
Page 1

4299 Five Oaks Drive
Lansing, MI 48911

Phone: (517) 482-7900
Fax: (517) 482-1696

www.capitalinsurance.com

Individual Medical Malpractice Quote Sheet

Name: __________________________________________ Degree: ___________ SSN #: ________________________

Phone: __________________________________________ E-Mail: ______________________________________________

Home Address: __________________________________ City: ______________ State: ______ Zip: _____________

Please list all practice locations: (If additional practice locations are needed please attach a separate sheet)

Street Address: __________________________________ City: ______________ State: ______ Zip: _____________

Practice Name: __________________________________ Days: _____________ % of Practice: ___________________

Street Address: __________________________________ City: ______________ State: ______ Zip: _____________

Practice Name: __________________________________ Days: _____________ % of Practice: ___________________

Do you practice under a dba (doing business as) or LLC (Limited Liability Company? ☐ Yes ☐ No

If yes, please list all names: _______________________________________________________________________________

________________________________________________________________________________________________________

Do you serve as a Medical Director? ☐ Yes ☐ No

If yes, please list the name of the facility(ies): ________________________________________________________________

Education, Training and Certification

Please attach a copy of your Curriculum Vitae (CV).

Coverages

Limits Requested

$100,000 each claim / $300,000 aggregate $300,000 each claim / $900,000 aggregate

$200,000 each claim / $600,000 aggregate $500,000 each claim / $1,000,000 aggregate

$250,000 each claim / $750,000 aggregate $1,000,000 each claim / $3,000,000 aggregate

1. Requested Effective Date: ______________________ Retro Date (if claims-made): _____________________
2. What is your specialty: ___________________________________________ % of Practice: ____________

3. What is your sub-specialty: _______________________________________ % of Practice: ____________
4. How many hours do you practice on average per week: ______________

5. Desired type of coverage: ☐ Claims-Made ☐ Occurrence

6. Are you requesting Prior Acts Coverage? ☐ Yes ☐ No Requested Retro Date: __________________

7. Deductible Amount: _______________ ☐ Indemnity Only ☐ Indemnity & Expense ☐ None

8. Do you need Excess Coverage Limits? ☐ Yes ☐ No Requested Amount: _________________________________

9. Were your prior limits: ☐ Shared ☐ Separate

10. Did you purchase / receive a reporting endorsement (tail coverage)? ☐ Yes ☐ No

11. Do you practice any of the following? ☐ Ayurvedic Medicine ☐ Chinese Medicine (including Acupuncture)

☐ Holistic Medicine ☐ Homeopathic Medicine ☐ Naturopathic Medicine

12. Will you be carrying additional professional liability insurance with another company? ☐ Yes ☐ No

Continue to page 2….
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Information on Paramedical Employees*

1. Is any person licensed, certified, or otherwise authorized to deliver advanced level health care in the absence of
direct supervision by a licensed physician in any of the following areas: ☐ Yes ☐ No

Anesthesiologist Assistant Emergency Medical Technician (EMT) Physician’s Assistant (PA)

Certified Nurse Anesthetist (CRNA) Nurse Midwife Psychologist

Certified Nurse Practitioner (CNP) Optometrist Surgeon’s Assistant (SA)

Cytotechnologist Perfusionist

*Any paramedical desiring coverage must submit a paramedical application. A separate charge may apply.

Personal History

Has your license to practice medicine or your permit to prescribe drugs ever been denied, revoked, suspended, voluntarily
suspended, or otherwise investigated or limited in any way? ☐ Yes ☐ No

If yes, provide a brief explanation and submit any supporting documents necessary. __________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Loss Information

Have you ever been involved in a malpractice claim or suit? ☐ Yes ☐ No
(If yes, provide a narrative and disposition)

Do you have knowledge of any pending claims or situations which may give rise to claims? ☐ Yes ☐ No
If yes, have you notified your current insurer? ☐ Yes ☐ No

(If no, you must notify present insurer of all pending claims/incidents)

Has any company refused, declined, cancelled, or imposed special conditions/limitations on your professional

liability coverage? ☐ Yes ☐ No If yes, please explain: _______________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Current Insurance Information

Company Name: _______________________________ Annual Premium: _____________________

Prior Limits: ____________________________________ Expiration Date: ______________________

Premium Classification: Please complete page 3

Continue to page 3….
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