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|

PLEASE READ THESE GUIDANCE NOTES BEFORE

COMPLETING THE PROPCSAL FORM. WHERE
FURTHER INFORMATION IS REQUIRED PLEASE
REFER TO YOUR BROKER /IMNSURARNCE AGENT.

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

@ This Proposai Form must be typed, or completed
in inle and sizned and dated by the Proposen
Please answer every question fully, and stare "NIL”
or “NONE" as applicable. Incomplete answers
may not be accepred and can dely quottion.

@ Please complete separate Proposal Forms for each
Parener to be included in the quotation and attach a
list of all Partners,

@ Please submit any additional informartion you feel
may be of assistance to Underwriters, such as
Brochures etc.

@ Should there be insufficient raom in the Proposal
Form for full details, please atmeh further
information on signed and dated sheers, wherevar
possible follewing the same format and queston
number.

@ |cis the duty of the Proposer to disclose all material
facts ta Insurers, Where this 15 omitted, the
Underwriters may avoid their obligation under the
Policy.

For the purposes of the Proposal and for afi
purpases relating to any policy issued pursuant to
this Proposal, a ‘marterial 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 rogether 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.

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

fs
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Mlarketform

Syndicate 2468 at Lloyd's and | or Acing as agent for
Syndicate 2468 at Lloyd's

o 1
Darte of bn'th:!:_ N — |

Full name af the Insured:

L

. Trading name (if different frem the above):

= __

Have you ever engaged in a similar activity under 1 different name?

|

YES r l NO _}
| i |
IF*YES' please give full derails:
[ — oo !
i} Addross:
Postal Coder Counrry: — S e
Telephone Number: === =
l Facsimile Number: =
i) Pmct_icg [ Trading addressfes {if different from above):
|
f— B . e —
| Postal Code: - Couniry: .
Telephone Number: = — — -
1 Facsimile Number: — B N
IF COVER IS REQUIRED FOR MORE THAM ONE
LOCATION, PLEASE ATTACH A LIST OF ALL
ADDRESSES.
E-mail: \

Notice to Proposers resident in the EU
The parties completing this Centract are free to choose the law applicable to this Contract. However, unless it is specifically agreed to

the contrary, the Caniract shall be subject to the low of the Country stipulated in the applicable EC Insurances pre-contractually
reguired in aecordance with the Third EU Noo-Life Directive,
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3. i) Where did you graduate!?
[

L -
ii} inwhat year?

r

iii) With what degree, diploma or designation?
Please give detils of any additional o post gradusie
qualifications and artach copy of ralevant cartificate,

- o

I. I what capacity are you qualified or licensad to practise!

i

Aadielogist LI Osteopath D
Chirapodise L_ Paramedic D
Chiropractor FPerfusionist i___ i
Dietictan Pharmacist ‘ ]
Fise Addar Physiotherapist I—_—J
Medical Lab technician Podianrise ! ]
Midwife Prosthetist / Chrthaotise E_,
MNurse Radiezraphar U
Murse Azstherician Senographer J_I

Speach Therapist

Nurse Anaesthetist l_,]

Diccupacdional Therapist Q

i
)

Surgical
OpromauistOprician I_,_‘
Othay (Plaase specify)

{ |

f you pracuise as a Midweifa:
a) Flease state the number of:
i1 Emergency nen hospital birchs you attended in the last

12 months:

iy Routine hore births you atendad in the fast 12 months:

| ]

b

Please give full details of any back-up hospial
afiar 4?\'...\'\'\‘:’..I"ui’.!’.'.

P]easc- give full deils of what patient records are kept, wirs
2 haw they aré starad and {or hovw leng thay are ¢

e

Please note it is a requirement of this policy that all records
-ained for a minimum pesied of | ¢ years,; and in the

case of minors, 10 years firom majority.

8. Ploase siane the apprezimate percaninee breakdaown of
your warl between the following categories and soace
whother you arc cmployed or seli-cimploved,

EMPLOYED

The Proposars Private Pracrics

Public Sector Hospitals f Hones
e
Ly

(

vie Suegicad Hospials £ Homes L

Privace Mon-Surgical Homes |

Padents” Flomes | ‘

Ouher {please spacily)

R

If you arzan employee, please stae the name of the employing
authority or the name of the private hospital or company for

which you work,

[ ! o

2. WHAT ISYOURTOTAL GROSS ANMNUAL INCOME
(excluding income from the sale of goods) FORTHE
WORKYOU ARE PROPOSINGTO INSURE? (If new
business please state estimated income for the
forthcoming | 2 months)

I

10, Do you gwn (wholly or in paye), eperace or administer any
haspital. nursing bome or any other medical esaablishment?

ves[ Jwo |

IF THE ANSWER iS‘YES' AN ADDITIONAL
PROPOSAL FORM WILL HAVE TO BE COMPLETED
BEFORE QUOTATIONS CANM BE GIVE!

11, Please stare the number of stafi and give details of the capacity
i velnch I.il».y B |1CL|JQ

e . o

s

.1} Dioes the Proposer or any imember of saff involved in the
rreatment o care of patents suffer lrom any disabilizg
yansinitable disenses ie. Hepatitis, H.LY ete. or other
impediment which may affect the parforimance of his ar her
professional duties or piace patients at rish!

YES | NC i ‘

I ‘i"S wiat pracadures are in phcr.-

i) Has the Propaser or any member of saaff involved in che
trearment ar care of patients bean the subjecr of or
canvicted of any erimingl affence (other than minor waffic

ncos), professional disciplinary proceedings or inquirias!

YES l_\ NO L,

IFYES please give full darails:




13.7) Are you a member of any professional arganisation, or
registered with any seif regulating body?

YES‘[ —J Nom

I1f*YES' please state which and period of memgrgnp /
registration:

—

i) Has membership or registration with such organisation /
body ever been suspended, withdrawn, amended or declined

or had conditions attached!?
YEs | , NO |
k

14, If you are an employee. is it a condition of your employment thar you
naintain Medical Professional Liabilicy nsurance?

YES D NG ._ _.!

If "YES' please give full derails:
|
|

[ _ PREVIOUS CLAIMS HISTORY

15. Have you ever been Insured for Medical Professional Liabllity?

NOU

ves| |

EYES ploase state:
i} The name of the Underwriter/s:

[ 2=

ii} The Insurance period/s:

[

iif) The limics of liabilicy provided:

[

iv) Has any application for this rype of Insurance cover

YES ’j NO l;:‘
e ol |
YES L_J NO L_l

ever been:

a) dechined?

by cancelled?

<) required special terms?

IF*YES please give full details;

L

16.i) List all claims made against the Proposer during the last 10 years. including any made against the Proposer even if cover was not

previously purchased. IF NONE, PLEASE STATE “NONE™:

| Amaunt
| Paid

Amount
Clairned

Date of
Claim

Date of
Incident

i) List all circumstances / complainis which may give rise to a claim being made against the Proposer, even if cover was not

previously purchased. IF NONE, PLEASE STATE “NONE"™:

Date of Circumstance / Compiaint

Agpount
Curstanding

Detalls including nature of the Complaint and details of the Complainant

Details including nacure of the allegations
and details of Claimant

|
|

|

17.§) Have all of the above in quastion |6 been natified to your previous Underwriters:  YES I—J NO |_:

ii} Have all of the above been acceprad by your previous Underwritars?

ves| Iwo []

| 8. Please indicare which limit(s) of indemnity you require quotations for:

El /4 million l:\ 112 million l:‘ | million Other (please specify)

l l 2 million ‘

1/WWe declare and warrant that after enquiry all statements and particulars contained in this Proposal and addenda are true and that no
informatian whatever has been withheld which might increase rhe risk of the Underwriters or influence the acceptance of this Proposal and
should the above particulars alter In any way 1/We will advise the Underwriters as soon as practicable. |/'e understand thac failure to disclose
any material facts which would be likely to influence the acceprance and assessment of the Propasal may result in the Underwritars refusing to
provide indemnity or voiding the policy in every respect. [/\We hereby agree and accept thae this Declaration shall be the basis of the
contract between both parties if entered into.

NAME OF PROPOSER | - = el

SIGNATURE




PLEASE USE THIS SPACE TO RECORD THE ANSWERS TO ANY QUESTIONS
FOR WHICH YOU REQUIRE ADDITIONAL SPACE, NOTING THE
APPROPRIATE QUESTION NUMBER.

:1’[,_:'ﬁt NI
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