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MEDICAL MALPRACTICE LIABILITTY INSURANCE APPLICATION FORM
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At what Medical School did you graduate? Year
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Where have you practiced your profession after graduation?
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Of what professional associations or societies are you a member?
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Ophthalmologist Surgeon Dentist Otolaryngologist
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Radiologist Hematologist Oncologist Nuclear Medicine
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Anesthesiologist Gynecologist Neurosurgeon Cardiovascular and Thoracic
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Any other (Please specify)
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Do you own, wholly or in part, or operate, or administer any hospital or other institution where medical services are rendered?
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Insurance Information
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Have you had any other Medical Malpractice Insurance in force during the past 12 months?
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Has any insurer ever Cancelled Declined Refused to renew
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Only accepted on special terms of your Medical Malpractice Insurance?
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Have any claims or suits for negligence, error or omission been made against you, or are you aware of any circumstances which may in any such claim?
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Remarks: The insured should study the insurance’s terms and conditions carefully prior to the purchase of policy

v
2. WelszAufefinansIneInsuazBud)
The premium has been included VAT and stamp duty
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I hereby declare and warrant the above statements are true, and I agree that this application shall be the basis of the contract with the Company and deemed part of
the insurance coverage issued to me.
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REMINDER OF THE OFFICE OF INSURANCE COMMISSION (OIC)

Give answers to all questions above truthfully otherwise the company may have caused to deny liability under the policy in accordance with Section 865
of the Civil & Commercial Code

$1-4-500-59/1 2/2



