
Physician Part Time Practice Application (04-23) Page 1 of 2

PART-TIME PRACTICE SUPPLEMENTAL APPLICATION 

PHYSICIANS, SURGEONS AND DENTISTS PROFESSIONAL 
LIABILITY INSURANCE

CLAIMS MADE AND REPORTED COVERAGE  

I. General Information

A. Practice Characteristics
Please explain why you are requesting coverage for a part-time exposure:

When do you expect to return to full-time practice? ____________________________________ 

B. Other Coverage and Experience
Do you carry professional liability coverage for a location, procedure or practice situation that
can be excluded from your part-time coverage policy?      □ Yes    □ No
If “Yes”, please provide the following information regarding any professional liability policy that is
currently active and that you plan to maintain through the prospective policy period:

Policy Period Insurer Policy Limits Deductible Policy Type Premium 
* Total # of

Claims
□ CM   □ Occ

□ CM   □ Occ

II. Notice to the Applicant – Please Read Carefully

This supplemental application, information submitted with this application and all previous applications 
related hereto and material changes to any of the foregoing of which the Company and/or affiliates thereof 
receives notice is on file with the Company and/or affiliates thereof and is considered physically attached to 
and part of the policy if issued.  The Company and/or affiliates thereof will have relied upon this application 
and all such attachments in issuing the policy. 

For the purpose of this application, the undersigned authorized agent of the person(s) and organization(s) 
proposed for this insurance declares that to the best of his/her knowledge and belief, after reasonable 
inquiry, the statements in this application and in any attachments, are true and complete.  The Company 
and/or affiliates thereof are authorized to make any inquiry in connection with this application.  Signing this 
application does not bind the Company to provide or the Applicant to purchase the insurance.



If the information in this application or any attachment materially changes between the date this application is 
assigned and the effective date of the policy, the Applicant will promptly notify the Company and/or affiliates 
thereof, who may modify or withdraw any outstanding quotation or agreement to bind coverage. 

III. Warranty 

I warrant to the Company that I understand and accept the notice stated above, and that the information 
contained herein is true and that it shall be the basis of the policy and deemed incorporated therein. 

Must be signed by the Applicant within 60 days of the proposed effective date. 

______________________________________________  _____________________________ 

Name of Applicant         Title 

______________________________________________  _____________________________ 

Signature of Applicant  Date 

Signing this form does not bind the Applicant or the Company to complete the Insurance. 

 Notice to Applicants:  Any person who knowingly and with intent to defraud any insurance 
company or other 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 civil penalties. 
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