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APPLICATION CHECKLIST FOR  
LOCUM TENENS AND CONTRACT STAFFING ORGINIZATIONS 

 
 
 
For:  
 
 

 
The following documentation MUST be provided along with the completed application(s) or the 
insurance companies will not process it.  
 

1. Signed “Agent of Record” form 
2. Signed “Authorization to release claim history/loss run information”  - one for each previous 

insurance carrier that you have had insurance  
3. Copy of current insurance “declaration” page (not certificate of insurance) 
4. Current CV/Resume for Principals 
5. Copy of business plan or operation 

 
 
The Underwriter upon review of the submission may determine that they need additional information 
or clarification. 
 
 
 



AGENT  OF  RECORD 
Designation/Correction 

 
 
For:   
 
    
 

For the purposes of obtaining premium quotations, explanation of policy 
features and benefits, and for the completion of an application and submission of 
said application for approval with your Company, or to affect the renewal of 
coverage with your Company, I hereby appoint as my insurance agent of record: 
 

 
Professional Liability Solutions, LLC 

 
 Any other previous representations by others to act as my agent of record 
should be disregarded. 
 
   
Authorized Signature:   Date 
 

AUTHORIZATION  TO  RELEASE  INFORMATION 
 

For the purpose of obtaining a premium quotation and/or underwriting  
my application for professional liability insurance, I, the undersigned, authorize 
my professional society or association, present or prior insurance carrier, or 
hospital to release information involving either underwriting or claims matters, 
including reported incidents and reserves. 
 The undersigned hereby releases and agrees to hold harmless all persons 
or organizations releasing information described above, their agents, servants, 
and employees from any liability arising out of the release or use of any 
information released or furnished pursuant to this authorization. 
 
   
Authorized Signature:   Date 
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Authorization to Release Claim History/Loss Run Information 
 
 

 

I,   
(Individual) 

 

   
(Corporate Entity) 

 
authorize    
 

to release my claim history, including reserves for Policy #:   
 

Current Mailing Address:   
 

City:  State:  Zip:   
 
 

Coverage Period   From :  To :   
 
 
 
 
 
 
To whom should we return the claim history report? 
 
Company/Facility Name:   
 

Attention To:   
 

Fax Number:   
 

Address:     
 

City:  State:    Zip    
 

 
Authorization to release 
My signature below authorizes the release of this Claim History/Coverage Verification. 
 
_____________________________________________  _______________ 
(signature of named individual – no stamped signatures accepted)  (current date required) 
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APPLICATION FOR LOCUM TENENS AND CONTRACT STAFFING ORGANIZATIONS 
PROFESSIONAL LIABILITY 

(CLAIMS MADE BASIS)

APPLICANT’S INSTRUCTIONS: 
1. Answer all questions. If the answer requires detail, please attach a separate sheet. 

2. Application must be signed and dated by owner, partner or officer. 
3.  Please do not complete application earlier than 45 days before proposed effective date of coverage. 

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

1. APPLICANT INFORMATION 

 a. Name of Applicant Organization:   

b. Principal business premise address:   
    (Street)  (County)  

      
   (City) (State) (Zip) 

 c. [   ] Corporation     [   ] Limited Liability Corporation     [   ] Partnership     [   ] Other 

 d. Number of years under present ownership: ________________ 

 e. Number of employees:   Full time ____________ Part time _________   Total ____________ 

 f. Coverage is requested for:  A. Locum Tenens [   ]      B. Contract Staffing [   ] 

 g. Proposed Inception Date of Insurance: _____________________ 

h. Limits of Liability Requested: ____________ (per claim) ______________ (agg.) _______________ (deductible) 

i. Is the Applicant a “Covered Entity” under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) Privacy 
Rule?....................................................................................................................................................... [   ] Yes  [   ] No 

 If Yes, 

 (i) Has the Applicant implemented procedures to comply with the HIPAA Privacy Rule?...... .......... [   ] Yes  [   ] No 

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

Our Business Associate Agreement is available at www.shand.com or by fax by calling (847) 572-6268 (Form No. 
ZZ50002). This is the only Business Associate Agreement we will recognize. 

2. CLAIMS/HISTORY 

 a. Has the applicant or have any of the employed or contracted physicians: 

  (i) Ever been the subject of disciplinary or investigative proceedings or reprimand by a  
governmental or administrative agency, hospital or professional association? ......................... [    ] Yes   [    ] No 

  (ii) Ever been convicted for an act committed in violation of any law or ordinance other  
than traffic offenses?.............................................................................................................................................. [    ] Yes   [    ] No 

  (iii) Even been treated for alcoholism or drug addiction?................................................................................. [    ] Yes   [    ] No 

  (iv) Ever had any state professional license or license to prescribe or dispense narcotics  
refused, suspended, revoked, renewal refused or accepted only on special terms or  
ever voluntarily surrendered same? ................................................................................................................. [    ] Yes   [    ] No 

  (v) Ever had any insurance company or Lloyd’s cancel, decline, refuse to renew or accept  
only on special terms their malpractice insurance?.................................................................................... [    ] Yes   [    ] No 

Please attach a detailed explanation for any Yes answers. 

Professional Liability Solutions, LLC 

   

   

 

7421 Carmel Executive Park, suite 226 ♦ Charlotte, North Carolina  28226 
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Form No. 82595 (7/03) 7

SUPPLEMENTAL CLAIM INFORMATION

1. Full Name of Applicant: __________________________________________________________________

2. Full Name of Claimant: ________________________________________ Age ____________________

3. Indicate whether: Claim Suit Incident 

4. Date of Incident: __________________________ 5. Date Claim was Reported:______________________

6. Additional Defendants: ________________________________

7. If Closed:
Total Loss Paid Including Deductible: $_____________ Defense Costs: $_____________
Indicate whether: Court Judgement or Out of Court Settlement 
Date Closed: _________________

8. If Pending:
Amount $ Amount $

Claimant’s Settlement Demand Defendants Offer for Settlement

Insurers Loss Reserve Deductible Amount

Is Claim in Suit? Yes  No If Yes, Amount asked in Summons

9. Insurance Carrier: ________________________________________________________________________

10. Description: (Please provide enough information to allow evaluation. Use reverse side or attachment if 
additional space is required.)

a. Alleged acts, error or omission 
upon which Claimant bases claim

b. Description of case and events:

c. Description of the type and extent 
of injury or damage allegedly 
sustained:

Signature of Applicant Date of Signature

Print or Type Name


	Text116: 
	0: 
	1: 

	Text207: 
	carrier1: 
	policyno1: 
	Text119: 
	0: 
	1: 

	Text120: 
	0: 
	0: 

	1: 
	0: 


	Text121: 
	0: 
	1: 

	Text122: 
	0: 
	1: 

	fromdate1: 
	todate1: 
	Text125: 
	Text131: (704) 927-5981
	BORName: 
	Check Box2: 
	0: 
	0: Off
	1: Off
	2: Off

	1: 
	0: Off
	1: Off
	2: Off


	1: 
	FillText2: 
	FillText3: 
	FillText4: 
	FillText1: 
	Text15: 
	0: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 


	FillText5: 
	FillText6: 
	FillText7: 
	FillText8: 
	2: 
	FillText10: 
	FillText11: 
	FillText12: 
	FillText9: 
	FillText13: 
	FillText14: 
	FillText15: 
	FillText16: 
	3: 
	FillText17: 
	FillText18: 
	FillText19: 
	FillText20: 
	FillText21: 
	FillText22: 
	FillText23: 
	FillText24: 
	4: 
	FillText26: 
	FillText27: 
	FillText28: 
	FillText29: 
	FillText30: 
	FillText31: 
	FillText25: 
	FillText32: 
	5: 
	FillText33: 
	FillText34: 
	FillText35: 
	FillText36: 
	FillText37: 
	FillText38: 
	FillText39: 
	FillText40: 
	6: 
	FillText41: 
	FillText42: 
	FillText43: 
	FillText44: 
	FillText45: 
	FillText46: 
	FillText47: 
	Check Box3: Off
	FillText48: 
	FillText49: 
	FillText50: 
	FillText51: 
	FillText52: 
	FillText53: 
	FillText54: 
	Check Box4: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off

	1: 
	0: Off
	1: Off
	2: Off
	3: Off


	FillText55: 
	FillText56: 
	FillText57: 
	FillText58: 
	FillText59: 
	FillText60: 
	FillText61: 
	FillText62: 
	FillText63: 
	FillText64: 
	FillText65: 
	FillText66: 
	FillText67: 
	FillText68: 
	FillText69: 
	FillText70: 
	FillText71: 
	FillText72: 
	FillText73: 
	FillText74: 
	FillText75: 
	FillText76: 
	FillText77: 
	FillText78: 
	FillText79: 
	Check Box5: 
	0: 
	0: Off
	1: Off

	1: 
	1: Off
	0: 
	0: Off
	1: Off
	2: Off



	Check Box6: 
	0: Off
	2: Off
	3: Off
	1: 
	0: Off
	1: Off


	Check Box7: 
	0: Off
	1: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off

	4: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off


	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off

	4: 
	0: Off
	1: Off

	5: 
	0: Off
	1: Off

	6: 
	0: Off
	1: Off

	1: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off

	1: Off





	2: 
	0: Off
	1: Off



	i: 
	ii: 
	iii: 
	FillText80: 
	FillText81: 
	Check Box8: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off

	2: 
	2: Off
	3: Off
	1: Off
	4: Off
	0: Off

	3: 
	1: Off
	2: Off
	3: Off
	0: Off
	4: Off

	1: 
	1: Off
	2: Off
	4: Off
	3: Off
	0: Off

	4: 
	1: Off
	2: Off
	0: Off
	3: Off
	4: 
	0: Off
	1: Off



	FillText82: 
	FillText83: 
	FillText84: 
	FillText85: 
	FillText86: 
	FillText87: 
	FillText88: 
	FillText89: 
	FillText90: 
	FillText91: 
	If_Yes_please_describe: 
	Please_provide_information_concerning_Physician_Da: 
	Fiscal_Year: 
	Total_Number_of_Locum_Tenens_Physician_Days: 
	Specialties_See_Physician_Classes_1Ato_8_below: 
	States1: 
	Fiscal_Year1: 
	Total_Number_of_Locum_Tenens_Physician_Days1: 
	Specialties_See_Physician_Classes_1Ato_8_below1: 
	States2: 
	Fiscal_Year2: 
	Total_Number_of_Locum_Tenens_Physician_Days2: 
	Specialties_See_Physician_Classes_1Ato_8_below2: 
	States3: 
	Fiscal_Year3: 
	Total_Number_of_Locum_Tenens_Physician_Days3: 
	Specialties_See_Physician_Classes_1Ato_8_below3: 
	States4: 
	Fiscal_Year4: 
	Total_Number_of_Locum_Tenens_Physician_Days4: 
	Specialties_See_Physician_Classes_1Ato_8_below4: 
	States5: 
	No_Full_Time: 
	No_Part_Time: 
	No_Full_Time1: 
	No_Part_Time1: 
	No_Full_Time2: 
	No_Part_Time2: 
	No_Full_Time3: 
	No_Part_Time3: 
	No_Full_Time4: 
	No_Part_Time4: 
	No_Full_Time5: 
	No_Part_Time5: 
	No_Full_Time6: 
	No_Part_Time6: 
	No_Full_Time7: 
	No_Part_Time7: 
	No_Full_Time8: 
	No_Part_Time8: 
	No_Full_Time9: 
	No_Part_Time9: 
	No_Full_Time10: 
	No_Part_Time10: 
	FillText92: 
	FillText93: 
	FillText94: 
	FillText95: 
	FillText96: 
	FillText97: 
	FillText98: 
	FillText99: 
	FillText100: 
	FillText101: 
	FillText102: 
	FillText103: 
	FillText104: 
	FillText105: 
	FillText106: 
	FillText107: 
	FillText108: 
	FillText109: 
	FillText110: 
	FillText111: 
	FillText112: 
	FillText113: 
	FillText114: 
	FillText115: 
	FillText116: 
	FillText117: 
	FillText118: 
	FillText119: 
	FillText120: 
	FillText121: 
	FillText122: 
	FillText123: 
	FillText124: 
	FillText125: 
	FillText126: 
	If_Yes_please_describe1: 
	Check Box9: 
	0: Off
	1: Off

	Please_provide_the_following_information_for_the_p: 
	FillText128: 
	FillText127: 
	0: 
	1: 

	FillText130: 
	FillText131: 
	0: 
	1: 

	FillText132: 
	FillText133: 
	0: 
	1: 

	FillText134: 
	FillText135: 
	0: 
	1: 

	FillText137: 
	FillText136: 
	0: 
	1: 

	FillText138: 
	FillText139: 
	FillText140: 
	FillText141: 
	FillText142: 
	FillText143: 
	FillText144: 
	FillText145: 
	FillText146: 
	FillText147: 
	FillText148: 
	FillText149: 
	FillText150: 
	FillText151: 
	FillText152: 
	FillText153: 
	FillText154: 
	FillText155: 
	FillText156: 
	FillText157: 
	FillText158: 
	FillText159: 
	FillText160: 
	FillText161: 
	FillText162: 
	FillText163: 
	FillText164: 
	Name_of_Applicant: 
	Title_Officer_partner_etc: 
	Date: 
	claimant1: 
	age1: 
	claimcheck1: Off
	suitcheck1: Off
	incidentcheck1: Off
	incidentdate1: 
	claimdate1: 
	defentdants1: 
	loss1: 
	defense1: 
	courtcheck1: Off
	outofcourtcheck1: Off
	dateclosed1: 
	demand1: 
	offer1: 
	reserve1: 
	deductible1: 
	suityes1: Off
	suitno1: Off
	summons1: 
	claimcarrier1: 
	allegedacts1: 
	caseandevents1: 
	injuryordamage1: 
	applicantname: 
	Text3: 
	Text4: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	0: 
	1: 
	2: 
	3: 
	4: 
	0: 
	1: 
	0: 
	1: 
	2: 
	0: 
	1: 
	0: 








	Check Box10: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off

	2: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off





