HEALTH CARE SUPPLEMENTAL

NAMED INSURED DBA EFFECTIVE DATE
ADDRESS STATE CITY ZIP
WEBSITE ADDRESS YEARS IN BUSINESS? ANNUAL REVENUE $

ANY ADDITIONAL LOCATIONS?

O ves O no

IF YES, DESCRIBE

STATES OPERATED IN

EXPERIENCE
YEARS EXPERIENCE OWNER ADMINISTRATOR DIRECTOR
YEARS AT FACILITY OWNER ADMINISTRATOR DIRECTOR

DESCRIPTION OF OPERATIONS (CHECK ALL THAT APPLY):

(O ASSISTED LIVING FACILITY

O HOME HEALTH CARE

(O NURSINGHOME

O MEDICAL STAFFING AGENCY

(O PROGRESSIVE LIVING HOME

(O VETERAN'SHOME

QO CHILDREN'SHOME

(O DEVELOPMENT DISABLED HOME

(O sOCIALSERVICES

O croupHOME

O ABUSE CENTER

O omer

% OF RECEIPTS PRIVATE PAY %| MEDICAID %| MEDICARE %
% OF PATIENTSWITH | HEPATITIS % | HIV % | ALZHEIMER/DEMENTIA % | MENTALILLNESS %| CHEMICAL DEPENDENCY %
payYour empLoveesBY: - w2 (O ves OQno %oFempLovees  1099: OQves Ono %oremplovees  casH: Qves Ono % OF EMPLOYEES

EMPLOYEE PROFILE

OCCUPATION #FULLTIME #PART TIME AVERAGE ANNUAL PAYROLL
REGISTERED NURSES $

LICENSED PRACTICAL NURSES $

CERTIFIED NURSING ASSISTANT $
HOUSEKEEPING/MAINTENANCE/LAUNDRY $

DIETRY $

OFFICE $

OTHER (DESCRIBE) $

VOLUNTEERS ESTIMATED $

EMPLOYEE SELECTION PROCEDURES

WRITTEN APPLICATION O yes O no PRE/POST-HIRE PHYSICAL O vss
INTERVIEW O yes O no REFERENCE CHECKS QO ves

DRUG TEST O yes O no MVR REVIEW QO ves

IS SICK TIME PROVIDED? O ves O no IS VACATION TIME PROVIDED? QO ves

ARE MEDICAL BENEFITS PROVIDED? O ves O no 9% ANNUAL EMPLOYEE TURNOVER? %
BACKGROUND CHECK O ves QO no

COMPANY VEHICLES (PLEASE PROVIDE COMPANY OWNED VEHICLE LIST.)

#OF COMPANY VEHICLES

#OF DRIVERS

RADIUS OF OPERATIONS

COMMERCIAL AUTO INSURANCE CARRIER

LIABILITY LIMITS $

# OF EMPLOYEES TRAVELLING IN THE SAME VEHICLE?

ANY PERSONAL VEHICLES USED FOR COMPANY BUSINESS?

O ves O no

PROOF OF INSURANCE OBTAINED?

LIABILITY LIMITS $

PLEASE PROVIDE A COPY OF YOUR DECLARATION PAGE AND A VEHICLE SCHEDULE FROM YOUR AUTO POLICY.

ver. 3.26.18
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HEALTH CARE SUPPLEMENTAL

PLEASE COMPLETE ALL OF THE FOLLOWING

DO YOU HAVE A FORMAL SAFETY PROGRAM? YES

ISTHE INSURED COMMITTED TO AN EARLY RETURN TO WORK PROGRAM? YES

ISTHE APPLICANT ASSOCIATED WITH A RELIGIOUS ORGANIZATION?

ANY DRUG, ALCOHOL, ADDICTION COUNSELING OR SERVICES TO: JAILS, CORRECTIONAL, OR DETENTION CENTERS?

IN REVIEWING LOSS HISTORY OF THE APPLICANT, IS THERE ANY EVIDENCE OF VIOLENCE TOWARDS STAFF OR RESIDENTS?

ARE SERVICES PROVIDED IN CITIES WITH A POPULATION GREATER THAN 200,000?

IS THE APPLICANT ANEW VENTURE OR AN ACQUISITION OF AN EXISTING OPERATION?

DOES THE APPLICANT HAVE A CORPORATE BROCHURE? (PLEASE INCLUDE A COPY)

0O|0|0|0|0|0|0|0|0
0|0|0|0|0|0|0|0|0

DOES THE APPLICANT HAVE A SEPARATE VOLUNTEER POLICY?

HOME HEALTH/ASSISTED LIVING SECTION (IF APPLICABLE)

ANY SKILLED NURSING CARE (NOT INCLUDING: BLOOD PRESSURE, TEMPERATURE, DISPENSING MEDICATIONS?)

©)
©)

IF YES, PLEASE DESCRIBE WHAT IS PERFORMED?

% OF CLIENTS: AMBULATORY? % WHEELCHAIRS? % REQUIRES ASSISTANCE GETTING IN/OUT OF BED, TUB,ETC.? %
DOES THE APPLICANT PROVIDE ANY TRANSPORTATION SERVICES FOR THE CLIENTS? (DOCTOR APPOINTMENTS, SHOPPING, ETC.) O YES O NO
DO VEHICLES THAT CARRY/TRANSPORT NON-AMBULATORY CLIENTS/PATIENTS USE A LIFTGATE? O YES O NO
ANY “LIVE IN” CARE OR 24 HOUR CARE? O YES O NO IF YES, HOW MANY HOURS ARE THE SHIFTS? HOURS
FORASSISTED LIVING # OF BEDS OCCUPANCY RATE % %

NURSING HOME SECTION (IF APPLICABLE)

TOTAL # OF BEDS #SKILLED NURSING BEDS #INTERMEDIATE BEDS
#ASSISTED LIVING BEDS #RESIDENTIAL CARE BEDS OCCUPANCY RATE
NURSE TO PATIENT RATIO 1 SHIFT 2 SHIFT 3 SHIFT

ISTHIS FACILITY: O UNION O NON-UNION STATE LICENSED? O YES O NO SURVEY DATE?

DOES THE APPLICANT PROVIDE ANY TRANSPORTATION SERVICES FOR THE CLIENTS? (DOCTOR APPOINTMENTS, SHOPPING, ETC.)

DO VEHICLES THAT CARRY/TRANSPORT NON-AMBULATORY CLIENTS/PATIENTS USE A LIFTGATE?

LIST ALL RESIDENT TRANSFER AIDS:

TYPE OF DEVICE # TYPE OF DEVICE #

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR ANOTHER 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 THE PERSON TO CRIMINAL AND [NY: SUBSTANTIAL] CIVIL PENALTIES. (Not applicable in CO, FL, HI, MA, NE, OH, OK, OR, or VT. In DC, LA, ME, TN, VA and WA, insurance
benefits may also be denied)

INSURED SIGNATURE: AGENT SIGNATURE:

DATE: DATE:

20f2



	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Text106: 
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text171: 
	Text172: 
	Text173: 
	Text174: 


