
Every statement MUST be completed. Write “NONE” if that applies. PLEASE TYPE OR PRINT.

SECTION I: GENERAL INFORMATION (To be completed by all applicants) Agent_____________________________

1. Full Name ____________________________________________________________  Male  Female  Date of Birth
  Last First M.I.

2. Home Address _______________________________ City______________________ State ___________ Zip________

3. Mailing Address ______________________________ City______________________ State ___________ Zip________
(If different from home address)

4. Home Telephone (____) __________________ Professional Degree_________ Lic# _____________ State__________

5. I practice as: 

 Solo Practitioner - UNINCORPORATED Revenue $ ___________________________________

 EMPLOYEE or INDEPENDENT CONTRACTOR (List name of each employer)____________________________

 PARTNERSHIP (List name of partners) *________________________________________________________

 PROF. CORP. or PROF. ASSN. (List name of corp. & principals) * ____________________________________
__________________________________________________________________________________________________

* All members of a partnership as well as all shareholders of a professional corporation who practice
dentistry must be covered under

6. Character of Practice:  General  Endodontics  Oral & Maxillofacial Surgery  Oral Pathology  Orthodontics

 Pedodontics  Periodontics  Prosthodontics  Other _________________________________

SECTION II: COVERAGE REQUEST

1. Plan of Insurance Desired: 2. Requested Limits of Liability:

 Occurrence  Claims Made  Bridge  $100,000/$300,000  $200,000/$600,000
 $500,000/$1,500,000  $1,000,000/$3,000,000

3. Requested Effective Date: ____/____/____ 4.*Requested Retroactive Date: ____/____/____
*To be completed by all applicants who are leaving an 
existing claims made program. Refer to the declarations
page of your policy to determine the retroactive date.
Attach acopy of the current declarations page
showing the retroactive date.

5. List Your Professional Liability Insurance carrier for each of the last five (5) years. If none, state NONE. 

Inception Date Expiration Date Name of Insurance
Company

Policy Number Premium Limits of Liability
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