UCAN
 Insurance Agency 

Gary Duerner
TOLL FREE   (800) 939-4770    TOLL FREE FAX  (888) 511-3550
� PLEASE ATTACH A COPY OF YOUR CURRENT DECLARATIONS PAGE AND BUSINESS LETTERHEAD

1. PERSONAL INFORMATION:

NAME __________________________________________________________________________  
 MD 
 DO   Other ________
BUSINESS NAME ________________________________________________________________
BIRTH DATE ________________
(if different from physician name)

PRIMARY PRACTICE ADDRESS________________________________________________________________________ 

CITY____________________________________ STATE___________ ZIP __________________COUNTY____________

TELEPHONE:__________________________  FAX:_______________________________EMAIL:___________________________________
2. Practice Profile:

DESIRED LIMITS OF LIABILITY: $ 1 Million/ $ 3 Million: ________         Other:  _______:  $ ___________/  $  ___________ 
                                                                                                                                                              (Please specify amounts)

DESIRED EFFECTIVE DATE: __________________     
IF PRIOR ACTS COVERAGE IS DESIRED, PLEASE PROVIDE CURRENT PRIOR ACTS DATE: ______________________

MEDICAL SPECIALTY: _____________________________________PERCENT OF PRACTICE: _______________________%

SUB-SPECIALTY: __________________________________________PERCENT OF PRACTICE: _______________________%

DATE AND LOCATION YOU BEGAN PRACTICING: __________________________________________________________

STATE LICENSE NUMBER_____________________ EXPIRATION DATE_____________ STATUS____________________

NAME OF BOARD(S) CERTIFIED___________________________________________________________________________

HAS YOUR PRACTICE CHANGED SIGNIFICANTLY IN THE LAST FIVE YEARS? 
Yes
No

If YES, please explain_______________________________________________________________________________________

Number of years at your current location: ________Indicate number of practice hours per week:_________________ 

Medical Staff (Please show total employed or professional association)

 CRNA________ Nurse Practitioner________ Physicians Assistant ____________ Other Physicians____________

Medical Procedures (Please check the appropriate box)

 No Surgery except incisions of boils, cysts, or other superficial abscesses or suturing or minor lacerations

 Minor Surgery includes most procedures performed under local anesthesia

 Assisting in Major Surgery on your own patients # Annually ______________

 Assisting in Major Surgery on patients other than your own # Annually ______________

 Major Surgery includes all procedures done under general, spinal or caudal anesthesia, and specifically includes tonsillectomy, appendectomy, D&C cesarean section, abortion and open reduction of fractures ___________________

_________________________________________________________________________________________________

Have your hospital privileges ever been suspended, denied, revoked, restricted or placed in probationary status?      Yes
No

If Yes - explain____________________________________________________________________________________________

Are you the chief or head of any hospital department? 






Yes
No

Do you work as a medical director outside of your own practice? 





Yes
No

Do you work in the emergency room, other than to fulfill requirements for your hospital privileges? 


Yes
No

Has any claim or suit for alleged malpractice ever been brought against you?




Yes
No 

If yes, total number of claims: __________ open/reserved: ________ closed: _________ Total Paid  $______________________
Are you aware of any circumstances that might lead to a claim or suit?





Yes
No
If yes, has this information been reported to a prior insurance carrier? 





Yes
No


Has your insurance for medical professional liability ever been canceled, suspended, non-renewed

or declined for reasons other than an insurer withdrawing from the state?




Yes
No
Has your board certification or membership in any medical society/association ever been

refused, suspended, revoked, put on probation or voluntarily surrendered?




Yes
No
Has your medical or narcotics license ever been suspended, denied, revoked, put on

probation or restricted by a state licensing board in any state?





Yes
No
Have any fee or professional relations complaints been registered against you with your

medical association(s), hospital(s) or state licensing authority?






Yes
No
Have you ever been diagnosed with, or treated for, alcoholism, drug addiction, mental or

chronic physical illness?










 Yes
No
Have you ever been indicted in a criminal suit?







Yes
No
Has any claim or suit for alleged sexual misconduct ever been brought against you?



Yes
No
Have Medicare and/or Medicaid authorities ever brought charges against you? 




Yes
No

Name of Risk Management course completed ___________________________________________________________________













(Year)
__________________________________________           ___________________

Applicant Signature                                                 Date

__________________________________________           ___________________

Printed Name 




         Title


NOTE:  Signing this form does not bind the Company to issue insurance.  Completing this form provides basic information that allows us to get the best quote in the industry for your particular procedures.  No coverage can be bound without a completed application and is subject to final underwriting review and approval. 

If the Company agrees to be bound under the terms of their application, your policy is void if you withhold any information, mislead, or attempt to defraud or lie about any matter contained in this quote form.
