Custom Assurance
PLACEMENTS, LTD.

A SPECIALTY LINES INSURANCE BROKER

PO Box 5736, Columbia, SC 29250-5736
Phone: (803) 799-1770 Fax: (803) 799-1817

Medical Tourism Facilitator Professional Liability

Generd Information Effective date desired:

Name of Company

(if other than parent firm, supply full details of ownership entity):

Address: Country:

City: Sae Zip:
Contact Name: Title

E-mail Address: Phone: (___ )
Website: Fax: (__)

2. Statein which the gpplicant is domiciled:

Other Locations:

3. Applicant is aan: (please check)
a) [ ] Individual [ ] Partnership [ ] Corporation [ ] Professiond Association

[ ] Other (describe):

b.) [ ] Non-Profit [ ] Forprofit [ ] Both

4. Dae of establishment: (MM /DD/YY)

5. List dl that apply:

a) states where the goplicant operates:

b.) destination countries y our paients/employ ees may select:

K:\GPSFacilitator Liability\CAP Med Fac Liab app 06-2011ed.doc



c.) do you maintain records on types of procedures performed, destination countries,
specific care providers (hospitals, etc.), gender, age and results of patients?

[ ]Yes [ ]No
6. Is the Applicant amember of Trade Association? [ ] Yes [ ]No

If, Yes, pleaselist al:

7. s the gpplicant engaged in, owned by or associate with or controlled by any other business?
[ ]Yes [ ]No

If yes, provide details (use an additiona sheet if necessary):

8. Pleaselist the individual shareholders or partners of the company .

9. Pleaselist the procedures for which you provide medical tourism services: (i.e, dentd,
orthopedics, cosmetics, cardiology and providelist of procedures for each category)

10. Does the Applicant manage its internet services?
[]1 Yes [ 1 No
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11. Does the Applicant anticipate adding any new services within the next year?
[ ] Yes [ ] No

If yes, please describe:

12. Does the Applicant own (wholly or inpart), operate or administer any ather
business or other institution where medica services are customarily rendered?
[ ] Yes [ ] No

If yes, provide detalls:

13. Does the Applicant advertiseitsprofessional services in any manner (other than
astandard telephone directory listingor Internet link)?
[ ] Yes [ ] No
(If yes, please attach a copy of ALL of the advertisements and web addr esses)

14. Does the Applicant paticipatein any activity, e.g newspger columns,
broadcasts, etc. whereby professional adviceis offered to the public?
[ ] Yes [ ] No

15. Hold Harmless (Indemnification) Ageements. [ ] Yes [ ] No
[ ] Infavor of the Applicant: if the Applicant has obtained any written indemnification
ag eements holdingthe Applicant harmless, please describe, indicated if certificates of
insurance are obtained & attach asample copy:

[ ] Infavor of others: the Applicant agrees to hold harml ess others under written
contract — attach copies.

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

If yes:

a) Has the Applicant implemented procedures to comply withthe HIPPA Privacy Rule?
[] Yes [ 1 No

b.) Provide the name and title of the Applicant’s Privacy Officer:
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17. Please state the number of client medical tripsyou arranged in thelast 12 months
and estimate the next 12 months:

Type of Encounters #for Last 12 Months Estimated # for Next 12
Months
Client or Employee
M edid Trips
18. Sate Projected gross revenue:
Saurce Amount thisHscal Year | Amount Next Fiscal Year
Feefor Service $ $

19. Please Provide the number of case mangers you employ:
a. Areany of your enployees required to belicensed by state regulations?
[ ] Yes [ ] No
b. Areany of your case managers medicaly credentialed?
[ ] Yes [ ] No
c. Doyou have any independent cortractors?
[ ] Yes [ ] No
If yes, list the number and type of independent contracts who provideprofessional
services on your behalf.

Number Type

d. Iscontinuing education or staff development required for your employ ees?
[] Yes [ 1 No

e. Name of medicd director or affiliated physician or physician’s practice (if any).

|. Is coverage provided for the medical director under any other insurance policy ?
[ ] Yes [ ] No

If yes, please provide type of policy and name of carrier:

[1. Areyou held harmless by the affiliated phy sician practice?
[ ] Yes [ 1 No

Hiring Practice
20. a Do you conduct acrimind background check?
[ ] Yes [ ] No
b. Do you require signed applications on all prospective employ ees?
[ ] Yes [ ] No
c. Doyou verify dl professiond qudifications, licenses and certifications?
[ ] Yes [ 1 No
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d . Do you require professional and persona references on each employ ee?

[ ] Yes [ ] No
e. Do you providetraining and orientation for new employ ees?
[ ] Yes [ ] No

f. Do you verify any pending license suspensions or revocations or any pending
disciplinary actions by cther facilities?
[ ] Yes [ ] No
g Do you ask if there have been any Professiond Liability or work-related
clams made against the progpective employeein the past?
[ ] Yes [ 1 No
h. Do you have written job descriptions?
[ ] Yes [ ] No
i. Do you require drug/dcohol screening?
[ ] Yes [ ] No

RISK M ANAGEM ENT/LOSSCONTROL
21. a Isthereawritten and formalized Quality Assurance Program?

[ ] Yes [ 1 No
b. Isthere awritten and formaized Risk M anagement Program?
[ ] Yes [ 1 No
c. Doyou have astandard sygem to handle aclient’s complaints or suggestions?
[ ] Yes [ ] No
d. Do you have aQudity Assurance Depatment?
[ ] Yes [ 1 No
e. In case of an emergency, is management available 7 days aweek, 24 hours aday ?
[ ] Yes [ ] No

If applying as an employer:
f. Does your hedth insurance plan include medica tourism as an option?

[ ] Yes [ ] No
g Does your hedth plan include medica tourism as arequirement?
[ ] Yes [ 1 No
h. Does y our plan include pay ment for use of medical tourism facilitators?
[ ] Yes [ 1 No
Insurance & Claim Information
22. Do you currently carry Professiond Liability Insurance? [ ] Yes[ ] No
Policy Period I nsurance Limit of Deductible Policy Form: Premium
From: To: company Liability Clams Madeor
MM/DD/YY MM/DD/YY Occurrence?
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If claims made, what is the retr oactive date/prior acts date on your current policy ?

(MM DD/YY)

23. Clams history:

a Duringthe past five (5) years, have there been any professiona claims or incidents
made against you, any employee or former employ ee, the Applicant or anyone
praposed for this insurance?

[ ] Yes [ ] No

PLEASEATTACH CURRENTLY VALUED COMPANY LOSS RUNS FOR THE PRIOR
FIVE (5) YEARS IF NO PRIOR COVERAGE, COMPLETE ATTACHED CLAIM
SUPPLEM ENT

b. Areyou, or anyone proposed for this insurance aware of any fact(s), incident(s),
act(s), event(s), circumstance(s), or occurrence(s) that may result in aclam(s)
being made against you?

[ ] Yes [ ] No
If yes, please provide full details:

c. Havethere been any prior complaints or incidents reported arising out of aleged
or actua physical or sexua abuse or mol estation?
[ ] Yes [ 1 No
If yes, please fully describe the circumstances and follow up actions taken:

24. Do yousolicit, discuss, sell or receive commissions for travel accident insurance sa es?
[ ] Yes [ 1 No
a If yes, please providethe names if insurance companies that you represent andtheir
correspondingAM Bed Rating (Insurer must berates A or better)

b. Do you have an appropriate insurance license for the sale of travel accident insurance?
[ ] Yes [ ] No (Pleaseattach acopy of thelicensefor every agent)

c. What isyour annua gross premium volumefor:

Current Year to date:
Previous Cdendar Year:

d. Do you makesurethat insurance coverage discussions are limited to employ eesthat
have an appropriate insurance li cense?
[ ] Yes [ 1 No If no, please explain:
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e. Doyoureview coverage exclusions and eigbility of peopletravellingfor the purpose
of havingamedica procedure with each travel accident insurer?
[ ] Yes [ 1 No

25. Do you engagein any travel agent activities?
[] Yes [ 1 No

Please fully describe how your clients travel is booked and who is responsible for travel agent
activities.

THE APPLICANT DECLARESTHAT IFTHE INFORM ATION SUPPLIED ON THIS
APPLICATION CHANGESBETWEEN THE DATE OF THISAPPLICATION AND THE
INCEPTION DATE OF THE POLICY PERIOD, WILL IMM EDIATELY NOTIFY THE
UNDERWRITERSOF SUCH CHANGE. SGNING OF THISAPPLICATION DOESNQOT
BIND THEUNDERWRITERSTO OFFER, NOR THE APPLICANT TO ACCEPT
INSURANCE; BUT IT ISAGREED THAT THISAPPLICATION SHALL BETHEBASSOF
THEINSURANCE AND MADE A PART OF THE POLICY SHOULD A POLICY BE
ISSUED.

APPLICABLEIN THE STATE OF NEW YORK: ANY PERSON WHO KNOWINGLY AND
WITH INTENT TODEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES
AN APPLICATION FOR INSURANCE OR STATEM ENT OF CLAIM CONTAINING ANY
MATERIALLY FALSE INFORM ATION OR CONCEALSFORTHE PURPOSE OF
MISLEADING, INFORMATION CONTAINING ANY FACT MATERIAL THERETO,
COMMITSA FRAUDULENT INSURANCE ACT, WHICH ISA CRIME, AND SHALL
ALSO BESUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND
DOLLARSAND THESTATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.

*Notice applicable in most states:

Any personwho knowindy and with intent to defraud any insurance company or ather person,
files an gpplication for insurance, or statement of claim containingany materidly fase
information or conceds for the purpase of misleading, information concerning any materia fact,
commits afraudul ent insurance act, which is acrime and may aso be subject to civil pendty.

I/We hereby declarethat the above statements and paticulars aretrue and I/we agree that this
application shall be the basis of the contract with the insurance company.
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Applicant’s Sgnature Title Date (MMIDD/YY)

PLEASE INCLUDE THE FOLLOWING INFORMATION WITH YOUR SUBMI SSI ON:

[ ] COPY OF 5YEAR CURRENTLY VALUED HARD COPY COMPANY LOSSRUNS

[ 1 COPY OF THE DECLARATION PAGE OF YOUR MOST RECENT PROFESSIONAL LIABILITY POLICY
[ 1IF ASTART UPFIRM, COPY OF THE PROFCRMA BUSINESS PLAN

[ ] COPY OF ANY ADVERTISING BROCHURES OR ADVERTISEMENT S

[ ] COPY OF A SAMPLE CLIENT/PHY SICIAN/PROVIDER CONTRACTS

[ ] RESUMES/CV SFORALL KEY PERSONNEL, PRINCIPALS,

EXECUTIVES, MEDICAL DIRECT ORS AND/OR ADMINIST RAT ORS

[ ] MEDICAL TOURISM RECORDS FOR YOUR FIRM BY PROCEDURE - INCLUDING AGE, GENDER
AND HOME STATE OR PATIENT, DESTINATION COUNTRY AND FACILITY (DO NOT INCLUDE
PATIENT NAMES)

YOU SHOULD SECURE PROOF OF MEDICAL MALPRACTICE INSURANCE FOR
ALL PHYSICIANS, DENTISTS, SURGEONS AND NURSE ANESTHETISTS
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