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BROKER / INSURANCE AGE’NT

ACCORD CONSULTANCY LIMITED
Albany Business Centre, Gardeners Street
Dunfermiine, Fife KY12 ORN
Tel: 01383 741 997  Fax: 01383 745 884
FSA Ret: 207522

'* MEDICALPRACTITIONERS

PLEASE READ THESE GUIDAN‘CE‘ NOTES BEFORE

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

PLEASE NOTEThis Pmposa] Form is fora CLAIMS
MADE policy.A CLAIMS MADE policy only responds -
to “claims” made against the Insured and. notified to
Underwriters during the penod of insurance.

@ This Proposal Form must: he typed or completed
in ink and signed and dated by the Proposer. :
Please answer every questi ully, and state “NIL”
or Y“NONE?” as applicable. Incomplete answers
may not be accepted and can delay quotatlon

® Please complete separate ‘Proposal Forms for each :‘

Partner to be included in the quomtxon ‘and attach a
list of all Partners. -

@ Please submit any addmonal mformatlon you feel .
may be of assistance to Underwriters, such as
Brochures etc;. :

@ Should there be msufﬁ'.lent roon in the Proposal
Form for full details, please attach further
information on sngned and da d
possible following the sam

> ‘mat and. questlon
number. : g

@ Itis the duty of the, Pmp ,
facts to Insurers. Where this is omitted, the
Underwriters may aveid the ‘bhgation under the
Policy. i ‘ :

For the purposes of the P saly and for all

purposes relating to any policy siied pursuant to .
this Proposal, a ‘material fact hall be deemed to b
one that would be likely.
Underwriter’s judgment an
Proposal. '

@ Upon acceptance of the n rwnters termsand
conditions and payment of t ‘premlum all
information provided by ¢ the oser together with-
the guidance notes wil be dee ed to be

'U

incorporated in the contract between | Underwm;ers i

and the Insured: "

Copies of the Prbbqs‘al Fol
retained for your own.

©IfYYES please give full details:

| sheets, wherever: .

todiscloseall materizil

\cceptance of your |

M@rk@tﬁfcom

Synd:cate 2468 ‘at Uoyd’s and. / or Acting as agent for
Syndzcate 2468 at ond s

l. FuII name of the |nsured

Date of birth:

2, Trading name (if different from the above):

3. Have you ever ‘en‘ga‘fg}d‘,ii} a similar activity under a different name?

YES NO

: 4 i) Address:

Postal Code:

Country:

~| Telephone Number:

Facsimile Number:

‘ii) Practice / Ttiding address/es (if different from above):

Postal Code: Country:

Telephone Number:

Facsimile Number:

IF COVER IS REQUIRED FOR MORE THAN ONE
LOCATION PLEASE ATTACH A LIST OF ALL
ADDRESSES

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

The parties compfeting’f this Cc
the contrary, the Contract s

‘ Notlce to Fraposers resident in the EU
ct are free to choose the law applicable to this Contract. However, unless it is specifically agreed to
I be subject to the law of the Country stipulated in the applicable EC Insurances pre-contractually

e requ;red in ‘accordance with the Thxrd EU Non-er  Directive.

. 8 Lloyds Avenue London EC3N 3EL g
L Tel No. +44 (0)20 7488 7700 ‘Fax No, +44 (0)20 7488 7800
INTERNET. http: //wvwmarl;etform com E-MAIL. mfo@marketform com




5. i) Where did you graduate?

|

ii) In'what year?

|

iii} With what degree, diploma or designation?

Please give details of any additional or post graduate
qualifications and attach copy of relevant certificate,

Private Non-Surgical Homes

‘Other (please spec"iif‘y")’j; :

< | | |

6. in-what capacity are you qualified or licensed to practise!

Audiologist E] Osteopath
Chiropodist D Paramedic ‘
Chiropractor D Per1'usior‘\istV .
Dietician D Pharmacist
First Aider D Physnotheraplst
Medical Lab technician D Podm:rrst ¢
Midwife D Prosthetlst/ Orthomst
Nurse : D Rad |ographer
Nurse Aesthetician [:l Sonograp
Nurse Anaesthetist D

Océupational Therapist D Surgical :
Optometrist/Optician D ’

Other (Please specify):

‘DDDDDQDDDDD-‘

If you practise as a Midwife:
a)- Please state the number of:- . & 0
i) Emergency non hospital births vou actended in the last

12 months:
|

i) Routine home births you attende&‘ih the last 12 months:

|

b) Please give full details of any back up hospxtal :

arrangements:

7..-Please give full details of what patu=nt records are kept, whe
& how they are stored and for how long they are retained:

re

Please note it is a requirement of this policy that all records

are retamed for a minimum period of 10 years;and in the
case of minors, 10 years from ma,ority :
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8. Please state the apﬁroximate percentage breakdown of

your work between the following categories and state
whether you are employed or self-employed.
EMPLOYED SELF-

EMPLOYED

The Proposer’s Priva‘té Practice
Public Sector Hospitals / Homes
Private Surgical Hospitals / Homes

Patients’ Homes

& Total
lf you arean employee, please state the name of the employing
authority or the name of the private hospital or company for
which 'you work.

. WHAT ISYOURTOTAL GROSS ANNUAL INCOME

(excluding income from the sale of goods) FORTHE
WORKYOU ARE PROPOSING TO INSURE? (If new
business please state estimated income for the

~ forthcoming 12 months)

12.1) Does the Proposer o o

| |

~10.Do you own (wholly or in part), operate or administer any

hospltal nursmg hcme or any other medical establishment?

YES

IF THE ANSWER S‘YES‘ANADDITIONAL
PROPOSAL FORM WILL HAVE TO BE COMPLETED
BEFORE QUOTATIONS CAN BE GIVEN

| I.Please state the. number of staff and give details of the capacity

in which they practise;

»any member of staff involved in the
treatment or careﬁf patients suffer from any disability,

ases i.e: Hepatitis, H.L.V. etc., or other
1mped|ment which may affect the performance of his or her
professlonal dut)es or place pauents at risk?

YES

NO

I "YES' what procedures are in place?

 IYES’ please give’kful‘lk details:

i) Has the Proposé:':r'dr‘ any member of staff involved in the

treatment or care of patients been the subject of or
conv:cted of any «criminal offence (other than minor traffic
offences) professlonal disciplinary proceedings or inquiries?

NO[

YES




13.i) Are you a member of any professional organisation, or 15.Have you ever been Insured for Medical Professional Liability?

registered with any self regulating body? . -

‘ | YES NO
'Y'ES NG If 'YES please state: ;
If'YES’ please state which and penod nf membershlp / i) The name of the Underwriter/s:
registration: L ‘ e |
ii) The Insurance period/s:
if) Has membership or registration with such organisation / i) The limits of liability provided:

body ever been suspended, withdrawn, amended or declmed‘ |
or had conditions attached? : i

S i i) Has any a Ilcatlon forthlst e of Insurance cover
yEs NO ) Y appl YP

: e : g . ever been: :

14.Ifyou are an employee, is it a condition of your employment thatyou s
maintain Medical Professional Liability Insurance? 9 dechded? ST YES NO
: YES NO ~ b)eancelled? YES NO

If *YES" please give full details: L i oy
¢} required special terms?’ YES NO
IffYES’ please give fdll"details:

’

PREVIOUS CLAIMS HISTORY

16.i ) List all: claims made against the Propos” ' ‘urmg che last IO years, mcludmg any made agamst the Proposer even if cover was not
previously purchased.IF NONE, I’LEA, : ,STATE “NONE"

Date of Date of Amount Amount Amount Details including nature of the allegations
Incident Claim Claimed Paid Outstanding | and details of Claimant

ii) List all circumstances / complaints which may giverisetoa clalm being.n made against the Proposer, even if cover was not
- previously purchased. IF NONE PLEASE;:STATE “NONE”

Date of Circumstance / Complaint. Deta:ls including nature of the Complaint and details of the Complainant

17.9) Have all of the above in questlon I6 been noﬂf ed to your prevuous Underwnters YES I:I NO D

ii) Have all of the-above been accept:ed by, rprewous Underwriters? i YES D NO D

18. Please indicate Whlch ||m|t(s) ofmde-mmty yau requlre quotatlons for . Lheg
D 1/4 million D 12 milhon Dl mllllon D 2m|l|ion | _ ‘ | Other (please specify)

I/We declare and warrant that after. enqwry all s tements and part:culars contamed in this Proposa and ‘ddenda are true and that no
information whatever has been withheld which might increase the risk of the Underwriters or' mfluence the acceptance of this Proposal and
should the above particulars alter in‘any way, 1/We will advise the Underwrlters as soon as practicable. |/We understand that failure to disclose
any material facts which would be likely to influehce the acceptance and assessment of the Proposal:may result in the Underwriters refusing to
provide indemnity or voiding the policy in-every respect 1/We hereby agree and accept that this. Declaratlon shall be the basis of the
contract between both parties if entered into. ; : -

NAME OF PROPOSER l

(INBLOCK CAPITALS)

SIGNATURE ‘ i : Dated -

, :"’@,Ma’rkdtform“ September 2906 :




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