicce e, Yes [ ]No[]

i.  Arequest for records from a patient and/or attorney related to an adverse outcome?...Yes [ | No []

ii. A letter from an attorney regarding your dental treatment of a patient? ......................... Yes[ 1 No[]
iii. Intra-operative or post-operative complications or other complications resulting in

death, paralysis, other significant disability or the need for follow-up surgery?............... Yes [ | No[]
iv. Patient or family member dissatisfaction with the outcome of a procedure, treatment,

OF IAGNOSIS?.....c.oeecveieetieteeeteeete ettt et e et e e e e eeseee et e e e e eeeseeeeeee st e eeeseeeeeeeeseeeeeneneens Yes[ ] No[]
v.  Any other circumstances that might reasonably lead to a claim or suit?........................ Yes[ I No[]

vi. Have all circumstances that might reasonably lead to a claim or suit (even if you
believe the possible claim or suit would be without merit) been reported to your
current or prior professional liability carmier?............ccocoevveevecceree e s N/A*[] Yes [ I1No[]

a. If yes, how many? Please attach documentation of all such reports.
b. If no, please explain on pages a separate sheet.

*For purposes of this question, “N/A” means that you are aware of no circumstances
that might reasonably lead to a claim or suit.
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Important: |f you answer yes to questions 5F through 50, please provide details on a separate sheet.

F.

Has your license to practice dentistry or your permit to prescribe drugs ever been denied,

revoked, suspended, voluntarily surrendered, or otherwise investigated or limited in any
WAY? .ooeooeieiiee eeaeeeee ettt et et et eeteetesteeb e b e s et et et e e eae e s enteaeese st esiaseeaeseassasesaeaseasentansanaratanseaean Yes[ | No[]

Have your hospital staff privileges ever been suspended, revoked, voluntarily
surrendered, or in any way restricted? ... Yes[ ] No[]

Have you ever failed any licensing or Board Certification examinations?............cccccooveceene Yes [ No [}
If yes, how may times?

Have you ever been refused hospital privileges? ............ocoooeviiiiieeecece e Yes [ | No[]

Have you ever appeared before, been investigated by, or entered into any consent
agreement with any formal hospital committee, state licensing Board, Board of Dental
Examiners, or other dental review COMMIttEE?...................cvevevieiere et r e Yes [ ] No[]

Have you ever had a patient representative complain to or file a grievance of any type with
a hospital committee, state licensing Board, Board of Dental Examiners, or other dental
FEVIBW COMIMITEE? .........vicveeeii et e ceeeese e e et et eeae e se e caeeaesaee e eseeseeseeseabassensensebeensensareenan Yes [ No[]

Have you ever been convicted of or pled guilty to or entered into a plea agreement for a
violation of any law or ordinance other than traffic offenses, but including driving while
under the influence of alcohol or any other subStance? ...............cccocievveveericiccieee e Yes [] No [}

Have you ever been evaluated for, recommended for treatment of, diagnosed with or

treated for alcohol, narcotics or any other substance abuse, sexual addiction, anger

management or any other mental iliness, including but not limited to depression and/or

CHIONMIC FALIGUE? .....iveevieeeiceeecee ettt e ae s e st e seese e s b ese s sesemeasese s et e seneensstnsseneesennane Yes [ ] No[]

Have you ever been accused of sexual misconduct of any Kind? ..............ccccccovvecricnierennnn. Yes[ INo[]

Do you have any physical handicap or any chronic illness? .............ccocooiieieiiiicrie v, Yes [ ] No[]

Rating Information

Do you perform consultations outside the state of your primary office location, including but
not limited to the use of telecommunication technology as the medium for rendering dental
services, dental opinions or dental advice (teledentistry or internet dentistry)? .................. ..Yes[ I No[]

i.  Ifyes, please indicate all states in which the patients being treated reside:

ii. What percentage of your total practice does teledentistry constitute? %

Do you now or have you ever provided services to any state, local or federal correctional
facility, Jail OF PIISONT ...ttt et s e teese et eta e s e s e sae e e e e e e ereeanaaanes Yes [ | No []
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C. What percentage of your practice is in the following areas? (Please account for 100% of your practice.)

i. Endodontics %
a. Do you use the Sargenti Method? ...............c.oocurmeiiec it e Yes[ 1 No[]
If yes, do you obtain a signed consent form from each patient?...............c.c.c.co...... Yes [ ] No []

ii. Orthodontics %  Comprehensive % Limited/Interceptive %
a. What pre-diagnostic procedures do you utilize?

[informed consent form
[[]Cephalometric x-rays
[CIPantographic/panoramic x-rays
[]Study casts and photographs
CIFull mouth surveys

[lother

b. Do you perform comprehensive orthodontic SErvices? .............coeevrevveerecverenennn, Yes [] No []
if yes, please complete the following:

1) Describe types of services performed.

2) Describe courses taken, indicating institution and hours of clinical and/or didactic
instruction.

jii. Periodontics %

a. Does care include surgical treatment?..............oooi e Yes[ | No[]
if yes, list pertinent procedures.

iv. Pedodontics %

v. Prosthodontics %

vi. Oral and Maxillofacial Surgery %
a. Do you perform either of the following?

Surgical removal of impacted teeth..............cceeeiiriiiiieccc s Yes [ ] No[]
Maxillary and/or mandibular 0Steotomies................coveviveeienmcceceiesecceee e Yes [ ] No[]
b. Do you perform any other oral/maxillofacial surgical procedures? .............c........... Yes [ ] No[]

If yes, please complete the following:

i)  List pertinent procedures.

i)  List hospitals, clinics or other facilities where you perform these procedures.
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c. Do you act as an assistant surgeon for any oral/maxillofacial surgical
PIOCEAUIES? ......eeveveieeees e eteeeseeeeeteee et ete e s et e e s e eeeaaese e eaneeeeeaeas et saeas e et ertenebeanrenen Yes [ 1 No[]

i) List pertinent procedures.

i)y List hospitals, clinics or other facilities where you perform these procedures.

vii. General Dentistry (incl. simple extractions, but not procedures listed above) %
viii. TMJD Services %

a. Do you limit your practice to non-surgical TMJD treatment?..............cciiiiiieien Yes [ ] No[]
b. Do you provide occlusal adjustment therapy?...............cccooeoeeieeevcreeeseeeereeeeenas Yes[ JNo[]
c. Do you provide splint therapy? ... e Yes [ ] No[]
d. Do you ever provide orthodontic treatment to TMJD?........cccocecieveervverereeeseesreesreens Yes [ | No[]
e. Have you obtained additional training in TMJD since graduation from
AENEAI SCROOI? ..ottt tn st ee e ee st st a st tesereb s Yes [ INo[]
If yes, describe course taken indicating institution and hours of clinical and/or
didactic instruction.
iX. Do you perform COSMEC dENESIIY? ........ococriireeereeee e e st eee e et aseeeeeve e e ere s Yes [ 1 No[]

If yes, list types of procedures performed.

X. DO YOU PIBCE IMPIANEST ...ttt ettt et e e eer s e st eat s s er e s s e e reresnesmans Yes [ | No[]
If yes, please complete the following:
a. Types of implants

b. Number of cases per year
c. Special training received (school, hours)
xi. If you do not place implants, are you providing prosthetic restorations on implants

MY 7 et e et et e e e e ee e et et et e e e e re e e entaaresteearearaneeertareanaeeaerannean Yes [ JNo ]
xii. Do you perform any diagnostic or therapeutic procedures which have been introduced
to you and/or the dental profession within the past 18 months? ..........c.ccoooecvvrceecnn, Yes [ No []

If yes, please explain.

xili. Do you perform aCUPUNCIUIE? ............cuooueveiiiieeeeeeeeeeee e e v e e e e eae et e sereen e s eeeeans o Yes[ ] No[]
If yes, submit certificates of completion from courses taken, indicating the number of
hours of clinical and/or didactic instruction.

XIV. DO you practice hOmMEOPAtAY? ..ottt Yes | No []
If yes, please complete the following:
a. What percentage of your practice is devoted to homeopathy? %
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b. What type of formal homeopathic education (schools, courses) have you had?

c. What type of homeopathic clinical training (preceptorship/experience) have you had?

d. Do you participate in any study groups pertaining to homeopathy? .............cc.ccccn.e. Yes [ JNo[]

If applicant is approved for coverage it will be his/her responsibility to notify the Company of any changes in practice
specialty, including but not limited to practice location, procedures, affiliation, etc. Failure to notify the Company of
such changes could require retroactive upward premium adjustment and in the event of a claim could lead to a denial
of coverage.

7. Anesthesia Information

A. Note: This question inquires as to your use of anesthetics and analgesia. Make certain you read and

answer all parts very carefully. If you administer general anesthesia in any form, please also
complete the general anesthesia questionnaire following this question. If you do not use general
anesthesia skip the general anesthesia questionnaire.

Do you limit your practice to local anesthesia and/or oral medication?..........cc..c....ceuee Yes [ I No[]

Do you treat patients who have been subjected to Nitrous Oxide or who have been
administered any other form of inhalation sedation?..............ccveeeeereeeeiee e Yes[ INo [}

Do you treat patients who have been administered any form of intravenous sedation
OF INErAMUSCUIAT SEAAHONT ...t et ee e e e e e e e e e s eeneeseaeseeeesarsesnmeeenaeeeenenann Yes[ | No[]

Do you treat patients who have been rendered unconscious by any form of general
ANESINESIA?.......ceecveicrcecc ettt st ettt e et e e ereeaeneebe s ensereanans Yes[ ] No[]
If yes, is this done in-office, hospital, or outpatient clinic?

Please briefly describe below your use of anesthetics, both local and general. Also describe your
use of any type of analgesia.
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General Anesthesia Questionnaire

A

B.

How many times per week do you use general anesthesia in your office?

] Over 20 [J10to 20 [J5t010 [1Lessthan5
How long have you used general anesthesia on a daily basis?

] Over 10 years []13to 10 years [ Lessthan3years [ Not used daily
What type(s) of anesthesia do you use?

] Local [ Inhalation [ intravenous [C1 combination
What types of oral surgery do you perform?

] Minor (Alveolar)  [[] Major (other procedures)
Where do you perform procedures?

[] Office "] Hospital [] Office and Hospital

How many of the following employees does your operating team include?

#_____ Office trained dental assistants # ______ Nurse anesthetists # Other dentist or MDs

# __ Surgical assistants # ___  Registered nurses # Licensed practical nurses
#______ Other

Are you equipped and trained to use positive pressure endotracheal respiratory

ASSISLANCET..... . cvoeceeeeeere et et et ettt ea e e e et a e e st ana s st s bt e e e b e sebrpeeatern e et en e Yes [ 1No[]
Do you intubate patients for airway maintenance under general anesthesia? ....................... Yes [ No[]

If yes, how often per month? __
How many months of University or Hospital training in general anesthesia/analgesia do you have?

[JOver 12months  [] 6 to 12 months []13 to 6 months [1 Less than 3 months
Have you participated in an office Seif Evaluation Program of your peers in the past 5
WEAIST ..oovovivieeeeeeeeeceeeeteteseteeee et et s enee s et seeee et s enanseb et s e s et e Rt ee e e A e bR ea et e e SR s e a e ettt Yes [ JNo []

Please indicate your certification information.
[[] ACLS Certified [IBCLS Certified [] Not Certified

Please list the names of others in your office that are certified and specify ACLS or BCLS.
Fult Name of Employee Type of Certification

. Please indicate the types of equipment available and properly maintained in your office:
] ECG [] Intubation Equipment
[[] Anesthesia Machine [] Temperature Monitor
(1 Oxygen Source CJivsetup
[ Defibriliator [] BP Monitor
] AMBU Bag [] Resuscitative & Emergency Drugs (Crash Cart)
] Suction Apparatus ] None
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8. Managed Care Contract Information

1 0,
Name of Managed Care Organization A%P;gi'rg:tti: nstf Capitated
Yes[ ] No[]
Yes[ ] No[]
Yes[ ] Nol]
Yes[ ] No[]
9. Educational Information
Name of Dental School(s) Attended Location of Dental School(s) Attended Degree G ra%?:t:te d

If you are a foreign dental school graduate, have you ever failed the examination Education
Council for Foreign Dental School Graduates? ............cccovveviieiieei i Yes [ ] No []
If yes, how many times?

Post-graduate Training

Hospital Data Specialty and/or Dates (Month/Year)
Name Location Department Start End Completed
Yes[ ] *No[]
Yes[ ] *No[]
Yes[ ] *No[]
Yes[ ] *No[]

* If no, explain fully on a separate sheet.

Other Dental Education (Category | Continuing Dental Education Programs) Completed in the Past Three
Years

CDE Credits Date(s) Attended

Courses Completed Received Month/Year
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