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BROKER / INSURANCE AGENT

Medical Indemnity Register

PO Box 44375

London

SW19 8WA

Tel: (0)20 8739 0066

Fax: (0) 20 8739 0077

Email: malpractice@btconnect.com
Web: www.medicalindemnity.com

(Hospitals, Clinics, Nursing Homes etc...)

PLEASE READ THESE GUIDANCE NOTES BEFORE
COMPLETING THE PROPOSAL FORM. WHERE
FURTHER INFORMATION IS REQUIRED PLEASE
REFER TO YOUR BROKER/INSURANCE AGENT.

PLEASE NOTE This Proposal Form is for a CLAIMS
MADE policy. A CLAIMS MADE policy only responds
to “claims” made against the Insured and notified to
Underwriters during the period of insurance.

® This Proposal Form must be typed, or completed
in ink and signed and dated by the Proposer.
Please answer every question fully, and state “NIL”’
or “NONE” as applicable. Incomplete answers
may not be accepted and can delay quotation.

® Where more than one location or establishment is
to be included in the quotation, please complete a
separate proposal form for each location or
establishment.

® Please submit, with the Proposal, all relevant
information including Financial Report and
Accounts, Brochures, Consent Forms etc.

® Should there be insufficient room in the Proposal
Form for full details, please attach further
information on signed and dated sheets, wherever
possible following the same format and question
number.

® |t is the duty of the Proposer to disclose all
material facts to Insurers. Where this is omitted,
the Underwriters may avoid their obligation under
the Policy.

For the purpose of the Proposal and for all
purposes relating to any policy issued pursuant to
this Proposal, a ‘material fact’ shall be deemed to
be one that would be likely to influence an
Underwriter’s judgment and acceptance of your
Proposal.

® Upon acceptance of the Underwriters’ terms and
conditions and payment of the premium, all
information provided by the Proposer together
with the guidance notes will be deemed to be
incorporated in the contract between
Underwriters and the Insured.

Copies of the Proposal Forms should be
retained for your own records.

Acting as agent for Syndicate 2468 and as manager of the
Marketform Consortium Agreement

. i) Full name of the Insured:

ii) Trading name if different from above:

iii) How long has the establishment been trading under the
above name?

. Have you ever engaged in a similar activity under a different name?

YES NO

If “YES’ please see Question 6 and provide full details in the same
numerical order on a separate sheet.

. i) Trading address:

Postal Code: Country:

Telephone Number:

Facsimile Number:

ii) Registered Office (if different from above):

Postal Code:

Country:

Telephone Number:

Facsimile Number:

NB: If cover is required for additional locations, a separate proposal
form for each must be completed.

SIGNING OF THIS PROPOSAL FORM DOES NOT BIND THE PROPOSER OR UNDERWRITERS TO
COMPLETE A CONTRACT OF INSURANCE

Notice to Proposers resident in the EU
The parties completing this Contract are free to choose the law applicable to this Contract. However, unless it is specifically agreed to
the contrary, the Contract shall be subject to the law of the Country stipulated in the applicable EC Insurances pre-contractually
required in accordance with the Third EU Non-Life Directive.
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4. i) Please name the ultimate Owner or Holding Company: ii} Are you a member of any Association or Professional Body, or
registered with any self-regulating Organisation?

YES NO

ii) Please identify any corporate or private entity of either USA or

Canadian origin, that has any ownership or interest in either the If*YES’ please state which:

Insured or the Insured’s ultimate owner or holding Company and

their percentage holding.

iii) Has membership or registration with such ever been
i) Length of current operation by present Parent / Owner: suspended, withdrawn, amended, declined or had
conditions attached?

5. Please state your total Gross Fee Income / Turnover / YES NO
Gross Receipts: If “YES’ please give full details:
i) for the past Financial Year | |
if) estimate for the current Financial Yeari I
6. i) PLEASE GIVE A FULL DESCRIPTION OF YOUR
BUSINESS ACTIVITIES FOR WHICH COVER IS
REQUIRED (this must be answered):
9. Does the Establishment have:
i) CAT./ MR Scanners or similar? YES NO
If 'YES', please provide details of any maintenance agreement:

7. i) What percentage of funds are generated from: ii) Medical teaching facilities? YES NO
a) Government / public? %
b) Private funding? % i) Nursing teaching facilities? YES NO
c) Charitable donations? % .
iv) Pathology Laboratories? YES NO
ii} What are the approximate percentages of
patients from: v) Any ambulances owned?
a) Government / public? %
b) Private funding? % vi} Any air ambulances owned / operated?
¢) Charitable donations? %] 10.i) Please state the total number of beds and average daily
. . . . . occupancy:
iif) What, if any, substantial changes in your activities or major new NUMBER AD.O

developments are likely to occur within the next 12 months?

Please give full details: Beds |:| I:l %
Bassinets / Cribs / Cots :’ |:| %

LC.U./LTU. [ [ l 1%

ii) Please state the total number of admitted in-patients:

8. i) Areyou licensed and registered in accordance with the Last year I |
applicable regulatory body or law to practise those Please state what, if any, percentage of your patients
procedures at the address specified in Question 3 for came from U.S.A. or Canada %
which indemnification is required? Please state what, if any, percentage of your clients
who may be resident in Britain come from USA
YES NO or Canada %

If ‘NO’ please give full details:
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