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The Medical Protective Compairy

DENTAL ANESTHESIA SUPPLEMENT

Applicant’s Name

A. If you perform conscious sedation and/or general anesthesia, do you administer sedation for medical DYesDNo
procedures?
B. Please indicate who administers Conscious Sedation: Where Is Conscious Sedation performed?
[T 1po [0 RN/LPN [ 1n My Office
[] oral Surgeon [0 Dental Anesthesiologist {71 Hospttal
] Nurse Anesthetist/CRNA O MD/DOC Anesthesiologist [] Licensed 3CAHC or AAAHC Approved Surgical Center
[] other (Please explain) 7] Other (Please explain)
C. Please indicate who administers General Anesthesia: Where is General Anesthesia performed?
Cine [0 RN/LPN ] In My Office
] Ora! Surgeon [} Dental Anesthesiologist [] Hospital
[] Nurse Anesthetist/CRNA ~ [] MD/DO Anesthesiologist [J ticensed JCAHO or AAAHC Approved Surgical Center
(] Other (Please explain) [[] other (Please explain)
D. Do you accept referrals for the administration of anesthesia? ]:]YeSDNO
E. Do you prescribe Benzodiazepine type oral sedation agents? (Halcion, Triazolam, Ativan, Valium or similar [:]YesDNo
anesthetic agent)
If yes, do you exceed the maximum recommended dosage ("MRD")? DYes[:[No
If yes, are you trained and Is your office prepared to administer reversal agents such as flumazinil intravenously? DYES DNO

F. How often do you update health histories?
Every: 13 Months [ 6 Months [J12 Menths [Clother

G. Ts your office certified for general anesthasia by a state organization? DYesDNo

If yes, date of issuance: (MM/YYYY)}

H. If conscious sedation or general anesthesia is performed outside of a hospital, JCAHO or AAAHC approved facility, how
often do you and your staff participate In simulated emergency training?

Every: ] 3 Months ] 6 Months (112 Months [Jother
1. Are you or the individual administering the sedation, certified in one or more of the following? DYeSDNO
If yes, please mark the applicable boxes: 1 cPr ] ACLS [ ATLS ipaLs

J. Do you utilize the following equipment? (Please "X” equipment used)
Checking the box indicates this equipment will be available during all anesthesia procedures performed outside a

hospital, JCAHO or AAAHC approved facility.
Basic Airway Equipment:

»

["] Oral and Nasopharyngeal Airways ] pulse Oximeter

[1 Full Face Mask Resuscitator [} o2 Monitor

[] Endotracheal Tubes (adult/child size) [] Internal/External Temperature Monitor

[} Laryngoscope [] Portable Suction

7] Direct Current Defibrillator (] capnography

[] Tracheostomy/Conictomy Equipment [ Auxiliary Lighting

il Sphygmomanometer/Stethoscope [] Emergency Pharmaceutical Kit

[[] Electrocardiographic Monitoring Equipment [ Fail safe mechanisms on anesthesla machines

K. If you are hosting anesthesia provider(s), outside of a hospital, JCAHO or AAAHC approved facility, have you and wilt
you ensure those anesthesia provider(s) have:

The equipment indicated {checked) above? |:|Yes DNO
. N 11 h oy limits?
Professional liability limits equal to or greater than your policy limits |:]Yes D No

Dental Anesthesia - Supp - 00 06/01/2008
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DENTAL ENTITY APPLICATION

A.

mmg MEDICAL
mm PROTECTIVE

Strength, Defense. Solutions. Since 1899.

8 Reckihire Hothaway Company

' I. ORGANIZATION INFORMATION

Entity Name:

(As stated In the Articles of Incorporation and all formal Entity/Clinic Names. Fallure to provide complete names may void coverage.)

Entity Name

_DBA, Fictitious Name, etc.

Federal Tax I.D. Number National Provider Indentifier (NPE)

Date Entity Formed (MM/YYYY)

E-Mail Business Fax Business Phone

If the above entity does business under any other name, please list all additional entity/clinic names.

Entity Name

Federal Tax 1.D. Number National Provider Identifier (NPI}

Date Entity Formed {MM/YYYY)

C. Type of Legal Entity: (Please put an “X” In the applicable spaces.)

{7 Professional Corporation - sole shareholder [ Limited Liability Corporation {LLC)

[} shared Limit Coverage with my Medical Protective Individual Limits Policy [1 General Business Corporation
(No Employed or Contracted Dentist)
[} Governmental (state, local or federal)
] Separate Entity Limits
’ ] Not-For-Prefit Clinic
[} Professional Corporation - muitiple shareholders
] For-Profit Clinic
[ Partnership or Professional Association
[] Other (Please explain)

[ Joint Venture

D. Type of Organization: {Please put an X" in the applicable spaces.)

[] Private Practice Dental Office [ Licensed Dental Surgical Center
[] Administrative, billing and management entity 1 JCAHO / AAAHC Approved
[ Dental Schoot _ [J Mobile Dental Practice

[ Managed Care Organization/Managed Services Organization [ Nursing Home Based Practice
[ Non Profit Clinic ' [ pental Laboratory

[0 Governmentat Clinic - [ pharmacy

1 veterans Administration/Military Clinic [] Other (Please explain)

{71 Prison/Penitentiary
7] Short Term Correctional Facility

E Is this entity assoclated with a current Medical Protective insured?

(I yes, please provide the individual, corporation or partnership palicy and group number If known.)

Policy Number Group Number

Dental - Entity - AR 1

Oives[no

06/01/2008




1. ORGANIZATION INFORMATION (CONTINUED)

F. Practice Location(s):

{Please list principal location first. Combined percentage of practice for ali locations must total 100% and cannot be of equat values.)

1. Primary Location:

% of Practice

Number and Street

2,  Additional Location:

% of Practice

Number and Street

Suite

City County State Zip Code
Suite
State Zip Code

Clty County

G. In which state(s) is this entity authorized to do business?

State of Incorporation

Certificate(s) of Authority

H. Preferred Bllling and Correspondence Address:

] Location Number {From Section F. above) [0 Other (please enter below)
Number and Street Suite
State Zlp Code

City

I1. GENERAL INFORMATION

A, Does the entity own or share ownership In a hospltal, nursing home, clinic or other health care facility?

If yes, please explain

B. Are you aware If any former employee(s):

1. Has ever been the subject of disciplinary investigative proceedings or a reprimand by a Governmental Licensure Board or

administrative agency, hospital or professionat assoctation?

¥ yes, please provide the individuat name(s), explanation and date(s}.

Individual Name(s)

Explanation

2. Has ever been Indicted for, charged with, or convicted of, any act committed In violation of any law or erdinance, other than [ JYes []No

(MMYYYY)

traffic offenses, or had hospital privileges, DEA license, dental license, or Medicald/Medicare privileges refused, denled,
revoked, suspended, restricted, subject to a reprimand, placed on probation or voluntarily surrendered?

If yes, please provide the Individual name(s), explanation and date{s).

Individual Name(s)

Explanation

3

If yes, please provide the Indlvidual name(s), explanation and date(s).

Individual Name(s)

Explanation

Dental - Entity - AR

Has ever had any professional llabllity insurance refused, cancelied or non-renewed by an insurance company?

MMy

MMy




- II. GENERAL INFORMATION (CONTINUED)

C. Does the entity use a collection agency which has the authority to file collection sults without your [ves o

knowiedge?
b [Yes[INo

Does the entity own or operate any laboratory?
If yes, is the laboratory providing services solely for your patients? BYes DND

If no, please explain

E. Will the entity be performing activities that will be covered by another professional liability policy? [Jves{ o

If yes, state practice name, location and Insurer name:

Practice Name
Location

Name of Insurer

F. Has the entity performed any contract work for or entered into any contract or agreement (written or oral) DYes DNO
with any Entity/City/County/State/Federal Agency/Clinic including providing care at correctional facilities,
prisons, mental health facllitles, veterans administration, university, military, indigent care or children's
clinkcs, etc.?

If yes, please explain

2]

Is general anesthesia administered outside of a hospltal, JCAHO or AAAHC approved facility? [Yes [Jato
If yes, please answer the following:
1. Is scheduled preventative maintenance performed on all blomedical equipment each year by a qualified biomedical technician? []YesD No

If no, please explain

2. Does the entity have a dental services review committee? [TYes[JNo

If no, please explain

3. Does the recovery room provide full tirhe observation by a qualifled health care provider? : []Yes [_'_]No

If no, please explain

II1. LOSS INFORMATION

Please complete the Loss Information Supplement for each written request, incident, claim or sult Involving former or present partners, members
of the corporation, and any former or present employee or independent contractor of the corporation, partnership or organization.

Report Professional Liability and Malpractice related matters. (Ihdudlng, but not limited ko Board complaints, etc...)

For questions B and C below, report all matters that might reasonably lead to a claim or suit being brought against you even If you believe the
claim or suit would be without merit.

A. Is your organization or any of your employees/contractors involved now or have ever been involved in a DYesDNo

clalm or suit arising out of the renﬂgrlng or fallure to render professional services?
If yes, how many?

B. Is your organization or any of your employees/contractors aware of any complicattbn, incident or adverse E]YesDNo
outcome resulting in Injury or death that might reasonably result in a claim or sult? This includes but is not
limited to the following:

-Cancer -Death -Permanent Neurofogical Injury -Permanent Nerve Injury
If yes, how many?
C. In the last 12 months, has your organization or any of your employees/contractors received a written DYesDNo

request from an attorney for treatment records concermning any of your current or former patients that might
reasonably resuit In a clalm or sult?

If yes, how many?

Dental - Entity - AR 3 06/01/2008




!V. ROSTER OF STAFFING INFORMATION

Please identify all owners, employed and contracted individuals within your organization and provide information concerning
each member in each category listed below.

1. 2, 3, 4. 5. 6.
Last name first, then first name Degree Specialty (S) Shareholder Individual Medical
and middle Initial #1-18 (P) Partner Status Protective
(Le. Smith, John G.) (Refer to Key (E) Employee ABCD,orE Policy #
below) {IC) (Refer to Key
Independent below)
Contractor
1.
2,
3.
4,
5.
6.
7.
8.
9.
10.
11,
12.
13.
14,
15.
16.
Use the follewing key for:
Specialky; (column 3)
1, General Dentist 7. Endodontist 13, Office Manager
2. Oral and Maxillofacial Surgeon 8. Dental Anesthesiologlst 14. Dental Lab Techniclan
3. Orthodontist 9. Pain Management 15. Nurse Anesthetist / CRNA
4, Pedlatric Dentist 10. Physician 16. RN / LPN
5. Periodontist 11. Dental Assistant 17, X-Ray Techniclan
6. Prosthodontist 12. Dental Hygienist 18. Other (Specify job desc. In
section VIII}

A. Previous Individua! Medical Protective insured requesting Individual Medical Protective coverage.
B. Current Individual Medical Protective insured.

C. Requesting Individual Medlcal Protective coverage,

D. Applying for coverage elsewhere or covered elsewhere.

E. Shared Limit Coverage - Including Allied Health Care Professionals,

*Note: Include all applicant(s), all healthcare provider(s) and non-healthcare owner(s).

If Entity coverage s provided, it will include Allied Health Care Professionals, other than physicians or dentists, as Additional Insureds as defined
by the Shared Limit Additional Insured Endorsement,

**If any of the Dentists who are corporation shareholders, employees and independent contractors listed on
the roster above are not currently insured with Medical Protective, please complete the Non-Insured
Supplement.

Dental - Entity - AR 4 06/01/2008




' V. COVERAGE INFORMATION

A. Coverage Desired:
[ occurrence
D Claims-Made coverage without Prior Acts coverage
[[] Clalms-Made coverage with Prior Acts coverage
[0 convertible Claims-Made coverage with Prior Acts coverage

B. Requested Coverage Effective Date:
From (MM/DD/YYYY) 12:01 am, To (MM/DD/YYYY) 12:01 a.m.

Annual policy term will begin and end on the same month and day.

C. The Retroactive Date shown on your current Claims-Made policy (MM/DD/YYYY) 12;01 a.m.
{This date is not required for Occurrence or Clalms-Made without Prior Acts policies)

D. List all previous professional liability insurers In the last ten years:

1. Current Insurer Current Premlum

[:} Qccurrence D Claims-Made From (MM/DD/YYYY) to (MM/DD/YYYY)
2. Previous Insurer:

D Oceurrence D Claims-Made From (MM/DD/YYYY) to {MM/DD/YYYY)
3. Previous Insurer:

[J Occurrence 7] Claims-Made From (MM/CD/YYYY) te (MM/DD/YYYY)

E. Please explain any gaps In coverage in the past ten years,

F. If ‘Occurrence’ or 'Claims-Made coverage without Prior Acts coverage’ was selected as the Coverage Desired and the
most recent prior coverage was issued on a Claims-Made basls, please complete one of tha following:

E] An extended reporting endorsement (tall coverage) has been purchased.
|:] An extended reporting endorsement has not and will not be purchased.

I will not purchase tafl coverage (reporting endorsement) from my current insurer where I am insured under a
Clalms-Made policy. I realize that my fallure to purchase such coverage from my current insurer will result in an
uninsured exposure for any claims which may arise as result of professional services rendered while insured by my
current insurer’s policy. I understand that the policy, for which I am applying for with The Medical Protective
Company, If offered, will not provide prior acts coverage. Initial Here

Claims-Made coverage is limited generally to liabllity for Injuries for which claims are first made during
the policy period, for services rendered between the retroactive date and expiration date of the policy.
Please contact your agent should you have any questions pertaining to the differences between Claims-

Made and Occurrence coverage or the additional expense associated with “extenslon contract” or “tail
coverage”,

G, Limlts Desired: Per Occurrence/Per Claim Made . Annual Aggregate

Dental - Entity - AR 5 06/01/2008




' VI. STATE STATUTORY REQUIREMENT

Under the laws of your state, it may be a criminal offense to knowingly provide false, incomplete, or misleading information to an insurance
company, Penalties for fraud may result In one or more of the following: imprisonment, fines or denial of insurance benefits.

Pleasa initial the statements below.

Mandatory: All applicants must read and Initial the following.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
Information in an application for insurance Is guilty of a crime and may be subject to fines and confinement in prison.

Initial Here

VII. PLEASE READ AND SIGN

I hereby declare that the above statements and particulars, or any statements and particulars made in any and all documents, applications,
supplemental pages or other attachments (hereinafter “Attachments™) for the purposes of my initial or renewal application, are true and that 1
have not knowingly suppressed or misstated any material facts and I agree that this application, and any Attachments, shall be the basis of the
contract with the Company. I agree to notify the Company if there Is any future material change in any answer to this application, or its
Attachments, including without limitation, any change In my professional specialty, affiliation, or working arrangement with any other dentist,
physician, firm, or professional association,

I understand that any material misrepresentation or omission made by me on this application may act to render any contract of insurance null and
without effect or provide the Company with the right to rescind It. By making this application, I am not relying upon any oral or written
representation that coverage has or will be extended to me or that a policy of Insurance will be Issued.

I further understand and agree that I have no right to demand or expect coverage until the Company has: (1) recelved my completed application;
(2) offered me a premium quote; and (3) recelved, as a precondition to coverage, the total premium due or, if the Company has agreed to finance
the premium, the first installment due. In addition, I understand that if I pay my premium or first Installment by check, electronic transfer or money
order, it shall not be consldered as “received” by the Company until it has been honored by the bank,

I agree that if I fall to comply with these terms I will have no coverage for any claim under any policy of insurance for which T am
applying.

1 also understand that the Company may wish to contact persons, hospitals, schools, employers, insurance agents, professional liability insurers or
other entities to verify andfor ascertain information regarding my credentials and background beth prior to and if issued, after the issuance of a
contract of Insurance. Therefore, I hereby Instruct any such person, hospital, school, employer, insurance agent, professional liability insurer or
other entity to release to the Company any information regarding me, which the Company, in good faith, believes to be applicable and pertinent to
this application and if Issued, the contract of insurance issued hereunder.

Application must be signed by a President, Chief Executive Officer, or other Officer or Partner of a PC/PA or the Office
Administrator or eguivaient Authorized Representative.

Signature Date Signed

Type or Prink Name Title

VIII. ADDITIONAL INFORMATION

Attach a separate plece of paper If additional space Is needed.

Dental - Entity - AR 6 06/01/2008




The Medical Protective Compary
AL LOSS INFORMATION SUPPLEMENT

Piease make copies Iif additional forms are needed.

Applicant’s Name

Note: Additional documentation may be requested at the Company’s discretion.

A, Is the matter related to [ 1A, [ 1B or[ ] C (if applicable} from the Loss Information Section? (Check only one}

B. Patient/Clalmant Information:

Last Name First Name Age

C. Date of treatment and/or surgery, which led, or could lead, to allegations against you: (MM/YYYY)

D. Date notice received (if applicable):  (MM/YYYY)

E. Has this matter been reported to your current or former insurer? DYESDNO

If yes, date reported to your current or former insurer? (MM/YYYY)

Current or former insurer name

If no, please explain

F. Name of all other doctor(s), hospital(s) or health care provider(s), if any, involved:

G. Current status: [ | Open [ Closed

1f open, indicate dollar value established by insurer: $
If closed,
1, Date of closing (MM/YYYY):
2. Was a payment made? [es[ Mo
a, If yes, did you consent to the setflement? [Cles[ Mo
b. Total amount of settiement or award: $
¢. Total amount of settlement or award paid on your behalf: %

H. Nature of allegations or potential allegations:

Condition Treated

Treatment Provided

Alleged Negligence

Alleged Injury

Please provide a narrative description of all relevant facts, including but not limited to your involvement in the
treatment and/or surgery:
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1 MEDICAL
fl&= PROTECTIVE

Strength. Defense, Sofutions. Since 1599,
2 Berkshint Hathawsy Company

DENTAL NON-INSURED SUPPLEMENT

tate A

A. Last Name First Name M.I1. Suffix

Date of Birth (MM/DD/YYYY) Soclal Security Number (Optional}

Natlonal Provider Identifter {NPI)

B. Current Insurer Current Limits

A. Dental Schecl:
iame of School
City State Country
Degree _ Comgleted From (MM/DD/YYVY) . To(MMDDYYYY)

B, Residency:
(Piease st akf resident tralning locations - i.e. Residency Specialty Training, Anesthasla Resldency Training, eic)
{If you were Invoived in more than one speclaliy training program, please enter each program separately.)

1. Name of Hospital/Facllity/Program

City State Country
Spedalty Type
Completed? [TIves [No [Jstifin Training From{MMNYYYY) __ To(MM/YYYY)

2. Name of Hospital/Facillty/Program

City State Country
Specialty Type
Completed? [Tves [[INo [Jstilin Tralning From (MO ToMMIYYY)

A. States in which you hold a licenss to practice dentistry:
Please check the appropriate box to indicate the status of yeur license, Exclude state abbreviation from flcense numbar.
Actlve Inactive Temperary Pending
1.  State License # D E]
2. State o Licensze # D E] D D

3.  DEA License? [ Jves [Ino

Non-Insured - Supp - 00 1 06/01/2008




V. RA

NG INFORMATION

A. Pleass check your present speciaity:

{1 General pentist  [T] Prosthodontist {] Orat & Maxiliofacial Surgeon

{1 onhodontist [} orat pathologist 7] Duat Degres

[] Pedistric Dentist  [[] Dental Anesthesiotogist {7 Board Certified

[T Endedontist D Pain Management (Plaasa explain} Date of Certification (MM/YYYYY
[ Perodontist [T} other {please explain)

B. Piease check procedures you will perform in yaur practice,

Orthodontic Full Mouth Banding
Year you began this procedura (YYYY)

Placement of Minl Implants for Orthodontic/Prosthesis

Sinus Lifts

Palatal Inserts
Do you treat only after a physician [} Yeas D Mo
referral?

Nerve Grafts
Cleft Lip and Palate Surgery

Implant Prosthesis/Supported Prosthesis

Sargent] Root Canal Method Utilizing N2 or Simliar Paste

Surgical Placement of Implant Fixtures
Year you began this procedure (YYYY)
Botox, Dermal Flilers {i.e. Injections}

Cosmetic Full Mouth Rehabilitation
Alternative [Holistic) Dentistry/Medicine
Please explain
Sleep Apnea Therapy
Do you treat only after 3 physician refesral? Tves {1 wo
GOhesity/Weight Control Treatment

Face Lifts
Managemeant of Malignant Lesions
Orthognathic Surgery

Rhlnoplasty
skin Peels
Spa Services
Flease explain
TMI Services

O 0 Oooo0ooo.o da

Third Molar Extractions (CPY/CDT Codes)
Erupted {D711Q, D7120, D7210)
Year you begen this procedure (YYYY) [ Artirescopy
Partially Impacted (D7220, D7230) 7] tmptant
Year you began this procedure (YYYY) D Reconstruction
[ rully Impacted (D7240, D7241, D7250) .
Year you began this procadure (YYYY) [[] Trigger Polnt Injections
[] other
Please explain

0O Ogoopooogo 00

]

O

¢ Indicate the parcentage of your practice devoted to the followling precedures:
(Total doss not have to equal 100%)

% Denture Procedures D Same Day or Economy {:] Replacernant !'_'} Reilnes

—— 9% Dral Surgery Procedures {l.¢. extractions, removal of ¢ysts, ete.)
-~ Y% Elective Faclal Cosmetic Surgical Procedures {inciuding rhinoplasty, face-lifts, skin grafts, botox, dermal fillers, tattooing, etc.)

% Reconstructive Cosmetic Surgical Procedures (f.e. cancerous leslon, facial reconstruction, cleRt lip/palate, etc.)

% Procedures performed outside of the orat and maxillofaclal reglon {except bone harvesting procedures)

D. Please indicate which procedures you perform and whether you obtain informed consent and training for each of the

procedures selacted,
Informed Consent Type Yrainlng

{7} Orthodontic Full Mouth Banding [ written  [] Oral  {T] None {CYCE ] Post Grad [ None
{1 Surgical Placement of Implant Fixturas (] Written  [_] Oral [} None TJCE [] post Grad [} Nong
{1 Partiafly Impacted Third Molar Extractions ] written [T Oral Neng 3 CE [] Post Grad None
1 Fully Impacted Third Molar Extractions ] Written [l Cral [ None [YCE [T Post Grad Nong
{1 Nitraus Oxide Analgesia Written [ Oral [] Nons [J¢E [} Post Grad [_] None
"1 Censcious Sedation {3 writtenr [ Oral [[] Nons [CE [ Post Grad [} None
{1 General Anesthesia/Unconsclous Sedation T written ] Oral  [[] Nane [ JCE [ 1Post Grad [ ] None
{7} Faciat Surgery Mwntten [T Orat ] None [JCE () Post Grad [] None
{7} Botox, Dermal Flilers {f.e, Injections} [ written [T} Orsl  [7] None [JCE [} Post Grad [ Mone
] Other (Please explainy {3 Written [} Oral [] Nona [JCE [} Post Grad [7] Mone

E. Have you discontinued any procedures listed in B. or C. above? {:} Yes D No

Which procedures? When? (MM/DD/YYYY}
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V. ANESTHESIA INFORMATION

A, As defined below, please X" iF you, an amployee or Independent contractor treat patients under!

1’:} Consclous Sedation Utiizing CPT/COT Code DU8241 and DO3242 - (excluding nitrous oxide} a minfmally depressed level of
consciousaess that retaing the patient’s abllity te independently and continuously maintaln an alrway and respond appropriately to
physical stimulation and verbal command, produced by a pharmacologle or nen-pharmacelegic method, or a combination thersof,

[ mav 1ot

D General Anesthesla Utilizing CPT/COT Code BOS220- (to include deep sedation) a controlled state of depressed consclousness oF
unconsclousnass, accompanied by partial or complete loss of protective reflexes, Including inabllity to independently maintain an alrway
and respond purposefully to physical stimulation or verbal command,produced by a pharmacologic or non-pharmacalegic method, or a
combinatton thereof,

If Consclous Sedation or General Anesthesia were checked, please continue to the back of the application and complete the Anesthesia
Supplement,

B, B Piease “X” here If this section gugs ppt apply to you. Checking this box indicates your practice limits administration of
anesthesgia to local, oral (chloral hydrate or similar nonscheduled drug) or nitrous oxide only,

VI. ADDITIONAL PROFESSIONAL INFORMATION

A. Have you ever been indicted for, charged with, or convicted of any act committed in violation of any law or [:}Yes[] No
ordinance other than traffic offenses or had your hospital privileges, DEA license, dental license or
reimbursement privileges refused, denied, revoked, suspended, restricted, subject to a reprimand, placed on
probation or veluntarlly surrendered?

If yes, please explain and indicate the date(s):

Please explain . (MMICOY)

B, Has any professional liability insurance company ever declined, refused, cancelled, or non-renewad your BYesBuo
coverage, or have you ever had an involuntary deductible or surcharge assessed against your policy?

If yes, please explein and Indicate the date{sh

Please explain {(MMITYYY)

C. Have you evar been accused of sexual misconduct of any kind? [j?es[}No
If yes, pleass explain and Indicate the date(s):
Please explain MMTYYY)

VII. LOSS INFORMATION

Please complete the Loss Information Supplement for each written requast, Indident, cialm or sult,

Report Professional Liability ang Malpractice related matters. (Including, but not fimited to Board complainis etc...)

For guestions B and € below, report all matters that rolght reasonably lead to a clakm or sult being brought against you even i you beflave the
claimy or suit would be without merit.

A. Are you now, or have you ever been involved in a claim or sult arising out of the rendering or fallure to [es o
render professional services?
If yes, how many?

B. Are you sware of any complication, Incident or adverse outcome resulting in injury or death that might esine
reasonably resdit in a ¢laim oy suit against you? This includes but Is not mited to the following:

~Cancer -Death -Permanant Neurclogical Injury -Permanent Nerve Injury
If yes, how many?
C. In the last 12 maonths, have you or anyone from your practice recelved a written request from an atternay DYWD Ho

for treatment records concerning any of your current or former patients that might reasonably result in a
claim or suit against you?

If yes, how many?
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The Medical Protective Comparny

DENTAL ANESTHESIA SUPPLEMENT

Applicant’'s Name

A. If you perform conscious sedation and/or general anesthesia, do you administer sedation for medical [:]Yes DNo
proceduras?
B. Please indicate who administers Caniscious Sedation: Where Is Conscious Sedation performed?
[T1ipo 7 RNALPN [ tn My Office
{7 Orat Surgeon [} Dentst Anesthesiologist {77 Hospital
] Nurse Anesthefist/CRNA 1 MD/DO Anesthesiclogist {7 Licensed JCAHC or AAAHC Approved Surgical Center
{71 Other (Please explain) 7] Other (Please explain)
€. Please indicate who administers General Anesthesia: Where ts General Anesthesia performed?
ipe [0 RHAPN {7 In My Office
] Oral Surgeon T} Dental Anesthesiclogist {] Hospital
7] Nurse Ancsthetist/CRMA  [] MD/DO Anesthesiologist [} ticensed JCAHO or AAAHC Approved Surgical Center
{T] Other (Please explain) 7] Cther (Please explain)
D. Do you accept referrals for the administration of anesthesia? []Yes DNO
E Bo you prescribe Benzodiazepine type oral sedation agents? (Halclon, Triazolam, Ativan, Valium or similar E]Yes]:]No
anesthetic agent)
If yes, do you exceed the maximum recommended dosage ("MRD")? DYes[:INo
If yes, are you trained and is your office prepared to administer reversal agents such as flumazindl intravenously? D\’ES DNO

F. How often do you update health histories?
Every: 3 Months [ 6 Months (112 Months Clother

o)

Is your office certified for general anasthesia by a state organization? D‘fes[:[No

If yes, date of issuance: (MM/YYYY)

H. If conscious sedation or general anesthesia is performed outside of a hospital, JCAHO or AAAHC approved faciiity, how
often do you and your staff participate in simulated emergency training?

Every: [ 3 Months [ 6 Months [(F12 Months  [JOther
1. Are you or the Individual administering the sedation, certified In one or more of the following? [Tes[No
If yes, please mark the applicable boxes: 1R ] acts [] ATLS Cipas

J1. Do you utliize the following equipment? (Pleass “X” equipment used)
Checking the box indicates this equipment will be available during all anesthesia procedures performed outside a
hospital, JCAHO or AAAHC approved facility.

Basic Airway Equipment:

[ oral and Nasopharyngeat Atrveays ] pulse Oximeter

[Tl Fuli Face Mask Resuscitator [} €02 Monitor

[ Endotracheal Tubes {adultfchild size) (7] Internal/External Temperature Monitor

[7] Laryngoscope [] Portable Suction

{1 Direct Current Defibrillater (7] Capnography

] Tracheostomy/Cenlotomy Equipraent [ Auxiliary Lighting

' Sphygmemanometer/Stethoscope [] Emergency Pharmaceutical Kit

{7] Blectrocardiographic Monitoring Equipment [[] Fait safe mechantsms on anesthesia machinas

K. If you are hosting anasthesia provider(s), outside of a hospital, JCAHO or AAAHC approved facility, have you and will
you ensure those anesthesia provider(s) have:

The equipment indicated {checked) above? []Yes D No
Professional liabifity limits equal to or greater than your policy limits? [:]Yes D Mo
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Applicant’s Name

Mote:; Additional documentation may be requested at the Company’s discretion.

A. Is the matter related to ] 1A, [ 1B or [ 1C (if applicable) from the Loss Informatfon Section? (Check only one}

. Patient/Claimant Information:

Last Name First Name Age

C. Date of treatment andfor surgery, which led, or could lead, to allegations against you: (MM/YYYY)

D, Date notice received {if applicable):  [MM/YYYY)

E Has this matter been reported to your current or former insurer? [Qves Jno

If yes, date reported to your current or former nsurer? (MM/YYYY)

Current or former insurer name

If no, please explain

F. Name of all other doctor{s), hospital{s} or health care provider(s), if any, involved:

G. Current status: [ ] Open [7] Closed

1f open, indicate dollar value established by insurer; $
If closed,
1, Date of closing (MM/YYYY):
2. Was a payment made? [yes[jne
a. If yes, did you consent to the settlement? [hes[]no
b. Total amount of settiement or award: §
¢. Total amount of setttement or award paid on your behalf: $

H. Nature of allegations or potential allegations:

Condition Treated

Treatment Provided

Alleged Negligence

Alleged Injury

Please provide a narrative description of all relevant facts, including but not limited to your involvement in the
treatment and/or surgery:
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DENTAL POLICY CHANGE REQUEST

i MEDICAL
s PROTECTIVE

Strength. Deferse, Schutions, Slice 1893,
a Berkshire Hathaway Campany

A. Requested £ffective Date of Change:

B. General Information:

Last Name

Date of Blrth (MM/DD/YYYY)

Flrst Name

12:01 a.m.

(MM/DDJYYYY)

M.L Suffix

Social Security Number (Optional)

National Provider Identifler (NPT}

E-Maill

Buslness Fax Business Phone

Residence/Cell Phone

C. Practice Lgcation{s)t

{Piease list principal tocation first, Combined percentage of practice for all locations musk total 100% and cannot be of equal valuses.)

1. Primary Location:

% of Practice

Location Name

Type of Locatlom:

CJoffice [ residence

[ Hospital

Number and Street

Sulte

City County

State Zip Code

2, Addional Location:

% of Practice

Location Name

Type of Location:

[[] Hospkal {Moffice [ Residence

Nurmber and Street

Suite

City County.

State Zlp Code

D. Preferred Billing and Correspondence Address:
[3 Location Number (From Section B. above)

Number and Streat

[ ather (please enter balow)
Sulte

State Zip Code

City

A. States in which you hold a license to practice dentistry:
Please check the appropriate box to indicate the status of your licensa. Exclude state abbreviation from license number,

Active Inactive Temporary Pending
1. State License # m D
2, State License # [] D D D

3. DA Ucense? [Jves [Ino
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III. RATING INFORMATION

A, Please indicate the estimated average weekly numbaers, under each of the following categories, for which you require
Medical Protective coverage: (If none, please enter *0’ in the space provided.)

# Patfents PerWeek _______ . Hours Per Week Unscheduled New Walk-In Patients Per Week

B. Please check your present specialty:

[} General Dentist [ Prosthodontist [ oral & Maxiliofacial Surgeon

1 orthodaontist [} oral Pathalegist [0 oual Degree

[J Pediatric Dentist  [[] Dental Anesthesfologlst [T Board Certifled

D Endodontist D Pain Management (Please explain} Date of Certification (MM/YYYY)
I} Perlodontist 7 other (Please explain)

C. Please check precedures you will perform in your practice:

Orthedontic Full Mouth Banding
Year you began this procedure (YYYY)

Placement of Mini Implants for Orthadontic/Prosthesis

Sinus LIfts

Palatal Inserts
Do you treat only after a physician [ ] ves [] to
referral?

Nerve Grafts

Implant Prosthesis/Supported Prosthesis

Sargenti Root Canal Method Utilizing N2 or Similar Paste
surgical Placement of Implant Fixtures
Year you began this procedure (YYYY)
Botox, Dermal Fillers (i.e, Injections)
Caosmetic Full Mouth Rehablilitation
Alternative {Holistic) Dentistry/Medicine
Please explain

Cleft Lip and Palate Surgery

Face Lifts
Management of Malignant Lesions
Orthognathic Surgery

g o oOB0po0oon o

O OdOoooooonO oo

Sieep Apnea Therapy Rhinoplasty
Do you treat only after a physician referral? D Yes [] No Skin Peels
Obesity/Welght Control Treatment Spa Services
Third_Molar Extractions (CPT/CDT Codes) Please explain
TMJ Sarvices
[0 erupted (p7110, D7120, D7210)
Year you began this procedure (YYYY) D Arthroscopy
[0 partially Impacted (D7220, D7230) [ ampfant

Year you began this procedure (YYYY)

Fully Impacted {B7240, D7241, D7250)
Year you began this procedure (YYYY) I:] Trigger Point Injections

Other
Please explain

[ Reconstruction

|

D, Indicate the percentage of your practice devoted to the following procedures:
(Total does not have to equal 100%)

% Denture Procedures [[] same Day or Economy 7] Replacement [ Relines

% Oral Surgery Procedures (j.e. extractions, removal of cysts, etc.)

% Elective Facial Cosmetlc Surgical Procedures (Including rhinoplasty, face-lifts, skin grafts, botox, dermal fillers, tattooing, etc.)

% Raconstructive Cosmetic Surglcal Procedures (i.e. cancerous feston, facial reconstruction, cleft fip/palate, etc.)

% Procedures performed outside of the oral and maxiilofaclal region (except bone harvesting pracedures)
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‘ II1. RATING INFORMATION (CONTINUED)

E. Please indicate which procedures you perform and whether you obtain informed consent and training for each of the
procedures sefected,

Informed Consent Type Training

[J Orthodontic Full Moutir Banding Ll Written [JOral [O] None [JCE {]Post Grad [] None
[ Surgical Placement of Implant Fixtures ) written  [C] Oral  [] None [1CE [} Post Grad [} None
[T] Partiatty Empacted Third Molar Extractions [] Written [_] Oral [} None [T1CE [ Post Grad [} None
[ Fully Impacted Third Molar Extractions [7] written ] Oral [ None [1CE [] Post Grad [] None
[] Nitrous Oxide Analgesia ] written [ ] Oral [] None JCE [ Post Grad [] None
{ ] Conscious Sedation [] Written ] Oral [] None [MCE [] Post Grad []) None
{ ] General Anesthesia/Unconscious Sedation [] Written ["] Oral [1 Nons )1 CE [[] Post Grad ] MNone
[ Facial Surgery [J written [JOral [ None [JCE [ Post Grad [ ] None
[7] Botox, Dgrmal Fillers {l.e. Injections) [] Written [] Oral [} None {JCE [ Post Grad [] None
[] Other (Please explain): [ Written [ Oral [} None [TJCE [ Post Grad [7] Mone

F. Have you discontinued any procedures listed in C. or D. above? QYes D No

Which procedures? When? (MM/DD/YYYY)

G. Do you treat non-federal prison inmates? a Yes El o
If yes, what percentage of your practice Is devoted to treating non-federal Inmates? %

H. Do you treat or review treatment of federal prison inmates? D Yes D Ne

If yes, please explain

- IV. PRACTICE ORGANIZATION INFORMATION

Please check boxes that best describe your practice affifiation(s).

A, Employment Status:
[Jemployee [} Sharcholder/Partner [] independent Contractor [} Other Date Joined/Formed (MM/DD/YYYY)

B. Entity / Organization Type: {You must check at least one box.)
L—_l Solo Unincorporated/Sole Proprietor D Mobile or Portable Dental Practice
[ solo incarporated [7] Nursing Home Based Practice
[] Mult-Sharehotder Corporation, Partnership, Limited Liabifity Company [ Dental School - Faculty

[ state Licensed Dental Surgery Center [Jctinical supervision of students
Hours per week

[ clinic Receives Governmental Immaunity [ Dental Students/Residents
[ Other (Please explaln)

C. Name all of your affiliated professional corporations or associations {including PBA’s and Individual Dentists):

B. Is this entity or employer currently insured with The Medical Protective Company?
If yes, please provide The Medical Protective Company individual, cerporation or partnership policy and group number, if known,

Pollcy # Group # D‘res D No

E Do you desire coverage for this entity? DYes D No
If yes, please sefect the type of entity coverage desired:

D Sharad Limit - Your Individual policy limits will be shared with your Solo Corporation. This option Is only avallable
if you are Sclo Incorporated and you have no employed or contracted Dentists,

D Separate Limit - Avaifabla for all Entity/Organization Types. A separate entity application s required.

To request separate enlily coverage, please contact your agent or Med Pro customer service (800-tMedPro) fo complete an
entity application for consideration.
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. V. ANESTHESIA INFORMATION o

A. As defined below, please “X” If you, an employee or independent contractor treat patients undes;

D Conscious Sedation Ulilizing CPT/COT Code DO9241 and D09242 - {excluding nitrous oxide) a minimally depressed leve! of
conscipusness that retalns the patient’s ability to Independently and continuously maintaln an alrway and respond appropriately to
physical stimulation and verbal command, produced by a pharmacologic ar non-pharmacologic method, or a combination thereof,

7 e [ oral

B General Anesthiesia Utilizing CPT/CDT Code DU220- (to include deep sedation) a controlfed state of depressed consclousniess or
unconsciousness, accompanied by partial or complete Joss of protective reflexes, including inabliity to independently maintain an alrway
and respond purposefully to physical stimulation or verbal command, praduced by a pharmacclogic or non-pharmacologlc method, or a
combination thereof,

If Consclous Sedation or General Anesthesia were checked, please complete the Anesthesia Supplement,

B. D Please "X™ here If this section doas pof apply to you. Checking this box indicates your practice limits administration of
anesthesia to local, oral {chlaral hydrate or similar nonscheduled drug) or nitrous oxide only.

VI, ASSIGNMENT OF RIGHT TO CANCEL COVERAGE

Would you like to assign an employer or a named third party the right to cancel your coverage and DYes DNQ
raceive any premium refunds?

1f yes, please complete the following statement:

By inftialing, I assign to the folfowing employer or named third party (include name and address}, both the right to cancel my
policy and to receive any unearned premlum. However, I do request that copies of ali correspondence, formal notices, etc., be
sent to me at the last address of record, This assignment may be revoked by me at any future ime by sending written notice to
The Medical Protective Company’s home offlce, P.C. Box 15021, Fort Wayne, Indiana 46885-5021.

Initial Here

Name
Number and Street Sulte
City State Zip Phone Number

Please Note: Your right to cancel and recelve a premium refund wiil autematically be assigned to a third party finance
company if it pays your premium on your behalf.

VII. PLEASE READ AND SIGN

1 hereby dedlare that the abova statements and particulars, or any statements and particulars made In any and all documents, applications,
supplemental pages or other attachments (herelnafter “Attachments") for the purposes of my Initial or renewal application, are true and that I
have not knowingly suppressed or misstated any materlal facts and I agree that this application, and any Attachments, shall be the basis of the
contract with the Company. I agree to notify the Company if there s any future material change in any answer to thls application, or fts
Attachments, Including without iimitation, any change in my professional speclalty, affiliation, or working arrangement with any other dentist,
physiclan, firm, or professional assoclation,

1 understand that any material misrepresentation or omission made by me on this application may act to render any contract of insurance nulf and
without effect or provide the Company with the right to rescind it, By making this application, 1 am not relylng upon any oral or written
representation that coverage has or will be extended to me or that a policy of insurance will be issued.

1 further understand and agree that I have no right to demand or expect eoverage untll the Company has: (1) received my completed application;
(2) offered me a premium quote; and (3) received, as a precondition to coverage, the total premium due or, if the Company has agreed to finance
the premium, the first installment due. In addition, I understand that If I pay my premium or first installment by check, electronic transfer or money
order, it shall not be considered as “recelved” by the Company until It has been honored by the bank.

I agree that If I fall to comply with these terms I will have ne coverage for any claim under any policy of insurance for which 1. am
applying.

[ also understand that the Company may wish to contact persons, hospitals, schools, employers, Insurance agents, professional liabllity insurers or
other entities to verify and/or ascertaln information regarding my credentials and background both prior to and If Issued, after the Issuance of a
contract of Insurance, Therefore, T hereby instruct any such person, hospital, school, employer, insurance agent, professtonal liability insurer or
other entity to release to the Company any information regarding me, which the Company, In good faith, belleves to be applicable and pertinent to
this application and if issued, the contract of insurance issued hereunder,

Signature Date Signed

Type or Print Name,
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' VIII. ADDITIONAL INFORMATION

Attach a separate plece of paper if additional space Is needed.
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=g MEDICAL
DENTAL NEW GRADUATE APPLICATION E== PROTECTIVE

Strength, Defense, Solutions. Since 1899.
a Berkshice Hathaway Company

I. GENERAL INFORMATION

Please print legibly. Please answer alf questions. If a question Is not appficable, state "N/A".

A, Last Name First Name M.L, Suffix

Date of Birth (MM/DD/YYYY) Social Security Number (Optional)

National Provider Identifier (NPT}

E-Mail

Business Fax Business Phone Resldence/Celt Phone

B. Practice Location(s):
(Please list principal location first. Comblned percentage of practice for all locations must total 100% and cannot be of equal values.)

1.  Primary Location:

% of Practice Type of Location: [ Hospital Foffice [") Residence

Location Name

Number and Street Sulte

City County State Zip Code

2.  Additiona} Location:

% of Practice Type of Location: [ Hospital [oftice [[] Residence
Location Name

Number and Street Suite

City County, State 2Zip Code

C. Preferred Bllling and Correspondence Address:

[0 Location Number (From Section B, above) [Cl other (please enter betow)
Number and Street \ Suite
City State Zip Code

II. EDUCATIONAL BACKGROUND

A. Have you completed a risk management education course within the last twelve (12) months? DY‘*SDN"
If you have answered yes, did the course provide all of the foliowing: []Yes [ JNo
1. A minimum of three continuing dental education (CDE) hours;

2, Sponsored by an approved nationalfregional dental education sponsor; and
3. Strictly adhere to a risk management (loss prevention) curriculum

B. Dental School:

1.  Name of Schoot

City State Country

Degree Completed From (MM/YYYY) to (MM/YYYY)
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C. Residency:

. II. EDUCATIONAL BACKGROUND (CONTINUED)

{Please list all resident training locations - l.e. Residency Specialty Training, Anesthesia Residency Tralning, etc.)
(If you were involved In more than one specialty tralning program, please enter each program separately.}

1.  Name of Hospltal/Facility/Program

City

Specialty Type

2. Name of Hospital/Facility/Program

City

Speciatty Type

State____. . Country

Completed? [Tves [JNo [JJstillin Training From (MM/YYYY) To (MM/YYYY)
State ________ Country

From (MM/YYYY) To (MM/YYYY)

Completed? [TJYes [INo [JStllinTralning

II1. RATING INFORMATION

A, Please check your present speclalty:
[7] General Dentist [[] prosthodontist
(] orthodontist [ oral pathologist
[] Pediatric Dentist ] Dental Anesthesiologist

{71 endodontist

o

Pertodontist [:] Other (Please explain)

[[] Pain Management (Please explain)

D Orat & Maxillofactal Surgeon
[[] Dual Degree
[J Board Certified
Date of Certification (MM/YYYY)

B. Please check procedures you will perform in your practice:

Third Molar Extractions (CPT/CDT Codes)

{1 Erupted (D7110, D7120, D7210)
Year you began this procedure (YYYY)

[ Partially Impacted (D7220, D7230)
Year you hegan this procedure (YYYY)

[} Fully Impacted (D7240, D7241, D7250)

[ surgical Placement of Implant Fixtures
Year you began this procedure {YYYY)

[ Botox, Permal Fillers (i.e. Injections)

[] other

Year you began this procedure (YYYY) Please explain

C. States in which you hold a license to practice dentistry:
Please check the appropriate box to indicate the status of your license. Exclude state abbreviation from license number.

Active Inactive

License # D D
License # D D D E]

3. DEALicense? [Jyes [JNo
Please indicate estimated average weekly hours of practice per week for which you require coverage:

Temporary Pending
1. State

2, State

D.

IV. ADDITIONAL PROFESSIONAL INFORMATION

A. Do you treat or review treatment of federal prison inmates?

[Jes o

If yes, please explain

B. Have you ever been Indicted for, charged with, or convicted of, any act committed in violation of any law or DYesDNo
ordinance other than traffic offenses or had your hospital privileges, DEA license, dental license or
reimbursement privileges refused, denled, revoked, suspended, restricted, subject to a reprimand, placed on
probation or voluntarily surrendered?

If yes, please explain and Indicate the date(s): Please explain (MMYYYY)
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IV. ADDITIONAL PROFESSIONAL INFORMATION (CONTINUED)

C. Have you ever been accused of sexual misconduct of any kind? Oves[no
If yes, please explain and indicate the date(s): Please explain {(MM/YYYY)
D. Have you ever incurred or become aware of having a condition that impairs your ability to practice your DYesDNo

dental specialty? (i.e. convulsive disorders, mentat iliness, multiple sclerosis, rheumatold arthritis, addiction to alcohol,
narcotics, or other controlled substances, etc.)

If yes, state condition, date(s) and Identify your treating physiclan in the space provided below. In the event of any such
impairment, jei i i
accompany this application. Further statements may be requested as necessary by the Company to complete the
underwriting of your application.

Type(s) of liness

Date(s) of Treatment(s): From (MM/YYYY) To (MM/YYYY)

Treating Physician{s): Name(s) Address(es)
E. Are you affiliated with a group that has more than three active locations? [Qyes JNo
E. Are you affiliated with a management service organization or dental practice franchise? [IvesJNo

V. PRACTICE ORGANIZATION INFORMATION

A. Name of all your partnership’s professional corporations or assoclations (including DBA’s and Individual Dentists).

B, Is this entity or employer currently insured with The Medical Protective Company? E]YeS[:]No
If yes, please provide The Medical Protective Company individual, corporation or partnership policy number and
group number, if known.
Policy # Group #
C. Do you desire coverage for this entity? [:]YesDNo

If yes, please select the type of entity coverage desired:

D Shared Limit - Your Individual policy limits will be shared with your Solo Corporation. This option Is only avallable
If you are Solo Incorporated and you have no employed or contracted Dentists.

D Separate Limit - Avallable for all Entity/Organization Types. A separate entity application Is required.

To request separate entity coverage, please contact your agent or Med Fro customer service (800-4MedFro)} to complete an
entity application for consideration.

VI, LOSS INFORMATION

Please complete the Loss Information Supplement for each Incident, claim or suit.
Report Professional Liabiity and Malpractice related matters, (Including, but not limited to Board complaints etc...)

For question B below, report all matters that might reasonably lead to a daim or sult being brought against you even If you believe the claim
or sult would be without merit. '

A. Are you now, or have you ever been, Involved in a claim or suit arising out of the rendering or fallure to DYESDNO
render professional services?

If yes, how many?

B. Are you aware of any complication, incldent or adverse outcome resulting in injury or death that might DYesDNo
reasonably result in a claim or sult against you? This includes but Is not limited to the following:

-Cancer -Death ~Permanent Neur¢loglcal Injury -Permanent Nerve Injury

If yes, how many?
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' - VII. COVERAGE INFORMATION

A. Coverage Desired:

D Occurrence
D STEP Into Occurrence (Student Transitional Entry Program)

[ claims-Made coverage without Prior Acts coverage
D Claims-Made coverage with Prior Acts coverage

B. Requested Coverage Effectlve Date:
From (MM/DD/YYYY) 12:01 a.m. To (MM/DD/YYYY) 12:01 a.m,

Annual policy term will begin and end on the same menth and day.

C. The Retroactive Date shown on your current Claims-Made policy (MM/DD/YYYY) 12:01 a.m.
(This date is not required for Occurrence or Claims-Made without Prier Acts policies)

D. If ‘Occurrence’ or ‘Claims-Made coverage without Prior Acts coverage” was selected as the Coverage Desired and the
most recent prior coverage was issued on a Claims-Made basis, please complete one of the following:

D An extended reporting endorsement (tall coverage) has been purchased.
[] An extended reporting endorsement has not and witl not be purchased,

I will not purchase talt coverage (reporiing endorsement) from my current insurer where I am Insured under a
Claims-Made policy. I realize that my faliure to purchase such coverage from my current insurer will result in an
uninsured exposure for any claims which may arlse as result of professional services rendered while insured by my
current insurer's policy. I understand that the policy, for which I am applying for with The Medical Protective
Company, if offered, will not provide prior acts coverage. Initial Here

Claims-Made coverage is Himited generally to llability for injuries for which claims are flrst made during
the policy period, for services rendered between the retroactive date and expiration date of the pollicy.
Please contact your agent shoutd you have any questions pertaining to the differences between Claims-
Made and Occurrence coverage or the additlonal expense associated with “extension contract” or “tail
coverage”,

E Limits Desired: Per Occurrencef/Per Claim Made . Annual Aggregate

VIII. ASSIGNMENT OF RIGHT TO CANCEL COVERAGE

Would you like to assign an employer or a named third party the right to cancel your coverage and Oves [Ino
receive any premium refunds?

If ves, please complete the followlng statement:

By initfaling, 1 assign to the following employer or named third party (include name and address), both the right to cancel my
policy and to recelve any unearned premium, However, I do request that copies of all correspondence, formal notices, etc,, be
sent to me at the last address of record. This assignment may be revoked by me at any future time by sending written notice to
The Medical Protective Company’s home office, P.O, Box 15021, Fort Wayne, Indiana 46885-5021.

Inltial Here
Name
Number and Street Sulte
City State Zip Phone Number

Please Note: Your right to cancel and receive a premium refund will automatically be assigned to a third party finance
company If it pays your premium on your behalf.
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IX. STATE STATUTORY REQUIREMENT

Under the laws of your state, it may be a ¢riminal offense to knowingly provide false, incomplete, or misleading information to an insurance

company. Penalties for fraud may result in one or more of the following: imprisonment, fines or denial of insurance benefits.
Please Initial the statements below:

Mandatory: All applicants must read and Initial the following:

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is gulity of a crime and may be subject to fines and confinement In prison.

Initlal Here

X, PLEASE READ AND SIGN

1 hereby declare that the above statements and particulars, or any statements and particulars made in any and all documents, applications,
supplemental pages or other attachments (hereinafter “Attachments”) for the purposes of my initial or renewal application, are true and that I
have not knowlngly suppressed or misstated any material facts and I agree that this application, and any Attachments, shall be the basis of the
contract with the Company. I agree to notify the Company if there Is any future material change In any answer to this application, or its
Attachments, including without limitation, any change in my professionat specialty, affiliation, or working arrangement with any other dentist,
physician, firm, or professional association,

I understand that any material misrepresentation or omission made by me on this application may act to render any contract of Insurance null and
without effect or provide the Company with the right to rescind It. By making this application, I am not relying upon any oral or written
representation that coverage has or will be extended to me or that a policy of insurance will be issued.

1 further understand and agree that I have no right to demand or expect coverage until the Company has: (1) received my completed application;
{2) offered me a premlum quote; and {3) received, as a precondition to coverage, the total premium due or, if the Company has agreed to finance
the premium, the first Instaliment due. In addition, ¥ understand that if I pay my premium or first installment by check, electronic transfer or money
order, It shall not be considered as “recelved” by the Company until it has been honored by the bank.

I agree that jf I fall to comply with these terms I will have no coverage for any clalm under any pollcy of insurance for which I am
applying.

1 also understand that the Company may wish to contact persons, hospitais, schools, employers, insurance agents, professional liability insurers or
other entities to verify and/or ascertain Information regarding my credentials and background both prior to and if issued, after the issuance of a
contract of insurance, Therefore, I hereby instruct any such person, hospltal, schoo!, employer, Insurance agent, professional liabllity insurer or
other entity to release to the Company any Information regarding me, which the Company, In good falth, believes to be applicable and pertinent to
this application and If Issued, the contract of insurance issued hereunder.

Stgnature Date Signed

Type or Print Name T T S U Lty T Sy N U S ey v P S FEVPP

XI. ADDITIONAL INFORMATION

Attach a separate plece of paper if additional space is needed.

Dental - Grad - AR 5 06/01/2008




mmE MEDICAL
DENTAL INDIVIDUAL APPLICATION E_ PROTECTIVE

Strength, Defense. Solutions. Since 1899,
o Berkshive Hathaway Company

I. GENERAL INFORMATION

Please print legibly, Please answer ail questions. If & question is not applicable, state "

A, Last Name First Name M.l Suffix

Date of Birth {MM/DD/YYYY) Soclal Security Number (Optional)

National Provider Identifier (NPI)

E-Mail

Buslness Fax Business Phone Residence/Cell Phone

B. Practice Location(s):

{Please list principal location first. Combined percentage of practice for all fecations must total 100% and cannot be of equal values.)

1.  Primary Location:

% of Practice Type of Location: [ Hospital Coffice [ Residence
Location Name

Number and Street Suite

City Caounty State Zip Code

2.  Additionai Location:

% of Practice Type of Location: [[] Hospital [Joffice [} Residence

Location Name

Number and Street Suite

City County State Zip Code

C. Preferred Billing and Correspondence Address:

] Location Number (From Section B. above) ] Cther {please enter below)
Number and Street Sulte
City State Zip Code
I1. EDUCATIONAL BACKGROUND
A. Are you entering private practice for the first time? [:]Yes DNO
B. Have you completed a risk management education course within the last twelve (12) months? DYes DNO
If you answered yes, did the course provide all of the following? [ves [No

1, A minimum of three continuing dental education {CDE) hours;
2. Sponsored by an approved nationalfreglonal denta! education sponsor; and
3. Strictly adheres to a risk management {loss prevention) curriculum

€. Dental School:

Name of School
City State Country
Degree Completed From {MM/YYYY) To (MM/YYYY)
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II. EDUCATIONAL BACKGROUND (CONTINUED)

Residency!
(Please list all resident training locations - Le. Residency Specialty Training, Anesthesla Residency Training, etc.)
{If you were Involved in more than one specialty training program, please enter each program separately.)

1. Name of Hospital/Facillty/Program

City State _ Country
Spedialty Type
Completed? [TJves [[JNo [T]still InTraining From (MM/YYYY} To (MM/YYYY)

2,  Name of Hospital/Facifity/Program

City State___._ Counbry
Speclalty Type
Completed? [:]Yes D No DSti" In Training From {MM/YYYY) To (MM/YYYY)

A. States in which you ho'd a license to practice dentistry:

F.

. In the past ten years, please explain any gaps greater than one year between practice locations.

Piease check the approprate box to indicate the status of your license, Exclude state abbreviation from license number.

Active Inactive Temporary Pending
1. State License # D

2,  State License # D D D D

3. DEA License? [TJyes [JNo

. Please Indicate your earliest start date at your current location(s): (MM/YYYY)

Do you have previous practice locations? Oves Jne

If yes, list most recent location first dating back within the past ten years,

1.  Name of Practice

City State Country
Speciaity From {MM/YYYY} To (MM/YYYY)

2.  Name of Practice

City State Country

Specialty From {MM/YYYY} To (MM/YYYY)

To which dental socleties or assoclations do you belong?

Please indicate the estimated average weekly numbers, under each of the following categories, for which you require
Medical Protective coverage: (If none, please enter '0’ in the space provided.)

# Patients Per Week . Hours Per Week Unscheduled New Walk-In Patients Per Week
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IV. RATING INFORMATION

A, Please check your present specialty:

D General Dentist D Prosthodontist D QOral & Maxlllofacial Surgeon

[] orthodontist [] orat Pathologist D Dual Degree

[J Pediatric Dentist [ ] Dental Anesthesiologist [0 Board Certified

D Endodontist D Pain Management (Please explain) Date of Certification (MM/YYYY)
[Q Periodontist [] other (please explain)

B, Please check procedures you will perform In your practice:

Orthodontic Fult Mouth Banding
Year you began this procedure (YYYY)

Placement of Mini Implants for Orthodontic/Prosthesis

Sinus LIfts

Palatal Inserts
Do you treat only after a physician [:] Yes [:] No
referral?

Nerve Grafts

Implant Prosthesis/Supported Prosthesis

Sargenti Root Canal Method Utilizing N2 or Similar Paste

Surgical Placement of Implant Fixtures
Year you began this procedure {YYYY)

Botox, Dermal Fillers (i.e. Injections)

Cosmetic Full Mouth Rehabllitation

Alternative {Holistic) Dentistry/Medicine
Please explain

Cleft Lip and Palate Surgery

Face Lifts
Management of Malignant Lesions
Orthognathic Surgery

O 0O ooooood

0O oOooooooOo o ad

Sleep Apnea Therapy Rhinoplasty
Do you treat only after a physiclan referral? D Yes E] No Skin Peels
Obeslty /Weight Control Treatment Spa Services
Third Molar Extractions (CPT/CDT Codes) Please explaln
TM] Services
[] Erupted (p7110, D7120, D7210)
Year you began this procedure (YYYY) [[] Arthrescopy
l:l Partially Impacted (D7220, D7230) D Implant

Year you began this procedure (YYYY)

[ Fully Impacted (D7240, D7241, D7250) e
Year you began this procedure (YYYY) [:] Trigger Point Injections

] other
Please explain_

[[] reconstruction

C. Indicate the percentage of your practice devoted to the following procedures:
(Total does not have to equal 100%)

% Denture Procedures D Same Day or Economy [ Replacement E] Relines

% Oral Surgery Procedures (i.e. extractions, removal of cysts, etc.)

% Efective Facial Cosmetic Surglcal Procedures {including rhinoplasty, face-lifts, skin grafts, botox, dermal fillers, tattooing, etc.)

% Reconstructive Cosmetic Surgical Procedures {i.e. cancerous leslon, facial reconstruction, cleft lip/palate, etc.)

___ % Procedures performed outslde of the oral and maxiflofacial region {except bone harvesting procedures}

D. Please Indicate which procedures you perform and whether you obtain informed consent and have received tralning for

each of the procedures selected.
Informed Consent Type Training

[3 Orthodontic Full Mouth Banding ] written [} Oral {7] None [ CE [] Post Grad None
[1 Surgical Placement of Implant Fixtures 3 written [_]Oral {] None 3 CE [ Post Grad None
] Partially Impacted Third Molar Extractions [} Written Oral None [CJCE [] Post Grad None
f_] Fully Impacted Third Molar Extractions Written Oral None CE { ] Post Grad % None
£ ] Nitrous Oxide Analgesia Written [ Oral [_] None CE [7] Post Grad None
7] Conscious Sedation ] Written Oral ["1 None [3ce [ Post Grad [} None
{_] General Anesthesia/Unconscious Sedation [} Written Oral {_] None [L1CE [] Post Grad None
] Facial Surgery [C] written [] Oral [] None 1 CE [ Post Grad None
{1 Botox, Dermal Fillers {l.e. Injections) ] Written [ ] Oral [T} None [1CE [ Post Grad [_] None
] Other (Please explain) ] Written [] Oral [T} None [CJCE [7] Post Grad [] None

E Have you discontinued any procedures listed in B. or C. above? DYes {:} No

Which procedures? When? {MM/DDSYYYY)
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' V. ANESTHESIA INFORMATION

A. As defined below, please “X” if you, an employee or independent contractor treat patients under:

O

Conscious Sedation Utilizing CPT/CDT Code D09241 and D09242 - {excluding nitrous oxide) a minimally depressed levet of
consclousness that retalns the patient's ability to independently and continuously malntain an airway and respond appropriately to
phystcal stimulation and verbal command, produced by a pharmacelogic or non-pharmacologic method, or a combination thereof.

0wy [ orat

General Anesthesfa Utllizing CPT/CDT Code D09220- (to include deep sedation) a controlled state of depressed consciousness or
unconsclousness, accompanled by partial or complete loss of protective reflexes, Including inability to independently maintaln an alrway
and respond purposefully to physical stimufation or verbal command, produced by a pharmacologic or nen-pharmacolegic method, or a
combination thereof,

If Conscious Sedation or General Anesthesia wera checked, please complete the Anasthesla Supplement,

Please “X”" here If this section gogs sof apply to you. Checking this box Indicates your practice limits administration of

B 0

anesthesla to local, oral (chloral hydrate or similar nonscheduled drug) or nitrous oxide only,

V1. ADDITIONAL PROFESSIONAL INFORMATION _

A.

B.

o

Do you treat non-federal prison Inmates?
If yes, what percentage of your practice Is devoted to treating non-federal Inmates? %

Do you treat or review treatment of federal prison Inmates?
If yes, please explain

DYes DNo
DYes DNO

(If you are covered by other Insurance for the activities in A or B of this section, please complete Section VI, Question 1.)

Have you ever been Indicted for, charged with, or convicted of any act committed in violation of any law or
ordinance other than traffic offenses or had your hospital privileges, DEA license, dental license or
relmbursement privileges refused, denied, revoked, suspended, restricted, subject to a reprimand, placed
on probation or voluntarily surrendered?

If yes, please explain and indicate the date(s): Please explain {MM/YYYY)

DYes I:] No

Has any professional labllity insurance company ever declined, refused, cancelled, or non-renewed your
coverage, or have you ever had an Involuntary deductible or surcharge assessed against your policy?

If yes, please explain and indicate the date(s): Please explain {(MM/YYYY)

[Oves [Jno

Have you ever been accused of sexual misconduct of any kind?
If yes, please explain and indicate the date(s): Please explain {MMYYYY)

DYes E] No

Have you ever incurred or become aware of having a condition that impairs your abillty to practice your
dental speclalty? (l.e. convulsive disorders, mental illness, multiple sclerosis, rheumatold arthritis, addiction to alcohol,
narcotics, or other controlled substances, etc.)

If yes, state condition, date(s) and Identify your treating physician in the space provided below. In the event of any such

impairment,
accompany this application. Further statements may be requested as necessary by the Company to complete the
underwriting of your application.

Type(s) of Hiness

DYes DNo

Date(s) of Treatment(s):  From(MM/YYYY) To (MMYYYY)

Treating Physiclan{s): Name(s) Address(es)

. Do you use a collection agency which has the authority to file coliection sults without your knowledge?

Is the standard of care altered hased on the patient’s, custodial parent's or legal guardian’s abillty to pay?

Are you afflliated with a group that has more than three active locations?

Oves o
DYes [:]No
Clves [ne

1. WIil you be performing activities which will be covered by ancther professional liabllity policy? DYes DNO
If yes, are you an: [JEmployee [} Independent Contracter ~ [] Resident/Fellow {7 Faculty
Practice Name
Location

K

Name of Insurer

Are you affillated with a management service organization or dental practice franchise?
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- VII. PRACTICE ORGANIZATION INFORMATION

Please check boxes that best describe your practice affillation(s).

A. Employment Status:
[Jemployee [} Shareholder/Partner [T] Independent Contractor []Other Date Jolned/Formed (MM/DD/YYYY)

B, Entity / Organization Type: (You must check at jeast one box.)

[ solo Unincarporated/Sole Proprietor [ Moblte Dental Practice
[ selo Incorporated [ Nursing Home Based Practice
(] Multi-Shareholder Corporation, Partnership, Limited Liability Company [J Dental Schoo! - Faculty

DCIinIcal supervision of students

Hours per week
[:] Clinfc Receives Governmental Immunity : [ oental Students/Residents

] Other (Please explain)

[ uicensed Dental Surgery Center

C. Name all of your affillated professional corporations or associations (including PBA’s and Individual Dentists):

D. Is this entity or employer currently insured with The Medical Protective Company? [Jves [ no
If yes, please provide The Medical Protective Company Indlvidual, corporation or partnership policy and group number, if known.
Policy # . Group #
E. Do you desire coverage for this entity? : [ves [ No

If yes, please select the type of entity coverage desired:

D Shared Limit - Your Individual policy limits will be shared with your Solo Corporation. This option Is only avaifable
if you are Solo Incorporated and you have no employed or contracted Dentists.

D Separate Limit - Avalfable for all Entity/Organization Types. A separate entity application Is required.

To request separate enlity coverage, please contact your agent or Med Pro customer service (800-4MedPro) to complete an
entity application for consideration.

VIII. LOSS INFORMATION

Please complete the Loss Information Supplement for each written request, incident, claim or sult,
Report Professional Liabllity and Malpractice related matters. (Including, but not fimited to Board complaints etc...)
For questions B and C below, report all matters that might reasanably lead to a claim o suit being brought agalnst you even if you believe the

claim or suit would be without merit, :

A. Are you now, or have you ever been involved In a clalm or suit arising out of the rendering or failure to DYes [} No
render professional services?

If yes, how many?

B. Are you aware of any complication, incident or adverse outcome resulting in injury or death that might [_-_]Yes B No
reasonably result in a claim or suit against you? This includes but Is not fimited to the following:

-Cancer -Death -Permanent Neurological Injury -Permanent Nerve Injury

If yes, how many?

C. In the last 12 months, have you or anyone from your practice received a written request from an attornay DYes D No
for treatment records concerning any of your current or former patients that might reasonably result In a
claim or sult against you?

If yes, how many?
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IX. COVERAGE INFORMATION

A. Coverage Deslred:
[] occurrence
D Claims-Made coverage without Prior Acts coverage
[J Claims-Made coverage with Prior Acts coverage
[J Convertible Claims-Made coverage with Prior Acts coverage
B, Requested Coverage Effective Date:
From (MM/DD/YYYY) 12:01 a.m. To (MM/DD/YYYY) 12:01 a.m.

Annual policy term will begin and end on the same month and day.

C. The Retroactive Date shown on your current Claims-Made policy (MM/DD/YYYY) 12:01 a.m.
(This date is not required for Occurrence or Clalms-Made without Prior Acts policies)

D. List all previous professional liability insurers in the last ten years:

1. Current Insurer Cumrent Premium

[:] Qccurrence D Clalms-Made From {MM/DD/YYYY) to {(MM/DDSYYYY)
2. Previous Insurer:

[:] Qccurrence D Claims-Made From (MM/DD/YYYY) to {MM/DD/YYYY)
3. Previous Insurer:

[:] Cecurrence [:] Clalms-Made From (MM/DD/YYYY) to (MM/DDfYYYY)

E. Please explain any gaps in coverage in the past ten years.

F. If ‘Occurrence’ or ‘Claims-Made coverage without Prlor Acts coverage’ was selected as the Coverage Desired and the
most recent prior coverage was issued on a Claims-Made basis, please complete one of the following:

D An extended reporting endorsement {tail coverage) has been purchased,
D An extended reporting endorsement has not and will not be purchased.

I will not purchase tall coverage {reporting endorsement) from my current insurer where I am Insured under a
Clalms-Made policy. 1 realize that my fallure to purchase such coverage from my current insurer will result In an
uninsured exposure for any claims which may arise as result of professional services rendered while insured by my
current insurer's policy. 1 understand that the policy, for which I am applying for with The Medlca! Protective
Company, if offered, will not provide prior acts coverage. Initial Here

Clalms-Made coverage s limited generally to Hiability for injuries for which claims are first made during
the policy period, for services rendered between the retroactive date and expiration date of the policy.
Please contact your agent should you have any questions pertaining to the differences between Claims-
Made and Occurrence coverage or the additional expanse associated with “extension contract” or “tail
coverage”.

G. Limits Desired: Per Occurrence/Per Claim Made Annual Aggregate

X. ASSIGNMENT OF RIGHT TO CANCEL COVERAGE _

Would you like to assign an employer or a named third party the right to cancel your coverage and DYes E] No
recelve any premium refunds? .

If yes, please complete the followlng statement:

By initialing, I assign to the following employer or named third party (include name and address), both the right to cancel my
policy and to receive any unearmned premium, However, I do request that coples of all cotrespondence, formal netices, etc., be
sent to me at the last address of record. This assignment may be revoked by me at any future time by sending written notice to
The Medical Protective Company's home office, P.Q, Box 15021, Fort Wayne, Indlana 46885-5021.

Initial Here
Name
Number and Street Sulte
City State Zip Phone Number

Please Note: Your right to cancel and receive a premium refund will automatically be assigned to a third party finance
company if It pays your premium an your behaif.
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' ' ~ XI. STATE STATUTORY REQUIREMENT

Under the laws of your state, It may be a criminai offense to knowingly provide false, Incomplete, or misleading information to an insurance
company. Penalties for fraud may result In one or more of the following: Imprisonment, fines or denlal of Insurance benefits,

Please Initlal the statements below.

Mandatory: All applicants must read and initial the followlng:

Any person who knowingly presents a false or fraudulent claim for payment of a less or benefit or knowingly presents false
information in an application for insurance is gulity of a crime and may be subject to fines and confinement In prison.

Initial Here

XII. PLEASE READ AND SIGN

I hereby dedare that the above statements and particulars, or any statements and particulars made In any and all documents, applications,
supplemental pages or other attachments (herelnafter “Attachments”) for the purposes of my initial or renewal application, are true and that ]
have not knowingly suppressed or misstated any material facts and I agree that this application, and any Attachments, shall be the basis of the
contract with the Company. 1 agree to notify the Company if there is any future material change in any answer to this application, or its
Attachments, including without II'mitation, any change in my professional specialty, affillation, or working arrangement with any other dentist,
physician, firm, or professional association.

1 understand that any material misrepresentation or omission made by me on this application may act to render any contract of insurance null and
without effect or provide the Company with the right to rescind it. By making this application, I am not relying upon any oral or written
representation that coverage has or will be extended to me or that a policy of insurance wilt be Issued.

I further understand and agree that I have no right to demand or expect coverage until the Company has: (1) recelved my completed application;
(2) offered me a premium quote; and (3) recelved, as a precondition to coverage, the totai premium due or, if the Company has agreed to finance
the premium, the first Installment due. In addition, I understand that if I pay my premium or first installment by check, electronlc transfer or money
ordet, It shall not be consldered as “received”-by the Company untll it has been honored by the bank,

1 agree that [£ X fail to comply with these terms I will have no coverage for any ¢laim under any palicy of Insurance for which I am
applying.

I also understand that the Company may wish to contact persons, hospitals, schools, employers, insurance agents, professional Hability insurers or
other entitles to verify andfor ascertain Information regarding my credentials and background both prior to and if issued, after the Issuance of a
contract of insurance, Therefore, I hereby instruct any such person, hospital, school, employer, Insurance agent, professional liability Insurer or
other entity to release to the Company any information regarding me, which the Company, In good faith, believes to be applicable and pertinent to
this application and if issued, the contract of Insurance Issued hereunder.

Signature Date Signed

Type or Print Name

XIII. ADDITIONAL INFORMATION

Attach a separate plece of paper if additional space Is needed.

Dental - Indv - AR 7 06/01/2008
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Effective March 1, 2007

Property & Casualty Transmittal Document _Reset Form
1. Reserved for Insurance || 2 Insurance Department Use only
Dept. Use Only a. Date the filing is received:
b. Analyst:
¢. Disposition:
d. Date of disposition of the filing:
¢. Effective date of filing:
New Business
Renewal Business
f. State Filing #:
¢g. SERFF Filing #:
h. Subject Codes
3. | Group Name Group NAIC #
4. | Company Name(s) Domicile | NAIC # FEIN # State #
The Medical Protective Co IN 11843 35-0506406
5. | Company Tracking Number 08-DA-01
Contact Info of Filer(s) or Corporate Officer(s) [include toll-free number]
6. Name and address Title Telephone #s FAX # e-mail
Melissa Coker Paralegal  |950.486-0838/260-486-0733 melissa.coker@medpro.

com

5814 Reed Road, Fort Wayne,
IN 46835

7. | Signature of authorized filer M /‘ ;!?
8. | Please print name of authorized filer Melissa Coker, Paralegal
Filing information (see General Instructions for descriptions of these fields)
9. | Type of Insurance (TOI) 11.0 Med Mal-Claims Made and Occurrence
10. | Sub-Type of Insurance {Sub-TOl} 11.0030 Dentist
11. | State Specific Product code(s)(if
applicable)[See State Specific Requirements]
12. | Company Program Title (Marketing title) _|Dentists Program
13. | Filing Type [J Rate/Loss Cost [[] Rules [} Rates/Rules
Forms {7] Combination Rates/Rules/Forms
[0 Withdrawal[ ] Other (give description)
14. | Effective Date(s) Requested New: [04/01/2009 | Renewal: [04/01/2009
15. | Reference Filing? [] Yes [v] No
16. | Reference Organization (if applicable) |n/a -
17. | Reference Organization # & Title nia -
18. | Company’s Date of Filing 11/05/08
19, | Status of filing in domicile [ Not Fited Pending [J Authorized [] Disapproved

PCTD-1pg iof2




Property & Casualty Transmittal Document—

| 20. | This filing transmittal is part of Company Tracking # |08-DA-01 |

L 21, Filing Description [This area can be used in lieu of a cover letter or filing memorandum and is free-form text] |
FORM FILING:

The reason for the filing is to introduce several new applications used by the Dentists program
to underwrite businses. We ask this filing be effective as of April 1, 2009.

View Complete Filing Description

Filing Fees (Filer must provide check # and fee amount if applicable)

22. [If a state requires you to show how you calculated your filing fees, place that calculation below]

Check #| |
Amount:| _ |

Refer to each state’s checklist for additional state specific requirements or instructions on
calculating fees.

***Reafer to the each state's checklist for additional state specific requirements (i.e. # of additional copies
required, other state specific forms, etc.)

PCTD-1pg2of2
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Effective March 1, 2007

FORM FILING SCHEDULE

(This form must be provided ONLY when making a filing that includes forms)
(Do not refer to the body of the filing for the forms listing, unless allowed by state.)

[ 1. This filing transmittal is part of Company Tracking # |08-DA-01

This filing corresponds to rate/rule filing number
2. 9
(Company (racking number of rate/rule filing, if applicable)

nfa - application only filing

Forim Name

Form #

Replacement

if replacement,

Previous state

3. Description/Synopsis | Include edition date \n(\)f:.th drawn? g":gp‘;‘;’::sﬁ f;]r;“q%i:‘e‘:j'g?g{éte
Dental Anesthesia Dental Anesthesia- New
01/ Supplement Supp-00; 06/08 edt { ] Replacement
[] Withdrawn
Application-Student DBA-0100-00 ; 08/08 New
02 Dental Board Coverage |edt ] Replacement
[] Withdrawn
Dental Entity Dental-Entity-AR ; 06/ New
93 Application 08 edt [] Replacement
] Withdrawn
Dental Loss Information| Dental Loss information New
C4 Supplement - Supp-00; 06/08 edt | [ ] Replacement
] Withdrawn
Dental Non-Insured | Non-Insured-Supp-00 New
05| Supplement - 06/08 edt [] Replacement
[] Withdrawn
Dental Policy Change |Dental-Change-00 ; gewl t
06 eplacemen
Request 06/08 edt 5 Withdrawn
Dental New Graduate |Dental-Grad-AR ; 06/ New
97| Application 08 edt [[] Replacement
[ Withdrawn
Dental individual Dental-Indv-AR ; 06/ gew1 t
08 i i epacemen
Application 08 edt =i t}:;] aoem:
] New
09 [ Replacement
[ withdrawn
] New
10 [C] Replacement
[ 1 Withdrawn
PC FFS-1
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