INDIANA PATIENT’S COMPENSATION FUND
SELF-INSURED HOSPITAL PROFESSIONAL LIABILITY APPLICATION FOR QUOTATION
INDIANA RESIDUAL MALPRACTICE INSURANCE AUTHORITY (“IRMIA”)

IRMIA RISK MANAGER

5814 Reed Road

Fort Wayne IN 46835-3568

Phone: 1-800-836-5727 Fax: 260-486-0782 Submitted by: (Agency)

General [nformation - Please do not alter the application.

L. Légai Naine of Hospital:

2. Registered DBA if applicable:

3. Address:

Street {(must include physical address) City State Zip County

4. Are there additional locations under the same license? [(JYES [J NO
NOTE: If YES, all information for these locations must be reflected on the application (# of beds, visiis etc).

5. Does the hospital/facility have a risk management program in place? OvYeEs [ NO
6. Ownership and type — Check all that apply:
(0 Individual ] Partnership [L} Corporation [} Governmental (0 Osteopathic
[ For Profit  [] Not For Profit [ Member AHA (O Medicare Approved [_] Approved by Joint Commission on Accreditation

Attach a copy of the hospital license under IC 16-21-2 and a copy of the most recently completed DOH application to Operate as a Hospital.

Policv Information

7. Requested Effective Date: / /

Notes:
a) Average number of beds occupied is the sum of the daily number of beds used for patients during the preceding 12 months divided by 365.

b} Outpatient visits means the total number of visits made by patients who did not receive bed and board services.
¢) Please indicate “N/A” for any type of services not provided.

Inpatient Beds for Hospitals

Total Number Maintained Average Number Occupied

Hospital {Acute Care & Intensive Care)
Mental Health/Rehabilitation
Extended/Intermediate Care/Residential
Nursing Home/Critical Extended Care
Health Institution/Assisted Living/Other
Bassinets
Qutpatient Visits for Hospitals Surgeries/Births for Hospitals

Number of Visits Number of Surgeries/Births
Emergency Room Births
Clinics/Others Outpatient Surgeries
Mental Health Rehabilitation Inpatient Surgeries
Health Institution
Home Health Care
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INDIANA PATIENT’S COMPENSATION FUND

Emplovee Information

8. Employed Physicians & Surgeons (MDs and DOs) sharing limits {not contracted).

O YES CINO

If yes, please complete the following Employee Information section in full. Do not list full time administrative employees. All sections must be complete.
If the answer is No, None or NA, please indicate this on the application.

To qualify for the Newly Licensed Physician discounts, the physician must have either completed a residency program or a fellowship program in their
medical specialty or fulfilled a military obligation in remuneration for medical school tuition. These discounts only apply for the immediate 2 years

follewing the completion of the above,

To quatify for the Medical School Faculty Member discount, the physician must spend at least 70 percent of their time devoted to research and teaching

for a Nationally Accredited College of Medicine.

Name and Degree (MD or DO)

Specialty Sub-specialty

Surgery
[None [IMinor [JMajor

OB
Oy On

Maximum # of hours worked in any given week

Qualified for Newly Licensed Physician Discount

Qualified for Medical School Faculty

including on-call hours [Yes [INo Ifyes [ 1% year or {J 2™ year Member Discount []Yes [INo
Name and Degree (MD or DO) Specialty Sub-specialty Surgery OB
[CINone (OMinor [[IMajor | [JY [IN

Maximum # of hours worked in any given week
including on-call hours

Qualified for Newly Licensed Physician Discount
[Yes [INo Ifyes [[11* year or [] 2™ year

Qualified for Medical School Faculty

Member Discount []Yes

I:]No

Name and Degree (MD or DO)

Specialty Sub-specialty

Surgery
[OONone [(IMinar [JMajor

OB
Oy [n

Maximum # of hours worked in any given week

Qualified for Newly Licensed Physician Discount

Qualified for Medical School Faculty

including on-call hours [JYes [INo Ifyes [ 1% year or [] 2™ year Member Discount [JYes [No
Name and Degree (MD or DO) Specialty Sub-specialty Surgery OB
[(None [AMinor [IMajor | [JY [IN

Maximum # of hours worked in any given week
including on-call hours

Qualified for Newly Licensed Physician Discount
[JYes [ONo Ifyes [ 1% year or [] 2™ year

Qualified for Medical School Faculty

Member Discount []Yes

[INo

Name and Degree (MD or DO)

Specialty Sub-specialty

Surgery
[None [IMinor [ IMajor

OB
Oy ON

Maximum # of hours worked in any given week
including on-call hours

Qualified for Newly Licensed Physician Discount
[OYes [INo Ifyes [ 1% year or ] 2™ year

Qualified for Medical School Faculty

Member Discount [ ]Yes

[(INo

Name and Degree (MD or DO)

Specialty Sub-specialty

Surgery
[CJNone [ IMinor [ IMajor

OB
[y N

Maximum # of hours worked in any given week

Qualified for Newly Licensed Physician Discount

Qualified for Medical School Faculty

including on-call hours [OYes [INo Hyes [11% yearor [] 2™ year Member Discount [ JYes [[INo
Name and Degree (MD or DO) Specialty Sub-specialty Surgery OB
[MNeone (Minor [(Major | [JY [N

Maximum # of hours worked in any given week
including on-call hours

Qualified for Newly Licensed Physician Discount
Clyes CINo Ifyes [ 15 year or [] 2™ year

Qualified for Medical School Faculty

Member Discount [ JYes

I:]No

Name and Degree (MD or DO}

Specialty Sub-specialty

Surgery
[(INone [ JMinor [JMajor

OB
Oy OIN

Maximum # of hours worked in any given week
inchuding on-call hours

Qualified for Newly Licensed Physician Discount
[(Oves [No Iyes [ 1% year or [] 2™ year

Qualified for Medical School Faculty

Member Discount []Yes

[INo

Name and Degree (MD or DO)

Specialty Sub-specialty

Surgery
ONone [(Minor [JMajor

OB
Oy ON

Maximum # of hours worked in any given week

Qualified for Newly Licensed Physician Discount

Qualified for Medical School Faculty

including on-call hours [IYes [INo Ifyes [ 1% yearor [J 2™ year Member Discount [ JYes [[INo
Name and Degree (MD or DO) Specialty Sub-specialty Surgery OB
{"None [ IMinor (IMajor | [y N

Maximum # of hours worked in any given week
including on-call hours

Qualified for Newly Licensed Physician Discount
[Jyes [INo Hyes [ 1% year or [J 2™ year

Qualified for Medical School Faculty

Member Discount [ JYes

CINo
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INDIANA PATIENT’S COMPENSATION FUND

9, Employed Fellow Physicians & Surgeons (MDs and DOs) sharing limits {not contracted).
{1 YES {INO

Ifyes, please complete the following Employee Information section in fitll. Do not list full time administrative empioyees.

For hours, list the maximum number of hours worked in any given week including on call hours for each physician. Regular specialty refers to specialty

outside of fellowship,

Regular Specialty outside | Regular

Name and Degree (MD or DO) Fellowship Specialty Fellowship hours of fellowship Specialty hours

10. Employed Resident Physicians & Surgeons (MDs and DXOs) sharing limits (not contracted).
{] YES nNo

If ves, please complete the following Employee Information section in full. Do not list full time administrative employees. Select the appropriate Resident

fvpe.

Resident Resident Resident Maximum # of hours

Non-Moonlighting | Moonlighting No ER | Moonlighting With ER | in any given week
including on-call hours

Name and Degree (MD or DO)

Attach additional pages as necessary using the same format for each category. If there are more than 20 employees, please send a disk

containing an Excel file listing the physicians in the above format.
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INDIANA PATIENT’S COMPENSATION FUND

HOSPITAL EXPOSURE WORKSHEET FOR SURCHARGE CALCULATION

Name of Hospital:

License Number:

List all facilities and/or services operated under the hospital license as identified on the Department of Health
Application for License to Operate as a Hospital (this section must be completed):

CATEGORY EXPOSURE
Provide # of Beds Maintained

Hospital (Acute care and Intensive Care)
Mental Health/Rehabilitation

Extended Care/Intermediate Care/Residential
Nursing Home/Critical Extended Care
Health Institution/Assisted Living

Bsinet ]

7

# of Outpatient Visits

Emergency Room
Clinics/Other
Mental Health/Rehabilitation
Health Institution

| Home Health Care

Births
Outpatient Surgeries

Inpatient Surgeries
P o g

T

# of Employed Physicians Sharing Limit
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INDIANA PATIENT’S COMPENSATION FUND

IMPORTANT
Please Read Carefully and Sign

By completing this application for professional liability as the authorized representative of the applicant, I hereby affirm that
all entities and employees seeking coverage are licensed to provide professional services in their specialty in the state of
Indiana. I do hereby apply for coverage as a self-insured hospital and warrant the above statements and answers. I also
authorize the release of claim and suit information from any prior insurer.

The Medical Protective Company is the appointed “Risk Manager” for IRMIA and is providing this application solely under
those auspices. As a result, this application for insurance is provided solely for the purpose of evaluating the applicant’s
surcharge quotation for the Indiana Patient’s Compensation Fund and should not be seen as an offer of insurance from The
Medical Protective Company or IRMIA.

Signature of Authorized Representative Title Date of Signature

Printed Name of Authorized Representative Telephone Number

IMPORTANT: This application must be signed by both the applicant and the producer

Signature of Producer Indiana P & C License Number Date of Signature
Name of Agency/ Independent Agent Telephone Number
Agent’s IRS Number Fax Number

E-Mail address

Agency Mailing Address City State Zip
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