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PROFESSIONAL LIABILITY INSURANCE 
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APPLICATION INSTRUCTIONS AND CHECKLIST

Prior to completing the attached application, please read and observe the following instructions. Please verify that 

all required attachments are included in order to assist us in processing your application promptly and efficiently.    

• Pleasecompletethisformelectronicallyorprintyourresponseslegibly.

• Pleasesignanddatetheapplicationwhereindicated.

• Allinformationrequestedmustbefullyandaccuratelycompleted.

• Ifchangesorcorrectionsmustbemadetothecompletedapplication,strikeoutorlinethroughtheincorrect 
information, write in the modification, and initial and date the change.

• Ifaparticularquestiondoesnotapplytoyou,pleasewrite“N/A.”

• TheMedicalProceduresquestionnairemustbecompleted.Iftheproceduresyouperformarenotmentionedin
thequestionnaire,pleaselistthemintheRemarksSection.

• Ifyouwishtoexplainanyofyouranswers,pleaseusetheRemarksSection.Ifyouneedadditionalspace, 
please continue your answers on your letterhead and attach it to the application.

• Claimsinformationshouldbeprovidedforafive-yearexperienceperiod.Thisappliestoopenandclosed 

claimsandtoanyincidentsreportedtoapreviouscarrier.Itisimportantthatyouprovidecompleteand 

detailed claims information, including current company loss runs.

Required Attachments

Please include a current copy of the following documents with the application:

 Please attach a copy of your curriculum vitae (CV).

 Please enclose a copy of your Declarations Page from your current policy, showing your policy period, limits of 

liability, retroactive date, and any exclusions that were applied to your policy.

 Please include a copy of your loss runs from all insurance carriers that insured you for the past five years  

(if applicable).

 Please include a copy of your letterhead and advertisements (if applicable).

Except to the extent as may otherwise be provided in the policy and its endorsements, the coverage of a claims-

made policy is limited generally to liability for only those claims that are first reported in writing to the Company 

while the policy is in force.

Insurancecoverageissubjecttounderwritingapprovalandpaymentofthepremium.Nocoverageexistsuntilthe
premium is received and a binder or coverage summary, together with any endorsements that may apply, has been 

issued to the first named insured.

Ifyouneedadditionalformsorhaveanyquestionsabouttheapplication,pleasecallyourbroker/agentor 
The Doctors Company Member Services at (800) 421-2368.

IauthorizethefollowingpersontobeaddedtoourgrouppolicywithTheDoctorsCompany.

EXPRESS APPLICATION

 AuthorizedDepartmentalSignature Date
X

SIGNATURE 

REQUIRED:
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IDENTIFYING INFORMATION

1. First name:        Middle name:    Last name:        Suffix:  Title:

2. Date of birth (MM / DD / YYYY):       3. Social Security no.:         4. Gender:  Male    Female

5. E-mail address(es):           

6. Websiteaddress(es):            7. NationalProviderIDno.(if available):

8. This application is a  Requesttojoinaphysicianorgroupalreadyinsured       or 	 New application	
	 	 	 	 	 	 	 	 with The Doctors Company under policy number:

9. Practice address:  Please list all office locations and entities for which you are requesting coverage. Please indicate if they are: 
      hospital, medical office, surgery center, nursing home, urgent care center, correctional facility, etc.

10. Office phone number:            Fax number:

11. Home address and telephone number:

12. Billing address:

13. Requested effective date (coverage start date):       

PRACTICE INFORMATION

14. Primary specialty:             Secondary specialty:

15. Are you ABMS or AOA Board certified? 	Yes 	No Ifyes,dateofcertificationorrecertification:

16. Are you currently participating in a Maintenance of Certification Program? 	Yes 	No

17. Please indicate your medical license(s): License state:         Number:

18.a) Pleaseindicateyouraveragenumberofpracticehoursperweekthatwillbecoveredbythispolicyincludingofficehours, 
  administrative activities, direct patient care, surgery, consultation, etc. (excluding on-call):

 b) Estimatethenumberofpatientsseenonanaverageweeklybasis:

19. Current carrier:           Number of years with carrier:   Current premium:

20. Have you had any time period where you were uninsured?   Yes  No  If yes, please explain in Remarks Section.

21. Are you affiliated with any other doctor or group?      Yes  No  If yes, please provide information below. 

22. Do you have other locations where you provide or serve as the following: 
 Medical director:    Yes  No   Medical services:   Yes  No 
 Independentcontractor:  Yes  No   Supervision only:   Yes  No

 If yes to any of the above, please provide name and location:

23. Do you maintain an ownership interest (in whole or in part) in any entity(ies) related to the practice of medicine (e.g., spa, laboratory, etc.)?

  Yes  No If yes, please list name(s) and explain:

24. a) Do you share office space, employees, billing, or letterhead with any physician? 
   Yes  No If yes, provide details in the Remarks Section or supporting documents.

 b) IsthisphysiciananemployeeofJABSOM/UCERA? 
   Yes  No

25. Please indicate if you are an active member of any medical society or specialty association:

EXPRESS APPLICATION  /  Page 1 of 3  
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26. Please indicate the limits of liability requested (example: $1,000,000 per claim, $3,000,000 annual aggregate):

 Per claim: $1,000,000       Annual aggregate: $3,000,000

27. Have your limits of liability changed (increased or decreased) in the past three years?        Yes   No

 If yes, please indicate your prior limits of liability:

28. Are you involved or do you participate in non-IRB-approved clinical research trials?         Yes   No 
 If yes, please provide details in the Remarks Section or supporting documents.

29. Do you have a contract with nursing homes or correctional facilities?             Yes   No 
 If yes, please provide details in the Remarks Section or supporting documents.

30. Are you now being or have you ever been evaluated for, diagnosed with, or treated for alcohol, narcotics, or any   Yes   No 
 other substance abuse, sexual addiction, anger management issues, or any mental illness?   
 If yes, please accompany this application with a letter from your treating physician or institution outlining dates of treatment, 

 results of treatment, and current status, and any agreement you have made with any recovery organization.

31. Have you become aware of any chronic illness or physical defect that impairs or could impair your ability   Yes   No 
 to practice your specialty? If yes, please accompany this application with a letter from your treating physician or 

 institution outlining dates of treatment, results of treatment, and current status, and any limitations on your ability to 

 practice the specialty(ies) listed.

32. Have you ever had professional liability insurance declined, nonrenewed, canceled, or restricted or had    Yes   No 
 an involuntary deductible or surcharge assessed against you? NOTE: MISSOURI APPLICANTS DO NOT RESPOND. 

 If yes, please provide details in the Remarks Section or supporting documents. 

33. Have you ever appeared before, been investigated by, entered into any consent agreement with, or do you have  Yes   No 
 an investigation currently in progress or pending by any state licensing board, board of medical examiners, DEA, 
 or other governmental agency? If yes, please provide copies of complaint and disposition documents.

34. Has your license to practice or your DEA/narcotics license ever been denied, revoked, suspended, placed on   Yes   No 
 probation, or limited in any way? If yes, please provide details in the Remarks Section or supporting documents.

35. Has any physician, patient, or insurance plan ever filed a complaint against you with any medical association/  Yes   No 
 society or foundation, consumer protection agency, Chamber of Commerce, or Better Business Bureau? 
 If yes, please provide details in the Remarks Section or supporting documents.

36. Have you ever been indicted, pled guilty to, or been convicted of any crime other than minor traffic violations?   Yes   No 
 If yes, please provide details in the Remarks Section or supporting documents.

37. Has your participation in any governmental or nongovernmental health program (e.g., Medicare, Medicaid,    Yes   No 
 HMO, PPO, or any managed care program) ever been suspended, placed on probation, terminated, or limited 
 in any way? If yes, please provide details in the Remarks Section or supporting documents.

38. Have your staff privileges at any hospital or health care facility ever been suspended, refused, revoked,     Yes   No 
 placed on probation, or in any way restricted, or do you have an investigation relative to your staff privileges  
 pending or in progress at any hospital or health care facility? If yes, please provide details in the Remarks Section  

 or supporting documents.

39. Have you ever been accused of sexual misconduct of any kind in your professional capacity?       Yes   No 
 If yes, please provide details in the Remarks Section or supporting documents.

40. Are there any circumstances that might be reasonably expected to lead to a claim or suit (even if you believe  Yes   No 
 the possible claim or suit would be without merit) that have not been reported to your current or prior medical 
 professional liability carrier? If yes, please provide details in the Remarks Section or supporting documents.

41. Have you been a party to a malpractice claim, suit, or incident in the past five years?        Yes   No 
 If yes, please complete the attached Claim Information form for each claim/incident. 
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MEDICAL PROCEDURES

EXPRESS APPLICATION  /  Page 3 of 3  

Please indicate if you or any of your 

staff perform the following procedures:

  BotoxInjection         	 	 	 	 	 	 	 	 	 	 	 	 	 	 

  Chemical Peel         	 	 	 	 	 	 	 	 	 	 	 	 	 	 

  Cosmetic Tattooing        	 	 	 	 	 	 	 	 	 	 	 	 	 	 

  Laser Hair Removal        	 	 	 	 	 	 	 	 	 	 	 	 	 	 

  LaserWrinkleRemoval       	 	 	 	 	 	 	 	 	 	 	 	 	 	 

  Microdermabrasion        	 	 	 	 	 	 	 	 	 	 	 	 	 	 

  PermanentMake-up        	 	 	 	 	 	 	 	 	 	 	 	 	 	 

  Sclerotherapy         	 	 	 	 	 	 	 	 	 	 	 	 	 	 

  Other Cosmetic Procedures      	 	 	 	 	 	 	 	 	 	 	 	 	 	 

Do you perform any procedures for which you did not receive training in your residency or that are outside the customary scope of practice of your specialty?

  Yes   No If yes, please list the procedures:

 Non-Physician
Physician Licensed Staff Non-Licensed Staff

Please check all procedures that you perform:

CARDIOLOGY
 CardiacCatheterization       Coronary Angiography       CoronaryAngioplasty/Stents

COSMETIC PROCEDURES
  Abdominoplasty         AutologousFatInjection      Blepharoplasty      
 Breast Augmentation        Breast Reduction        Coronal Lift       
 Endoscopic-Assisted Forehead Lift     Facial Laser Resurfacing      HairImplant     
 ImplantsOtherthanBreast      “Lifestyle”Lift        Liposuction       
 Penile-Related Cosmetic Procedure     Rhinoplasty (cosmetic)      Rhinoplasty (functional only)  
 Rhytidectomy         Sex Reassignment Surgery      Thread Lift (contour threads)

PRIMARY CARE
 Adenoidectomy         	 Anal Fistulectomy        Analgesia,IVConsciousSedation
 Anesthesia (spinal)       	 Appendectomy       	 Cesarean Section Delivery
	 Cholecystectomy         	 Circumcision (adult)      	 Circumcision (pediatric only)
	 Closed Reduction (other than simple)   	 Colonoscopy         Cryotherapy and LEEPs
 Culdocentesis        	 Dilation and Curettage      	 Ectopic Pregnancy
	 Elective Cardioversion       	 Endometrial Biopsy      	 Endoscopic Procedures    
	 Hemorrhoidectomy        	 Hydrocelectomy       	 Hysterectomy
	 Laparoscopy         	 Myringotomy         	 Nasal Polypectomy
	 Normal Vaginal Delivery      	 Oophorectomy        	 Orchidectomy      
	 Prenatal and Postnatal Care     	 Salpingectomy       	 Tendon Repair
	 Therapeutic Abortion        	 Tonsillectomy       	 Tubal Ligation      

            	 Vasectomy        	 Vein Stripping     

OPHTHALMOLOGY  (If not applicable, please skip this section.)
  Medical Procedures Only        All Surgical Procedures 
  Limited Surgical Procedures—limited to minor surgical procedures, including:

 •AssistinginSurgery       •LaserAblation        •LaserCapsulotomy
 •LaserIridoplasty       •LaserIridotomy       •LaserPunctualClosure 

 •LaserTrabeculoplasty      •Thermage         •WedgeResection

PHYSICAL MEDICINE AND REHABILITATION/PAIN MANAGEMENT  (If not applicable, please skip this section.)
 Block(spine and non-spine)       Cryoanalgesia        DorsalColumnStimulatorImplants
 Epidural or Spinal Catheter      Intra-ArticularBlock(joint injection)    IntradiscalElectrothermalTherapy 
 MyofascialTriggerPointInjections     NerveRootInjections       Radio Frequency Nerve Ablation 
 Rapid Detoxification         SpinalInfusionImplant      SpinalInfusionPump 
 SpinalStimulationImplant      Spinal Stimulation Programming    StellateGanglionBlock   
       

General Surgeons only:      Do you perform bariatric surgery?      Yes   No

Orthopedic Surgeons only:      Do you operate on the spine?       Yes   No

Obstetricians, Gynecologists, and Endocrinologists only:

 A. Ifyouareanobstetrician,howmanydeliveriesdoyouperformperyear?
 B. Doyouperforminvitrofertilization(IVF)orotherARTprocedures?        Yes   No

 Applicant Signature Date

X
SIGNATURE 

REQUIRED:
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CLAIM INFORMATION

This section should be completed only if you answered yes to question #41 on page 2. Please photocopy and complete this form for 
eachadditionalclaim.Ifmorespaceisneededoneachreport,continueinformationonyourletterhead.Pleasewritelegibly.

1. Name of patient:

2. Age:             3. Gender:   Male   Female

4. Relationship to patient (e.g., attending physician, consultant, primary surgeon, assistant surgeon, etc.):

5. Allegation:

6. Date of incident (MM / DD / YYYY):         7. Location:

8. Insurancecarrier(s):

9. Other defendants:

10. Present status:   Open claim  	 	 	 	 Indemnityandexpensesreserved:

       Closed claim     Loss of: $       Expenses paid: $

      Date closed:       Settlement       Judgment

11. Conditions and diagnosis at time of incident:

12. Dates and description of professional services rendered:

13.Conditionofpatientsubsequenttoprofessionalservices(anddatesandfollow-upvisitsifknown):

  

I HEREBY DECLARE THE ABOVE INFORMATION IS COMPLETE AND TRUE TO THE BEST OF MY KNOWLEDGE AND BELIEF.

EXPRESS APPLICATION  

 Applicant Signature Date

X
SIGNATURE 

REQUIRED:



THE DOCTORS COMPANY

J7157 10/08

EXPRESS APPLICATION  

REMARKS SECTION



THE DOCTORS COMPANY

J7157 10/08

EXPRESS APPLICATION  

INSURANCE APPLICANT BUSINESS ASSOCIATE AGREEMENT

This Agreement is entered into by and between The Doctors Company, an interinsurance Exchange (including its subsidiaries, 
UnderwriterfortheProfessionsInsuranceCompanyandProfessionalUnderwritersLiabilityInsuranceCompany),hereinafterreferredto
as“We”and_________________________(ApplicantName),hereinafterreferredtoas“You.”

WearecommittedtocomplywiththeStandardsforPrivacyofIndividuallyIdentifiableHealthInformation(the“PrivacyRegulations”)
undertheHealthInsurancePortabilityandAccountabilityActof1996(“HIPAA”).UnderthePrivacyRegulations,Youarea“covered
entity,”andasrequiredby45C.F.R.Section164.502(e)and45C.F.R.Section164.504(e),WeacknowledgethatWeareYour 
“businessassociate.”Wemustuseand/ordiscloseinformationthatidentifiesanindividual,relatestohealth,healthtreatment,or
healthcarepayment(“ProtectedHealthInformation”)andismaintainedinanyform(e.g.,electronic,paper,verbal)inOurperformance
of services with respect to Your application for insurance, and We agree to abide by the assurances, terms, and conditions contained 
herein in the performance of Our obligations.

ThisAgreementsetsforththeterms,conditions,andobligationspursuanttowhichProtectedHealthInformationthatisprovided, 
created, or received by Us from You, or on Your behalf, will be handled. We agree as follows:

A.  Permitted Uses and Disclosures of Protected Health Information.

PursuanttothisAgreement,Weprovideservices(“Services”)forYouroperationsthatinvolvetheuseanddisclosureofProtected
HealthInformationasdefinedbythePrivacyRegulation.TheseServicesmayinclude,amongothers,qualityassessment,qual-
ity improvement, outcomes evaluation, protocol, and clinical guidelines development, reviewing the competence or qualifications 
ofhealthcareprofessionals,evaluatingpractitionerandproviderperformance,conductingtrainingprogramstoimprovetheskills
of health care practitioners and providers, credentialing, conducting or arranging for medical review, arranging for legal services, 
conducting or arranging for audits to improve compliance, resolution of internal grievances, placing stop-loss and excess of loss 
insurance,andotherfunctionsnecessarytoperformtheseServices.Exceptasotherwisespecifiedherein,Wemaymakeanyuses
ofProtectedHealthInformationnecessarytoperformOurobligationsunderthisAgreement.Allotherusesnotauthorizedbythis
Agreementareprohibited.Moreover,WemaydiscloseProtectedHealthInformationforthepurposesauthorizedbythisAgreement:
(i) to Our employees, subcontractors, and agents, in accordance with Section B(5) below; (ii) as directed by You; or (iii) as otherwise 
permittedbythetermsofthisAgreement.Additionally,unlessotherwiselimitedherein,Wearepermittedtomakethefollowing
uses and disclosures:

(1) Our Business Activities.

  We may:

  (a) UsetheProtectedHealthInformationinOurpossessionforOurpropermanagementandadministrationandtofulfillanyof 
   Our present or future legal responsibilities provided that such uses are permitted under state and federal confidentiality 
   laws; and

(b) DisclosetheProtectedHealthInformationinOurpossessiontothirdpartiesforthepurposeofOurpropermanagementand 
 administration or to fulfill any of Our present or future legal responsibilities provided that (i) the disclosures are required by 
 law; or (ii) We have received from the third party written assurances regarding its confidential handling of such Protected 
 HealthInformationasrequiredunder45C.F.R.Section164.504(e)(4).

 
 (2)  Our Additional Activities.

  In addition to using the Protected Health Information to perform the Services set forth above, We may:

  (a) AggregatetheProtectedHealthInformationinOurpossessionwiththeProtectedHealthInformationofothercovered 
   entities that We have in Our possession through Our capacity as a business associate to said other covered entities provided 
   that the purpose of such aggregation is to provide You with data analyses relating to Your health care operations. Under no 
   circumstancesmayWediscloseProtectedHealthInformationofonecoveredentityasdefinedby45C.F.R.Parts160and 
   164toanothercoveredentityabsentYourexplicitauthorization;and

  (b)De-identifyanyandallProtectedHealthInformation,providedthatthede-identificationconformstotherequirementsof 
   45 C.F.R. Section 164.514(b), and further provided that You are sent the documentation required by 45 C.F.R. Section 
   164.15(b), which shall be in the form of a written assurance from Us. Pursuant to 45 C.F.R. 164.502(d)(2), de-identified 
   informationdoesnotconstituteProtectedHealthInformationandisnotsubjecttothetermsofthisAgreement.

B. Our Responsibilities.

 WithregardtoOuruseand/ordisclosureofProtectedHealthInformation,Weagreetodothefollowing:

 (1) Useand/ordisclosetheProtectedHealthInformationonlyaspermittedorrequiredbythisAgreementorasotherwiserequired 
  by law;



THE DOCTORS COMPANY

J7157 10/08

EXPRESS APPLICATION  

BUSINESS ASSOCIATE AGREEMENT (CONTINUED)

 (2) ReporttoYourdesignatedPrivacyOfficer,inwriting,anyuseand/ordisclosureoftheProtectedHealthInformationthatisnot 
  permitted or required by this Agreement of which We become aware within ten (10) business days of Our discovery of such 
  unauthorizeduseand/ordisclosure;

 (3) UsecommerciallyreasonableeffortstomaintainthesecurityoftheProtectedHealthInformationandappropriatesafeguardsto 
  preventunauthorizeduseand/ordisclosureofsuchProtectedHealthInformation;

 (4) RequireallofOursubcontractorsandagentsthatundertaketoperformtheServicesthatWeperformunderthisAgreement 
  andthatreceive,oruse,orhaveaccesstoProtectedHealthInformationunderthisAgreement,toagree,inwriting,toadhere 
  tothesamerestrictionsandconditionsontheuseand/ordisclosureofProtectedHealthInformationthatapplytoUspursuant
  to this Agreement;

 (5) Unless prohibited by attorney-client and other applicable legal privileges, or unless it would violate Our contractual and other 
  legalobligationtoYou,makeavailableallrecords,books,agreements,policies,andproceduresrelatingtotheuseand/or 
  disclosureofProtectedHealthInformationtotheSecretaryofU.S.DepartmentofHealthandHumanServicesforpurposesof 
  determining Your compliance with the Privacy Regulations;

 (6)Uponpriorwrittenrequest,makeavailableduringnormalbusinesshoursatOurofficesallrecords,books,agreements,policies, 
  andproceduresrelatingtotheuseand/ordisclosureofProtectedHealthInformationtoYouwithinfive(5)businessdaysfor 
  purposes of enabling You to determine Our compliance under the terms of this Agreement;

 (7) We shall honor any request from You for information to assist in responding to an individual’s request for an accounting of 
  disclosuresofProtectedHealthInformationtoUs.However,shouldYoubeaskedforanaccountingofthedisclosuresofan 
  individual’sProtectedHealthInformationinaccordancewith45C.F.R.Section164.528,suchaccountingshouldnotinclude 
  any disclosures to Us which are to carry out Your health care operations. See 45 C.F.R. Section 164.528(a)(1)(i);

 (8) Whether or not an insurance policy is issued as a result of this application, the protections of this Agreement will remain in 
  force,andWeshallmakenofurtherusesanddisclosuresofProtectedHealthInformation,exceptforthepropermanagement 
  and administration of Our business, or as required by law; and

 (9) InthoserareinstanceswhenYouwouldberequiredtohonoranindividual’srequestforaccessand/oramendmentofProtected 
  HealthInformationdisclosedtoUs,WewillassistYoutocomplywithYourdutiesunder45C.F.R.Sections154.524and 
  164.526.However,usuallyYouwillnotberequiredtohonorsuchrequests,becauseProtectedHealthInformationinOur 
  possessionisnotpartofadesignatedrecordsetasthattermisdefinedby45C.F.R.164.501;and/orbecausetheinformation 
  isexemptfromaccessandamendmentunder45C.F.R.Sections164.524(a)and164.526(a)(2);and/orbecauseaccesswould 
  violateYoursupercedingcontractualandotherlegalrights;and/orbecauseanyamendmentcouldbetamperingwithevidencein 
  a civil or administrative matter.

 (10) You may terminate this Agreement if We violate a material term of this Agreement.

Inwitnesswhereof,TheDoctorsCompanyhascausedthisAgreementtobesignedbyitsChairmanatitsHomeOffice.

Richard E. Anderson, MD 
Chairman of the Board of Governors

 Applicant Signature Date

X
SIGNATURE 

REQUIRED:
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AGREEMENTS & NOTICES

AGREEMENT:Idoherebywarrantthetruthofanystatementsandanswersmentionedherein,andthatIhavenotintentionallywithheldanyinformation
thatcouldinfluencethejudgmentofthecompanyinconsideringthisapplicationforprofessionalliabilityinsurance.Erroneousinformationormaterial
misrepresentation will cause immediate rescission of my insurance coverage.

AGREEMENT:IunderstandthatnocoveragewillbeboundbythecompanyuntilsuchtimeasIhavesignedtheapplication—inink—andreturnedthe
original to the company with the required payment.

(Note: Your being approved for coverage by the company does not imply acceptance by the company of any contract or agreement or any liability 
assumed thereunder.)

AGREEMENT:Iunderstandthatinordertounderwriteprofessionalliabilityinsurance,thecompanymusthaveaccesstoallpossibleinformationconcerning
my professional conduct and experience. I hereby authorize and direct any medical society, medical doctor, hospital, residency program, insurance
company, interindemnity arrangement, underwriter, or insurance agent to furnish any information concerning me or my medical practice that the company 
may request.

AGREEMENT:Iunderstandthatinconnectionwiththisapplicationforinsurance,thecompanymayreviewmycreditreportorobtainoruseacredit-based
insurance score based on the information contained in that credit report. The company may use a third party in connection with the development of my 
insurance score.

AGREEMENT:SinceIunderstandthatthefreeexchangeofinformationisessential,Iagreethatanypersonororganizationfurnishinginformationtothe
companypursuanttothisconsentanddirection,togetherwiththeagent,employees,orofficersofsuchpersonororganization,willnotbeliabletomein
any way for furnishing such information.

 

NoticetoColoradoApplicants:Itisunlawfultoknowinglyprovidefalse,incomplete,ormisleadingfactsorinformationtoaninsurancecompanyforthe
purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any 
insurancecompanyoragentofaninsurancecompanywhoknowinglyprovidesfalse,incomplete,ormisleadingfactsorinformationtoapolicyholderor
claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance 
proceedsshallbereportedtotheColoradoDivisionofInsurancewithintheDepartmentofRegulatoryAgencies.

NoticetoDistrictofColumbiaApplicants:WARNING:Itisacrimetoprovidefalseormisleadinginformationtoaninsurerforthepurposeofdefrauding
theinsureroranyotherperson.Penaltiesincludeimprisonmentand/orfines.Inaddition,aninsurermaydenyinsurancebenefitsiffalseinformation
materially related to a claim was provided by the applicant.

NoticetoFloridaApplicants:Anypersonwhoknowinglyandwithintenttoinjure,defraud,ordeceiveanyinsurerfilesastatementofclaimoran
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

NoticetoKentuckyApplicants:Anypersonwhoknowinglyandwithintenttodefraudanyinsurancecompanyorotherpersonfilesanapplicationfor
insurance 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.

NoticetoLouisianaApplicants:Anypersonwhoknowinglypresentsafalseorfraudulentclaimforpaymentofalossorbenefitorknowinglypresents
falseinformationinanapplicationforinsuranceisguiltyofacrimeandmaybesubjecttofinesandconfinementinprison.

NoticetoMaineApplicants:Itisacrimetoknowinglyprovidefalse,incomplete,ormisleadinginformationtoaninsurancecompanyforthepurposeof
defrauding the company. Penalties may include imprisonment, fines or denial of insurance benefits.

NoticetoMarylandApplicants:Anypersonwhoknowinglyandwillfullypresentsafalseorfraudulentclaimforpaymentofalossorbenefit,orwho
knowinglyandwillfullypresentsfalseinformationinanapplicationforinsuranceisguiltyofacrimeandmaybesubjecttofinesandconfinement 
in prison.

NoticetoMissouriApplicants:Aninsurancecompanyoritsagentorrepresentativemaynotaskanapplicantorpolicyholdertodivulgeinawritten
applicationorotherwisewhetheranyinsurerhascanceledorrefusedtoreneworissuetotheapplicantorpolicyholderapolicyofinsurance.Ifaquestion
of this nature appears in this application you should not respond.

NoticetoNewJerseyApplicants:Anypersonwhoincludesanyfalseormisleadinginformationonanapplicationforaninsurancepolicyissubjectto
criminal and civil penalties.

NoticetoNewMexicoApplicants:Anypersonwhoknowinglypresentsafalseorfraudulentclaimforpaymentofalossorbenefitorknowinglypresents
falseinformationinanapplicationforinsuranceisguiltyofacrimeandmaybesubjecttocivilfinesandcriminalpenalties.

NoticetoNewYorkApplicants:Anypersonwhoknowinglyandwithintenttodefraudanyinsurancecompanyorotherpersonfilesanapplicationfor
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact 
materialthereto,commitsafraudulentinsuranceact,whichisacrimeandshallalsobesubjecttoacivilpenaltynottoexceed$5,000(fivethousand
dollars) and the stated value of the claim for each such violation.

NoticetoOhioApplicants:Anypersonwho,withintenttodefraudorknowingthatheorsheisfacilitatingafraudagainstaninsurer,submitsan
application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

 Applicant Signature Date

X
SIGNATURE 

REQUIRED:
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EXPRESS APPLICATION  

NoticetoOklahomaApplicants:WARNING:Anypersonwhoknowingly,andwithintenttoinjure,defraudordeceiveanyinsurer,makesanyclaimforthe
proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony. The absence of such a statement shall 
not constitute a defense in any prosecution.

NoticetoPennsylvaniaApplicants:Anypersonwhoknowinglyandwithintenttodefraudanyinsurancecompanyorotherpersonfilesanapplicationfor
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact 
materialtheretocommitsafraudulentinsuranceact,whichisacrimeandsubjectssuchpersontocriminalandcivilpenalties.

NoticetoTennesseeApplicants:Itisacrimetoknowinglyprovidefalse,incomplete,ormisleadinginformationtoaninsurancecompanyforthepurpose
of defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.

NoticetoVirginiaApplicants:Itisacrimetoknowinglyprovidefalse,incomplete,ormisleadinginformationtoaninsurancecompanyforthepurposeof
defrauding the company. Penalties include imprisonment, fines, denial of insurance benefits, and civil damages.

NoticetoWestVirginiaApplicants:Anypersonwhoknowinglypresentsafalseorfraudulentclaimforpaymentofalossorbenefitorknowinglypresents
falseinformationinanapplicationforinsuranceisguiltyofacrimeandmaybesubjecttofinesandconfinementinprison.

AGREEMENTS & NOTICES

PART 1 – PROXY

IappointthemembersoftheBoardofGovernors,andeachofthem,agentsandattorneyswithpowersofsubstitutionineachofthem,
my lawful proxy to vote and act for me and in my name at all annual, regular, and special meetings of the Subscribers of The Doctors 
Company,anInterinsuranceExchange.

This proxy is solicited on behalf of the management of the Exchange and will empower the holders to vote on the Subscriber’s behalf for 
the election of members of the Board of Governors and such other business as may properly come before any annual, regular, or special 
meeting of Subscribers.

Thisproxy,unlessrevokedorreplacedbysubstitution,shallremaininforceforfiveyearsfromthedatestatedbelow.

YoumayrevokethisproxybygivingtheExchangewrittennoticeofyourrevocationatleast10daysbeforethedateofanyannual,
regular,orspecialmeetingatwhichsuchproxyistobeexercised.Ifyouattendameeting,youmayrevokethisproxyifyouchooseto
vote in person.

The signing of this proxy is not a condition of completion of this application and your signature, or your failure or refusal to sign, will not 
be considered in connection with the underwriting of your application.

Signature                  Date

X

SIGNATURE OPTIONAL:

Type or print name:

Street:

City: State: Zip code:

 Applicant Signature Date

X
SIGNATURE 

REQUIRED:
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PART 2 – SUBSCRIBER AGREEMENT AND POWER OF ATTORNEY

For and in consideration of similar agreements executed or to be executed by other Subscribers and of the benefits of the 
exchange of such agreement, the Subscriber agrees to the below-stated terms and conditions. 

1.TheundersignedsubscribesformembershipinTheDoctorsCompany,anInterinsuranceExchange(“theExchange”),and
agreeswiththeExchangeandwithotherSubscribers,throughtheirAttorney-in-Fact,TheDoctorsManagementCompany(“the
Attorney”)toexchangewithallotherSubscriberscontractsofliabilityinsurance,orreinsurance,inaformandcontainingterms
and conditions as are approved by the Exchange’s Board of Governors. 

2. Subscriber designates and appoints the Attorney to be its true and lawful agent and Attorney-in-Fact to act in its name, 
place, and stead and in the name of the Exchange, to exchange contracts of insurance and to do all things that the Subscribers 
mightorcoulddoseverallyorjointlywithregardtotheoperationandmanagementoftheExchangeandthebusinessof
interinsurance. Subscriber adopts and approves the Management Agreement between the Exchange and the Attorney, as it may 
be amended from time to time, and of any successor Management Agreement as it also may be amended. 

3. Subscriber delegates to the Board of Governors of the Exchange authority to negotiate all the terms and conditions of the 
Management Agree ment between the Exchange and the Attorney on behalf of the Subscriber, including, but not limited to, the 
compensation to be paid to the Attorney by the Subscriber or Exchange. 

4. Subscriber further delegates to the Board of Governors of the Exchange all necessary and proper powers to conduct, manage, 
andcontroltheaffairsandbusinessoftheExchange,subjecttothoseretainedbylaworthroughtheRulesandRegulationsof
the Exchange, or as they may be further amended at the Annual Meeting of Subscribers. 

5.TheBoardofGovernorsismadeupofpublicandprofessionalmemberselectedbyamajorityofSubscriberspresentor
represented by proxy at the Annual Meeting of Subscribers. Governors generally serve four-year terms. Each year, Governors with 
expiring terms will stand for election. 

6. Subscribership begins with the commencement of the policy period of a claims-made insurance policy issued by the 
Exchange and ends upon cancellation or other termination of that policy. The period of subscription shall not include any 
period of coverage under extended reporting policies or extended reporting or tail coverage endorsements. After termination 
of subscription, Subscriber shall have no further rights to participate in any distribution of savings to Subscribers or in any 
distribution of assets upon dissolution of the Exchange. 

7. The Board of Governors may appoint any individual, partnership, or corporation to become successor to the Attorney with all 
ofthepowersanddutiesstatedinthisAgreement.Allreferencesto“Attorney”shallthenbedeemedtoincludesuchsuccessor
Attorney-in-Fact. 

8. The principal offices of the Exchange and the Attorney shall be maintained at Napa, California, or at such other place 
approved by the Board of Governors. 

9. The Agreement can be signed by each Subscriber separately with the same effect as if the signatures of all Subscribers were 
on one and the same instrument. This Agreement shall be governed by and interpreted according to the laws of the State of 
California. All Subscriber Agreements shall be binding upon all Subscribers, and the provision of each shall not materially differ. 
Wherevertheword“Subscriber”isused,itreferstoallmembersoftheExchange,includingtheSubscriberwhohassignedthis
document. 

Signature                  Executed this day of

X

SIGNATURE REQUIRED:

Type or print name:


