TRAVELERS | wrap

Renewal Coverage Application

NOTICE: ALL LIABILITY COVERAGE PARTS FOR WHICH APPLICATION IS MADE APPLY, SUBJECT TO THEIR TERMS, ONLY
TO “CLAIMS” FIRST MADE OR DEEMED MADE AGAINST “INSUREDS” DURING THE POLICY PERIOD OR ANY EXTENDED
REPORTING PERIOD, IF APPLICABLE. THE LIMIT OF LIABILITY AVAILABLE TO PAY LOSSES WILL BE REDUCED BY THE
AMOUNTS INCURRED AS “DEFENSE EXPENSES”, AND “DEFENSE EXPENSES” WILL BE APPLIED AGAINST THE RETENTION
AMOUNT. THE COMPANY HAS NO DUTY TO DEFEND ANY “CLAIM” UNLESS DUTY-TO-DEFEND COVERAGE HAS BEEN
SPECIFICALLY PROVIDED HEREIN.

AGENCY CODE AGENT NAME / LICENSE NUMBER

The term "Applicant” means the first named insured organization and all other corporations, organizations or other entities, including
subsidiaries, proposed for this insurance.

Please submit the following documents and indicate below which are included in conjunction with this application. Note that
the Company may elect to obtain some of this information from public sources, including the internet.

REQUIRED GENERAL ATTACHMENTS

[J Most recent CPA audited financial statements including notes and schedules.

[J Most recent CPA letter to management and management’s response.

[J Interim financial statements, if audited financial statements are six (6) months or older.

REQUIRED D&O ATTACHMENTS

[0 A listing of the Board of Directors, Board of Managers or the Board of Trustees, as applicable, with employers and occupations of

each, as well as other boards on which such directors, managers or trustees serve.

Copy of the Applicant’s bylaws, medical staff by-laws, and other operating agreements, if there have been changes during the

last twelve (12) months.

Current organizational chart of the first named insured organization, listing each subsidiary, controlled non-profit organization and

joint venture, including the ownership percentage and tax status of each.

If applicable for any Applicant, any private placement memorandum(s) or any other documents filed with the Securities Exchange

Commission during the last twelve (12) months.

[J A copy of the most recent actuarial study, if any Applicant’s health care/medical professional liability exposure is self-insured or
insured by means of a trust, captive, risk sharing arrangement or pool.

O O d

REQUIRED EPL ATTACHMENTS

[] Directors, Officers & Trustees required attachments.

[0 A copy of any changes made in the Employee Handbook or any Human Resources policies and procedures during the last twelve
(12) months.

[0 Most recent EEO-1 report, if Applicant has 1,000 or more employees.
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A. COMMON SECTION

| GENERAL INFORMATION |

Applicant Information:

Name of first named insured organization:

Street Address:

City: State: ZIP:

Website address:

CONTACT INFORMATION FOR AUTHORIZED REPRESENTATIVE(S)

If the Risk Manager or authorized representative(s) designated to receive any and all notices concerning this insurance has
changed in the last twelve (12) months, please provide the following information.

Contact
Designated Contact: Email:
Street Address: City, State, Zip:
Title: Contact Phone:
| REQUESTED INSURANCE TERMS

Coverage (a) Expiring Limit (b) Requested Limit (c) Expiring Retention | (d) Requested Retention
Directors, Officers & $ $ $ $

Trustees (D&O)
Employment Practices $ $ $ $

Liability (EPL)

Only answer the following question if the Requested Limit in Column (b) exceeds the Expiring Limit in Column (a).
Solely with respect to that portion of any renewal Limit of Liability that exceeds the expiring Limit of Liability for
any Liability Coverage(s), are there any facts, circumstances, or situations which could give rise to a claim
under the portion of the renewal Limit of Liability that exceeds the expiring Limit of Liability of the proposed
INISUTAINCE? ... et e et et e e et e e e e e e e st e eee e e e e e e e ee e e eeteeeee e et e e e e e eeeeseeeseeeseeeeeeeeeeeeeeeeeeeeeeeaeeeeeeeseeesreeeeeeinens [ Yes [ No
If “Yes”, please attach full details
Without prejudice to any other rights and remedies of the Company, any claim arising from any facts, circumstances or

situations required to be disclosed is excluded from the portion of any renewal Limit of Liability that exceeds the expiring Limit
of Liability in the proposed insurance.

CURRENT INSURANCE INFORMATION

Coverage Carrier Limit Retention Premium Policy Period

Healthcare / Medical $ $ $
Professional Liability

General Liability

Fiduciary Liability

Crime

Kidnap & Ransom

B BB BB
B BB BB
A BB AP

Identity Fraud Expense
Reimbursement

1. Have any of the coverages above been cancelled or non-renewed during the last twelve (12) months? (not
applicable in Missouri) If “Yes”, please attach full detailS. .........ccuviiiiiiiiiiii e [ Yes [ No

2. Are any of the Applicant’s health care/medical professional liability or general liability coverages self-insured
or insured by means of a self-insured trust, captive, risk sharing arrangement or pool? If “Yes”, please attach

(L0 LIe (=] 7= [ Yes [ No
3. Does the Applicant have coverage for peer review and credentialing activities under any other insurance
policy, self-insured trust, captive, risk sharing arrangement Or POOI?...........uiiiiiiiiiiiiiii e [JvYes [INo
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B. DIRECTORS, OFFICERS & TRUSTEES LIABILITY COVERAGE

NOTICE: The section below only pertains to Directors, Officers & Trustees Liability Coverage.
If Employment Practices Liability Coverage is desired, please complete Section C. of this application.

| SECURITYHOLDER INFORMATION I

1. Total Shares Common Preferred Other
Authorized
Qutstanding (stock held by shareholders)
Voting Shares Outstanding
Voting Shares Owned by Directors and Officers (direct & beneficial)
Number of Voting Shareholders

If there are multiple classes of stock, please attach full details.

2. Please list all securityholders that own more than 5% of any class of security.

Securityholder Class of Security % Owned D'reCtg;%iIg:::’tee or
% [JYes [No
% [JvYes [No
% [JYes [No
% [JYes [No
% [ Yes [1No

If there are more securityholders, please attach full details.

3. Have there been during the past twelve (12) months, or do you anticipate during the next twelve (12)
months, any changes in: the number of shareholders; shareholders that own(ed) greater than five
percent (5%) of any class of security; class of shares outstanding; or number of shares outstanding? .... []N/A [JYes []No

If “Yes”, please attach full details.

BUSINESS OPERATIONS |

1. Does the Applicant perform peer review or credentialing activities for its health care staff?.............ccccccceveennes [1Yes [No

(a) Does the Applicant have formal written policies and procedures in effect that address peer review,
credentialing, re-credentialing and decisions that could adversely affect health care staff membership,

(oL [=Y e Tt o T 1ot =Y T T SRRSO [JvYes [INo
If “Yes”, (i) Do written policies and procedures meet NCQA or JCAHO standards or applicable law?........ [ Yes [ No
(i) Are written policies and procedures provided to all members of the health care staff?............. [1Yes [No
(b) Is legal counsel consulted before any recommendation or decision is finalized that could adversely affect
health care staff membership, privileges or ICENSING? ........cceoveiieeeee ettt [1Yes [No
(c) During the last five (5) years has any Applicant been subject to any legal recourse associated with
restriction or suspension of the license or privileges of any member of the health care staff? ...................... [1Yes [No

2. Have there been during the past twelve (12) months, or do you anticipate during the next twelve (12) months,
any change in the Board of Directors, Board of Managers, Board of Trustees or executive officers for reasons

other than completion of their term or retirement? If “Yes”, please attach full details. ..........ccoocovvieiiieiiiiiiiiennnnn. [ Yes [ No
3. Does any Applicant render any standard setting, accrediting, peer review, credentialing, licensing or similar

services to any third party? If “Yes”, please attach full detailS. .........oouueeiiiiiiiiii e [1vYes [INo
4. Does any Applicant provide any non-clinical management or administrative services to any third party under

any contract or agreement? If “Yes”, please attach full details. ... [1vYes [INo
5. Is any Applicant managed or administered by any third party under contract or agreement?

If “Yes”, please attach fUll AELAIIS. ..........ccoueeeeeeeeeeeete ettt e te ettt eee et ete et e e te et e e esteeseetesteeteeseeneeeeateereans [ Yes [ No
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6. Has any Applicant undergone during the last twelve (12) months or does any Applicant plan to undergo during the next twelve
(12) months any of the following

(a) actual creation or proposed merger, acquisition, Or dIVESHITUIE? ...........eeiiiiiiiiiiiiiee e [JvYes [INo
(b) creation of a new subsidiary a division or area of DUSINESS?..........cccociviiiiiiiiiiiee e [IYes [INo
(c) issuance of debt, a tax exempt bond offering, a public offering or a private placement of securities? ..... [ Yes [ No
(d) reorganization or arrangement with creditors under federal or state [aw? ... [1vYes [INo
(e) closure or consolidations of any branch, location, facility, office, or subsidiary? ...........ccccccooiiviinnnns [ Yes [ No
If “Yes” to any of the questions in this section, please attach full details.
| COMPLIANCE POLICIES AND PROCEDURES I
1. Does the Applicant:
(a) have formal written regulatory compliance policies and procedures (for example, the federal False Claims
Act and Health Insurance Portability and Accountability Act (HIPAA)) addressing the responsibilities of the
Applicant, its business partners, vendors and emplOYEES? ............ueiiiiiiiiiiiiiiieie e [JvYes [INo
Date Last
If “Yes™ Date Implemented: Revised:
(b) implement regular compliance education and traiNiNg?...........ccuuriiiie e [1Yes [INo
(c) utilize audits or other evaluation techniques to Monitor COMPIIANCE? .........ccverierierireiieieeeie e [JvYes [INo
(d) utilize outside counsel to provide an opinion as to whether there could be a violation of law?...................... [1vYes [INo
2. Has any Applicant:
(a) been subject to any regulatory investigation or indictment involving patient billing, business referral(s) or
ANY ANE-KICK DACK JAW? ... .o.eieee ettt et ettt e te et e e et e eteeteeteeaeese et e s eteeneeseeeeeatesreareens [JvYes [INo
(b) been subject to any type of federal or state mandate or regulatory compliance oversight (for example, a
corporate iNtegrity AQIrEEMENE)? ..........cuiieeeeeeeeieee et ete ettt et e et e eteete et e eteese e e eeteeteeteeseeaeesee e eteeseateeseeseeseeneeneens [JvYes [INo
(c) been subject to any type of regulatory monetary settlement, fine or penalty?...........cccccoiiiiiiii e, [1Yes [No
If “Yes” to any of the questions above, please attach full details.
3. Does the Applicant have a formal written conflict of interest POlCY? .........ccociviiiiiiiiiii e [ Yes [ No

4. Does the Applicant have a formal charity care policy that meets or exceeds applicable minimum state and
FEOBTAI FEQUITEIMENTS? .....eiiviiiti ettt ettt et ettt e e et e et e e e te e e teeete e beeteeateeateebeeebeebeesbeeseenteenbeessesraesbeesteesaeennas [JYes [INo

C. EMPLOYMENT PRACTICES LIABILITY COVERAGE

NOTICE: Please complete the section below if Employment Practices Liability coverage is desired.

1. Please provide the total number of employees for all Applicants for each category below:

Full Time Part Time Leased % Union Total Employed Independent
Employees Employees Employees Employees Employees Physicians Contractors

Provide EEO-1 report, only if an Applicant has 1,000 or more employees.

2. Turnover of total full time employees for all Applicants during the past (12) months (in number of employees).

Voluntary Terminations: Involuntary Terminations: |Layoffs:
HUMAN RESOURCES I
1. During the last twelve (12) months, has the Applicant made amendments to any Human Resources
policies or procedures or to any Employee HandbooK? ... [JvYes [1No
If “Yes”, please attach full details.
If “Yes”, were changes reviewed by legal COUNSEI? ..........o e [JYes []No
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Attention: Insureds in AR, CO, DC, KY, LA, NJ, NM, NY, and OH

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading,
information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and may also be
subject to a civil penalty.

(In New York, the civil penalty is not to exceed five thousand dollars and the stated value of the claim for each such violation.)

(In Colorado, any insurance company or agent of an insurance company who knowingly provides false, incomplete, or
misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the
policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the
Colorado Division of Insurance within the Department of Regulatory Agencies.)

Attention: Insureds in FL

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading,
information concerning any fact material thereto, commits a fraudulent insurance act, which is a felony of the 3 degree, and
may also be subject to a civil penalty.

Attention: Insureds in ME, TN, VA, and WA
It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.

Attention: Insureds in PA

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such
person to criminal and civil penalties.

Attention: Insureds in PR

Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or
presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents
more than one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each
violation with the penalty of a fine of not less than five thousand (5,000) dollars and not more than ten thousand (10,000)
dollars, or a fixed term of imprisonment for three (3) years, or both penalties. Should aggravating circumstances be present,
the penalty thus established may be increased to a maximum of five (5) years; if extenuating circumstances are present, it
may be reduced to a minimum of two (2) years.

D. SIGNATURE

THE UNDERSIGNED AUTHORIZED REPRESENTATIVE OF THE APPLICANT DECLARES THAT TO THE BEST OF HIS/HER
KNOWLEDGE AND BELIEF, AFTER REASONABLE INQUIRY, THE STATEMENTS SET FORTH IN THE ATTACHED TRAVELERS
NEW BUSINESS OR RENEWAL APPLICATION FOR INSURANCE ARE TRUE AND COMPLETE AND MAY BE RELIED UPON BY
TRAVELERS. IF THE INFORMATION IN ANY APPLICATION CHANGES PRIOR TO THE INCEPTION DATE OF THE POLICY, THE
APPLICANT WILL NOTIFY THE COMPANY OF SUCH CHANGES, AND THE COMPANY MAY MODIFY OR WITHDRAW ANY
OUTSTANDING QUOTATION. THE COMPANY IS AUTHORIZED TO MAKE INQUIRY IN CONNECTION WITH THIS
APPLICATION.

THE SIGNING OF THIS APPLICATION DOES NOT BIND THE COMPANY TO OFFER, NOR THE APPLICANT TO PURCHASE, THE
INSURANCE. IT IS AGREED THAT THIS APPLICATION, INCLUDING ANY MATERIAL SUBMITTED THEREWITH, SHALL BE
THE BASIS OF THE INSURANCE AND SHALL BE, IN ALL STATES OTHER THAN NC AND UT, CONSIDERED PHYSICALLY
ATTACHED TO AND PART OF THE POLICY, IF ISSUED. THE COMPANY WILL HAVE RELIED UPON THIS APPLICATION,
INCLUDING ANY MATERIAL SUBMITTED THEREWITH, IN ISSUING THE POLICY.

ELECTRONICALLY REPRODUCED SIGNATURES WILL BE TREATED AS ORIGINAL.

E. REQUIRED COMPLETION — PLEASE READ AND SIGN

First Named Insured

Signature of Chairman, President, CEO or Administrator (required) Date

Title

G.J. Sullivan Co. Excess and Surplus Lines Brokers, on behalf of the Company, is hereby authorized to make any investigation and
inquiry in connection with this application as they may deem necessatry.
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N
TRAVELERS |

IMPORTANT NOTICE REGARDING COMPENSATION DISCLOSURE

For information about how Travelers compensates independent agents, brokers, or other insurance producers, please
visit this website: www.travelers.com/w3c/legal/Producer _Compensation_Disclosure.html

If you prefer, you can call the following toll-free number: 1-866-904-8348. Or you can write to us at Travelers, Enterprise
Development, One Tower Square, Hartford, CT 06183.
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