o DEERFIELD INSURANCE COMPANY If you obtained this application at k

| 0 LSSEX INSURANCE COMPANY www.markelshand.com, please
o EVANSTON INSURANCE COMPANY submit this application through your
MARKEE o MARKEL AMERICAN INSURANCE COMPANY local insurance professional.
o MARKEL INSURANCE COMPANY

APPLICATION FOR ADULT DAYCARE CENTERS PROFESSIONAL AND GENERAL LIABILITY INSURANCE

APPLICANT’S INSTRUCTIONS:
1. Answer all questions. If the answer requires detall, please attach a separate sheet.
2. Application must be signed and dated by owner, partner or officer.

3. PLEASE READ CAREFULLY THE STATEMENTS AT THE END OF THIS APPLICATION.
{PLEASE TYPE OR PRINT IN INK)

ADDITIONAL DOCUMENTS TO BE SUBMITTED WITH EVERY APPLICATION
1. Is sample employment application attached?
2. Is sample advertising brochure attached?
3. Are current audited financial statements attached?

1.  APPLICANT INFORMATION

a. Full nrame of applicant:
Please attach a list of entities to be considered as additional insureds including brief exptanations of their interests,
operations and relationship to applicant.

b. Principal business premise address:

{Street} {County)

(City) (State) (Zip)
Please attach list of additional iocations.

Phone Number: ()
Requested Limits of Liability: $ Per Claim $ Annual Aggregate Deductible:
e. [ ]Individual [ ] Corporation [ ] For Profit [ ] Parinership [ ] Governmental [ ] Not for Profit [ ] Other

2.  APPLICANT OPERATIONS

a. Number of years this facility has been:

(i) Operating:_ (i) Owned by currentowners: _______ (i) Managed by current management:

b. Are you:
(i} Licensed and certified as required by state and/or federal |aw? ............cccveciinnisreennie e YES NO
(i) Licensed and approved by State Board of Health?.............c..ooiiiiii e rene e YES NO
(ii) Licensed by State Department 0N AGING?. ... et ree e e aas e e e YES NO
(iv) A member of a state or national assS0CIAHONT ..o YES NO

What is the maximum number of clients permitted by license?

Has the Applicant entered into any written indemnification agreements:

(i) Holding the applicant NarmIEss 7. ... e e e e e e ee e rabe s e s e s e s YES NO
(i) Holding any other party RarmiessT ... ..o e e e srmee e s s bt e e e e s YES NO
If Yes, to (i) or (ii) attach copies of agreements.

e. Gross Revenues:

Past 12 Months Next 12 Months
Medicaid $ $ P,
Medicare $ $
Private Pay $ $
Charitable $ $
Total $ $
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3.  APPLICANT MANAGEMENT

a. Please complete the following:

Director Medical
of Nursing Director Administrator
Employed
Contracted
Full-Time
Part-Time

Years at this Facility
Years Experience

b. Please provide name and qualifications of Medical Director:

Does the applicant want to include coverage for the Medical DIr@Ctor?........oovvceeevrviesnrieeeesseeecreeee e YES NO
Do you report known or suspected incidents of abuse fo local health or law enforcement agency? ... YES NO
e, Do you have regularly scheduled staff MeetiNGS7.. ... e et e e sas e e srensme e YES NO

If Yes, please indicate frequency:

f. Are written procedures in effect for inCIdeNt rePOrtiNG? ........cv e e s YES NO

g. Please provide name and title of the individual responsible for reviewing incident report and determining whether
corrective action is necessary:

h, Is the Applicant a “Covered Entity” under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) Privacy

RUIBT ettt e ettt ceme e et et e eaeeseeesseemae st snestaerser e eRE et tsan e rRe oA Aeneeesssennensssanearsseneereeetaesbensnenes YES NO
If Yes,
(iy Has the Applicant implemented procedures to comply with the HIPAA Privacy Rule?.........ccoccveienens YES NO

(i Provide the name and title of the Applicant’s Privacy Officer.

Our Business Associate Agreement is available at www.markelcorp.com. This is the only Business Associate Agreement
we will recognize.

4.  APPLICANT PROCEDURES

Please attach a description of the procedure for storing and dispensing medication.

Please attach the following:

(i) description of precautions taken to prevent clients from leaving premises without proper authorization.
(i) description of precautions taken to prevent clients from being released to unauthorized persons.

{iii) description of precautions faken to prevent clients from accessing cooking areas, stoves, kilns.

Who determines if a client can no longer he served at the facility?

Are written attending physician orders required for:

(i) Dispensing of all drugs or MEdICINES? .......o.ceii et eemte e e e st s e s e ee s ena e e seanae s srmes s amnes YES NO
(i) Special dietary reqUITEMENIS?. .. ..ottt ee e e et e s e ssbae e s s samne e e aers e e e s resasanes sasaresssmreer ranes YES NO
(ii) Any other specific therapy AreatImMENTP. ... ... e ssstsr e e e e e e e e e sre s st s e snes e srrraans YES NO
(V) USE OF FESITAINIS T ... oottt ettt et e e et ree b ettt et ieette s s reeamtsees st erbat s b b eaaaaaans s snmsanessasabssssesrontsnressins YES NO
€. How long are client records maintained?

Is a client assessment conducted for NEW CIENEST ........occv it oo e YES NO
If Yes, does this assessment include evaluation of:

) 1o o LT 1 1 = 1o 0 = PO OO YES NO
(i) History of prior illNesSSes and INJUIIEST ....ccce et rer e e aa s et a e e YES NO
(iii) REQUITEO GSSISTANGET ...iiiieciireesiitreiseeteeesaaseaeaaaeesstameeeesesaessseesaaasssaesstasasssssteeesesaamsseansseersomeeeeasbannratsesaneeas YES NO
(V) DO O I At O 1 GO D IV IS 7 oo eeeee e e e et eee et eeeeeeeeeeeees s eeeeeaseeeeesaasetsssasananeenssseneaaams arnnneesatneassnaesns YES NO
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(V) CUMTENE MEAICAHONST ...ttt ettt sttt sb et eee et et ee et oo eee et e eeeee e e ee et eeeeems s eeeeereaes YES NO
(Vi) CONLINBNCET ..ottt et st a bbbt et e e e e e e ee e e et e s e e eeet s een e enee YES NO
5. APPLICANT SERVICES/ACTIVITIES
a. Is the Center involved in any of the following:
(1} FUNGA FEISING CHVIHES ... cueevin ettt et et s s st e s ee e e e e e ee e e ee e e et eeeeeee e emeemee e reeeeemes e YES NO
(1) Craft fAIIST ...ttt e e b b s e et ettt e et et e et ee e et ra et e n e YES NO
(iii) Internships/Externships of health care STUAENIST ........ocoeeciiceeeee e et eee s eeres e est e esnsatesaeeeeneee e YES NO
If Yes, please attach description.
b. Does the Center provide the following services:
(i) PSYChialriC @SSeSSMENIST. ...ttt st e eatemtrat e sees et s reeab et s sat e enn YES NO
(i) Mental NEAlth COUNSEINGT ...ovirieeeeeeeee ettt et e ee s ees et s as s et s s s ea s s enn s sasssemsansannse YES NO
(i) MedICal COUNSEINGT. ....cceeeeiieeiireetii e ettt ee s e st eesees s s eeseas seanssens e sam s e et s sensanersensnenana YES NO
(IV) FINANCIA COUNSEING ... cveeee ettt ettt st se e st et s et et s emearsseeeeseaseesseneeseaeeassesemeaneenesaeneeannneas YES NO
(v) AlZheimer OF dBMENtIa CAIE? ........o oottt e e e e eeeem e e e e e eeeesheetssae s e e YES NO
{vi) Physical or 0CCUPAtiONal TNETAPY? «....cveci e st st se s et ses s sbe s esarssesabe st srsenesreortenaersnssres YES NO
(vii) Child or adoleSCent dAY CArE7.......cvieeiieriee e e see st e st s e et sassre e sse st seassesssaseneernsrsaneaserasines YES NO
(VIIT) MRS ... e ettt e et e eme s eeearertseeesart s s e resbesare e s eas et betantseeatentsmeeneennnteamnnennerbens YES NO
If Yes, please attach description.
c. Are any offsite recreational or field trip activities undertaken? .................coooioi i YES NO
6. CLIENT PROFILE
What is the average number of clients per day?
Source of Payment: # of Clients
Medicaid
Medicare
Private Pay
c. Age Group: # of Clients # Non-Ambulatory
50-65 years old
66-75 years old
76-85 years old
86-100 years old
Cver 100 yrs old
d. Do all clients have their own attending PhYSICIENT ........ccoccriiviiiieees et e e bt s sresn et e YES NO
7.  APPLICANT TRANSPORTATION
a. How are clients transported between their homes and the facility?
(i) Clientis responsible for thelr OWN tranSPOMELIONT . .coo ettt s rase e s eee s e e ear s YES NO
(i) Center contracts with third party to provide transportation?..........cc.occeeieerei e YES NO
(iii) Center provides tranSPOMTALIONT.......c...ciiiice e ectecre ettt s e e e reesas e ae b s sseeesessessaeaeesnsesseneesanas YES NO
b. If Center contracts with third part to provide transportation:
(i) Is the vehicle equipped with a phone or two-way radio? ... e e e YES NO
(it} Are drivers trained in CPR aNd fIrSt @107, ..c.vicii ittt ettt es s e s e s st e st e e e ssssaessan ssbesseessanerabessnsaresn YES NO
(i) Are certificates of INSUrANCE ODIAINEUT........cc.. ittt e et avae e e ne s YES NO
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If you provide transportation:

(i) s the vehicle equipped with @ phone or tWo-Way FAAIO? .........cco.eeveirereeeeeiessest s seesesiesenessessseee e enaranas YES NO
(i) Are drivers’ driving records CHECKEA?...... .o e oeeeeeeeeeereees e eea e ee e e ee e es e esenanees YES NO
(iii) Are drivers trained in CPR and first GIA7...........oeecieeeee e e ettt en e eeser et ser et eesenssesenesaneanees YES NO

How often?

{(iv} Please provide name of automobile insurance carrier and limits carried:

8. APPLICANT STAFF

® o o o

Have you submitted a sample employment application? ..........coceeieeeiieeeeiieecieee e saers et a e YES NO
Are criminal records checked fOr NEW NIFBST ..........coc. oot ee e en e YES NO
Are personal references requested and CHECOKEA . ..... ...ttt st s rne s et s serr e s e s aenssenesseenannas YES NO
Are prior empioymMENt FeferentaS NBCESSAIY?........ocv v st erestt e et esbe s e e seee e estn e tresstasressatareessresneseseanssrearaes YES NO

For each classification listed please show the number of full/part-time employees and/or independent contractors. (For
part-time staff members, show the full-time equivalent.)

Employees Independent Contractors
Part-Time Part-Time
Full-Time {Full-Time Full-Time (Full-Time
Equivalent) Equivalent)

Physicians on Staff

Physicians on Call

Dentists

Registered Nurses

Nurses Aides
Occupational/Physical Therapists
Dieticians

Beauticians/Barbers
Administrative/Clerical Personnel
Maintenance/Security Personnel
Sccial Workers

Counselors

Podiatrists

QOther-describe

Total Number of
Employees/independent
Contractors

9.  APPLICANT FACILITY

a,

is the facility equipped with:
(i) Atleast two clearly marked exifs 0N @aCH FlOOI? ..o et e e e eme e e YES NO
(i} Self-closing fire doors ON @aCh TIBOI?............oe ettt et et e e YES NO
(iiiy Automaitic fire alarm system connected to a local fire department? .......c...coeeeeviceriencnreesem e YES NO
{(iv) Smoke detectors in:
(A) COITIMON ArEAS 7 ..ttt veieritrtieeeeeee e eeeeesaame e eeeeeateaeees s easeessmeeseasaeseseassseaseeeanssseaanebaesttsesessassnnssnnnsensaneans YES NO
=3 BT = 4o o] 1 o O PO YES NO
L0 T 1 1= OO YES NO
(D) SlEEPING ROOIMIST ..ot ee ettt e e et sa e st s smee e eme e eeee e e esesteeesane ettt bbbt esaeenseas YES NO
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e.

f.

Building Description

Type of Construction?

No. of Siories?
Total Beds?

Date Built:
Complete or Partial
Sprinkler System?

Evacuation procedures:
(i) Does the Center have a wWritten emMergency PIANT ............vovieeeiveeeeeeeeee et eeee e eeseeeeeseeessaeeesemeeeasseenns YES NO
(i) Are evacuation directions posted in all parts of the Center's facility? ............c.ocooeevieeeieeeeee e YES NO
(iii) Does the staff orientation plan include a review and “walk through” of any disaster plan? .........ccceuvee.... YES NO
(iv) How often are evacuationffire drills conducted?

#1

Buildings/\Wings

#2

#3

Are handrails provided in hallways and DathrOOMS? ...........c.ocoiooe oo st eer e reaee et ene e YES NO

Do you have a written patient safety POIICY 2. an s es YES NO

If yes, attach a copy of this policy

Is smoking permitied iN the FACHIY? ...oei ettt st e e en s ees s ersees s en s enennes YES NO

10. APPLICANT HISTORY

a. Has any insurance company ever canceled, non-renewed or declined to accept your professional
HaDBIlity INSUFBNCET ..ot sttt ettt ee e e e s e et e ee e e et et e et et e seeeeee s eee e et eeeeee e e e nreeeeeeenns YES NO
If Yes, please attach a detailed explanation.
b. Has the Center been the subject of investigatory or disciplinary proceedings or reprimand by
an administrative or governmental agency or professional @sSOCIZHONT ......c.ccceeeieeeeeiieeseris e YES NO
c. Has the Center been the subject of any license suspension or revocation or been placed under
PIODETIONT ... et i s e b e e e s me s e saseats sab e sae e b e e s b e e R Es e ae s hemteae e et he e et baedratnnaberaaeRat s e e be s e eaeens YES NO
If Yes, please attach detailed explanation.
d. List prior professional insurance carried for each of the past five years. IF NONE, STATE NONE.
Was this a
Claims Made
Insurance Policy Limits of Expiration Policy Form?
Company Number Liability Deductible Premium Mo/Day/Yr Yes No Retro Date
[1 11
L1 11
111
[1] [ ]
[1] []
e. List prior general insurance carried for each of the past five years. IF NONE, STATE NONE.
Was this a
Claims Made
Insurance Policy Limits of Expiration Policy Form?
Company Number Liahility Deductible | Premium Mo/Day/Yr Yes No Retro Date
[1]

[ ]
[ ]
[}
[ ]
[ ]

— | [re——
bamat [ [ [t
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11.

CLAIMS

a.

Has any professional liability claim or suit been brought against the Center and/or any of its employees?.....YES NO

If Yes, please submit;

(i) Afully completed Supplemental Claim Information form (SM174-2 10/92) for each claim or suit.

(i) Professional liability loss experience, currently valued, from the applicant's prior professional liability insurance carrier
for each of the last five (5) years.

Is the applicant aware of any circumstances which may result in a professional liability claim or suit
being made or brought against the applicant or any of itS eMPIOYEEST ........c..oceeeveireieirieeeres et YES NO
If Yes, aftach a detailed explanation.

Has any general liability claim or suit been brought against you and/or any of your employees?.................... YES NO
If Yes, please submit:
(i) Afully completed Supplemental claim Information form (SM174-2 0/92) for each claim or suit.

(i) General liability loss experience, currently valued, from your prior professional liability insurance carrier for each of
the last five (5) years.

NOTICE TO APPLICANT: The coverage applied for is SOLELY AS STATED IN THE POLICY, which provides coverage on a

"CLAIMS MADE" basis for ONLY THOSE CLAIMS THAT ARE FIRST MADE AGAINST THE INSURED DURING THE POLICY
PERIOD unless the extended reporting period option is exercised in accordance with the terms of the policy.

Any person who knowingly defrauds any insurance company by filing an application for insurance containing any false information or
concealing, for the purpose of misleading, information concerning any fact thereto commits a fraudulent insurance act, which is

subject to criminal and civil penalties.

WARRANTY" | warrant to the Insurer, that | understand and accept the notice stated above and that the information contained herein

is true and that it shall be the basis of the policy of insurance and deemed incorporated therein, should the Insurer evidence its

acceptance of this application by issuance of a policy. | authorize the release of claim information from any prior insurer to the

underwriting manager, Company and/or affiliates thereof.

Name of Applicant Title (Officer, partner, etc.)

Signature of Appiicant Date

SIGNING this application does not bind the Applicant or the Insurer or the Underwriting Manager to complete the insurance, but
one copy of this application will be attached to the policy, if issued.

EIC 3058-03 6/03 Page 6 of 6




