Academic Medical Professionals Insurance Exchange Risk Retention Group (“AMP”)
Application for Membership and Insurance

Name




Address of Home Office:

Street
City


State/Province
Country
Specialty
Sub-Specialty or Area of Clinical Focus



Faculty Department (if any)
Academic Rank (if any)



Board Certification
Medical Licenses/Numbers



Business Phone
Fax

Business e-mail

Underwriting Information

Please describe the principal focus of your clinical activity at your proposed United States locations.  Please describe the nature of your proposed activity using terms such as patient condition, sex, age; therapies applied; diagnostic methods used, etc., as appropriate: _______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________
Please list all invasive procedures you anticipate performing at the location for which coverage is being provided.  Please use broad generally accepted categorical descriptions:

Name of Procedure/Test
                                   Number to be Performed (US)
	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


1.
Number of weeks to be spent at this location? __________________ from ___________________ to _____________________








  (month, day, year)

(month, day, year)


a.  How many hours per week will you spend in clinical practice on this activity _______________


b.  Number of patients treated clinically (average week) _______________


c.  Will you be actively participating in the clinical activity or will it be an observing role only?_______________________

2.
Location/Address of Clinical Activity:


____________________________________________________________________________________________


____________________________________________________________________________________________

____________________________________________________________________________________________
Primary Protection

3.
i.
Please issue a primary policy of insurance with limits of: $50,000/$100,000______ $100,000/$300,000_______ 


$200,000/$600,000_______ $500,000/$1,000,000________ $1,000,000/$3,000,000

ii.
Insurance will be provided on an occurrence basis
Please name the hospitals, institutions and clinics where you will require  privileges other than the location listed in Q2 above. :

Underwriting Information – Home Location
Please describe the principal focus of your clinical practice in your current location.  Please use any terms such as patient condition, sex, age; therapies applied; diagnostic methods used, etc., as appropriate: _______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________
Do you use X-Ray or Radiotherapy in your practice?  __________________
Please list your principal dental therapies and surgeries you perform.  Do you use dental anesthesia? If so please indicate. Please use broad generally accepted categorical descriptions: 
Name of Procedure/Test
                                   Number to be Performed 
	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


4.
Have you ever had a claim or suit made against you?  Yes _____ No _____  If so, please complete and enclose a claims information form for each claim.

5.
Have you been disciplined in any licensing board proceedings during the past five (5) years?  Yes _______ No _______


If yes, please indicate if your license was revoked _____ suspended _____ you were put on probation _____.  


Please indicate date of action ________________________________________

Has a hospital revoked, restricted, or suspended your privileges in the last five (5) years?  Yes _____ No _____ Indicate yes only if such action by the hospital resulted from a formal disciplinary proceeding involving charges of malpractice or incompetency.  Please do not include charges relating 

to late bookkeeping or late documentation.  If yes, were your privileges revoked ______ suspended ______ (date) _______________. 

Please name hospital(s) ___________________________________________________________________________________________________

Affirmation 

I understand and agree that the information contained in the above is material and that AMPIE is relying upon it in considering my application for professional liability insurance, and that it is the basis of insurance which may be issued to me.  I also understand that this disclosure, together with all other parts of my Application, shall be annexed to, and deemed part of, any policy of insurance issued to me.  Renewal applications will be considered as a supplement to the original application, and, together with all prior renewal applications, shall cumulatively be deemed part of the policy.

Signed:  __________________________________________________

Date: ______________________

APL-PRLIM-01-08
