
PRIOR INSURANCE AND CLAIM INFORMATION 
 
15.  Do you currently carry Professional Liability Insurance for your medical services provided outside 
  of this facility?   Yes  No 
 
  If Yes, please provide details for the past 5 years: 
  Company Policy Term  Limits of Liability Retro Date Premium 
               
               
               
     
         YES  NO 
 
16.  Has any claim ever been made against you for Medical Malpractice?       
       If Yes, complete the Supplemental Claim Information Form for each 
       Claim. 
 
17.  Has any claim or suit for alleged malpractice been made against you      

that has NOT been reported to a prior insurer?  If Yes, please complete 
the Supplemental Claim Information Form attached to this application 
for each and every claim. 
 

18. Have you ever been the subject of investigative or disciplinary      
proceedings or reprimanded by a governmental or administrative 
agency, hospital, or professional association?  Attach a copy of 
Complaint and Consent Order document if applicable.  If yes, please 
attach explanation. 
 

19. Have you ever been convicted for an act committed in violation of any      
law or ordinance other than traffic offenses? If yes, please attach  
explanation. 
 

20. Have you ever been treated for alcoholism or drug addiction or     
undergone personal psychiatric treatment or has any administrative  
agency, hospital or professional association requested or required you  
be evaluated for an alleged mental condition and/or alcohol or drug 
addiction? If yes, please attach explanation.   

 
21. Have you ever had any state profession license or license to prescribe       

or dispense narcotics refused, suspended, revoked, renewal refused 
or accepted only on special terms or ever voluntarily surrendered same? 
If yes, please attach explanation. 
 

22. Have you ever had any professional liability insurance cancelled,      
declined, refused to renew or accepted only on special terms?  If yes,  
please attach explanation. 
 
 
 
 
 



MEDICAL DIRECTOR INFORMATION 
Note: Medical Director Coverage is limited to specified services shown on the declarations page of the 
policy. 
 

23. Do you also provide Medical Director Services for the Medical Spa?       
If yes, please complete Questions #24-29 below. 

24. How many hours per week are dedicated to medical director services only?       
25. How long have you worked as medical director at this facility?       
26. Please describe your duties as medical director:      

      
       

27. List the number and type of employees at this facility: 
 
# Type of Professional # Type of Professional 

 
  Physician(s)    Nurse(s) LPN 
  Physician�s Assistant(s)   Medical Aesthetician(s) 
  Nurse Practitioner(s)   Laser Technicians 
  Nurse(s) Registered   Other   
 

28. Has any claim ever been made against you solely as respects your duties as a medical  
director? Yes  No.  If Yes, complete the Supplemental Claim Information Form for each 
claim.  Also, please attach five years of currently valued company loss runs.   
 

29.  Are you aware of any circumstances, solely as respects your duties as a medical director, which 
may result in a claim against you?  Yes  No.  If yes, please provide details:    
              
               

 
The applicant declares that the above statements and representations are true and correct and that 
no facts have been suppressed or misstated.  The completion of this application does not bind the 
Company to sell, nor the applicant to purchase this insurance, but any subsequent contract issued 
will be in full reliance upon the statements and representations made in this application and this 
application will be made a part of this policy. 
 
The applicant understands that any subsequent contract issued by the Company will be issued on a 
CLAIMS MADE FORM.  
 
 
               
Date      Signature of Applicant 
 
Please attach copies of the following documents: 

o A minimum of five years of currently valued company loss runs 
o CV or resume  
o Certificates of training for any of the following procedures performed at the Medical Spa: 

! Laser Treatments 
! Thermage 
! Liposelection 
! Hair Restoration 
! Contour Thread Lifts 



SUPPLEMENTAL CLAIM INFORMATION FORM 
(Complete one form for each claim) 

 
 

1.   Name of applicant/named insured:         
              
2.   Name of other parties or defendants named in suit:       
             
              
3.   Data of alleged error or occurrence, or contact date:        
4.   Data claim was made:          
5. Name of claimant:           
6. Name of Insurance Company handling your claim:        
7. Present status of claim or final disposition:        
             
              
   Open  Closed 
8. Defense costs paid to date inclusive of any deductible:        
9. If closed, total loss paid, inclusive of any deductible:        
10. If claim is open or pending, what are the insurer’s reserves? 
 Defense:    Loss:        
11. Description of case and events including allegations and assessment of liability:    
              
              
              
              
               
12. Claimants last settlement demand:          
 
 
 
               
Date       Signature  
 
 
   
 

 
 
 
 
 
 
 
 
 
 
 
 

Lovsted~Worthington 
Jason Kunz, CIC 

403 N. Market Blvd. 
P.O. Box 1226 

Chehalis, WA 98532 
360-748-0051 

jason@lovstedworthington.com 
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