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3.   Other 
 

a.   Has any license or accreditation ever been suspended, denied or revoked? Yes No 

b.   Please list all professional association(s) in which the Applicant is a member in good standing: 
 
 

c. Has the Applicant ever had its professional liability insurance policy cancelled or non - 
renewed? Yes No 

 

d.   If Yes, please explain:    
 

 
 
 

IV. OPERATIONS 
 

1.   Indicate current staffing levels: 
 

 
Staff 

Employed Contracted 
Full Time Part Time Full Time Part Time 

Administrators        

MD/Physicians        

Nurses        

Homemakers/Nurse Aids        

Psychologists        

Counselors        

Therapists        

Students or volunteers        

Other (describe):          
 

2.   Check the hiring procedures that apply or are performed by this operation: 
Criminal Background Checks Verification of certification or professional licensing 
Drug screening or testing                                           Reference Checks 
Questioning of employees in their previous involvement as defendants in professional malpractice litigation 

 

3.   Schedule of Physicians – on Staff or Contracted: 
 

 
Name & Specialty 

 

Board 
Certified 

Board 
Eligible 

Hours/Week
Worked 

Volunteer, Contracted 
or Employed 

Has 
Malpractice 
Insurance 

          Yes No 
          Yes No 
          Yes No 
          Yes No 

 

4.   List the duties of the physician(s) in 3. above:    
 

 
5. Do you want any listed physician to be covered under the facility’s policy? Yes No

6. a.   Are any drugs or medications administered or prescribed? Yes No

b.   If Yes, please explain:   
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V.  LOCATION INFORMATION 
 

1.   Schedule of Locations: If more than five locations, please attach a separate sheet of locations. 
 

  Address Types of Services Provided 

# 1    

# 2    

# 3    

# 4    

# 5    
 

2.   a.   Are there any camp, adventure/wilderness, ropes courses or any type of recreational 
programs? Yes No 

 

b.   If Yes, please submit brochure or describe activities:    
 

 
3.   a.   Are there any firearms on the premises? Yes No 

 

b.   If Yes, please describe:    
 

c. Are the firearms locked in a secure place away from the residents? Yes No 
 

d.   If No, please describe:    
 

4.   a.   Are there any animal exposures on the premises?                                                                               Yes     No 

b.   If Yes, are the animal exposures:     Owned        Non-owned? 

c. If Yes, please describe, including number of animals and type/breed:    
 
 

5.   a.   Are there any lakes, ponds, rivers, pools or other bodies of water on the premises? Yes No 
 

b.   If Yes, please describe:      
 

c. Are there any swimming or boating activities? Yes No

d. 

e. 

If there is a pool or body of water, then is it fenced with a self-locking gate? 

If there is a pool or body of water, then is there a diving board and/or slide? 

Yes
 

Yes

No
 

No

VI. COVERAGE REQUESTED 
 

1.   Complete and attach the appropriate supplemental application with your submission. 

2.   Check the coverages and limits that the Applicant would like quoted: 

a.   Coverages: GL Professional Excess (Attach Acord App) 

b.   Limits: $100,000/$100,000 $300,000/$300,000 $500,000/$500,000 
$1,000,000/$1,000,000 $1,000,000/$2,000,000 $1,000,000/$3,000,000 

3.   a.   Do you want physical abuse/sexual molestation coverage to protect you for alleged acts 
of your employees? Yes No 

b.   If Yes, at what limits? $25,000/$50,000 $50,000/$100,000 $100,000/$300,000 
$250,000/$250,000 $500,000/$500,000 Other:    
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.ALLIED MEDICAL – GROUP HOME (NON-ELDERLY RESIDENTS) 
SUPPLEMENTAL APPLICATION 

SUBMIT WITH ALLIED MEDICAL GENERAL APPLICATION 
 

For NURSING HOMES, please complete the Allied Medical Long Term Care Supplemental Application. 
 

I. APPLICANT INFORMATION    Location Number:        

1. Applicant Name:       

2. Location Address:       

 County:       Telephone Number:       

3. Is the Applicant a:      Building Owner      Tenant      General Lessee 

4. a. Number of licensed beds:       b. Number of occupied beds:       

5. a. Range of resident ages?       b. How many are: Male?       Female?       
 

II. PATIENT CENSUS 
 

 # Ambulatory # Ambulatory with Assistance # Non-Ambulatory 

Severely/Profoundly Retarded                   

Mild/Moderately Retarded                   

Psychotic or Sociopath                   

Schizophrenic                   

Drug or Alcohol Rehab                    

Emotionally Disturbed/Depressed                   

Other (specify)                   
 

III. SAFETY CONTROLS 

1. What precautions are taken to keep track of residents?       

       

2. Does the Applicant have sign out procedures?   Yes   No 

3. Are there alarms on doors to prevent residents from wandering from the residence?   Yes   No 

4. What controls/standards are in place to handle any special dietary needs of the residents?       

       
 

IV. PREMISES INFORMATION 

1. a. Construction of building:       

2 a. Year built/updated:       b. Square feet:       c. Number of floors:       

3. a. Age of wiring/update:       b. Number of fire extinguishers:       

4. Number of fire escapes:         

5. a. Is the building fully sprinklered?  Yes   No 

 b. If No, what % is sprinklered?      %  

6. a. Do all bedrooms/hallways have smoke detectors?  Yes   No 

 b. Are smoke detectors electronic or battery operated?       

7. a. Does Applicant’s facility have a fire alarm?  Yes   No 

 b. If Yes, indicate type:   Central     Local c. Distance to the nearest fire station:       



COLONY SPECIALTY 
ALLIED MEDICAL – GROUP HOME 

SUPPLEMENTAL APPLICATION 
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8. Are handrails provided in hallways and bathrooms?  Yes   No 

9. a. Are there any firearms on the premises?  Yes   No 

 b. If Yes, please describe:       
 

V. STAFF 

1. Please indicate number of current staff: 

 1
st

 Shift 2
nd

 Shift 3
rd

 Shift   1
st

 Shift 2
nd

 Shift 3
rd

 Shift 

RNs                    Psychologists                   

LPNs                    Counselors                   

Nurse Aides                    Speech Therapists                   

Other (Specify) 

      
                  

 Physical Therapists                   

 General Caregivers                   
 

2. Are Psych./MD:   Employees or   Independent Contractors 

3. a. Do any residents attend school/workshops?  Yes   No 

 b. If Yes, indicate number of residents:        

4. a. Do any residents work full or part time?  Yes   No 

 b. If Yes, indicate number of residents:        
 

VI. STATE INSPECTION 

1. Date of last State Inspection/Survey:       

2. Total number of Deficiencies:       

3. a. Corrective Action Plan accepted by State:  Yes   No 

 b. If Yes, date accepted:        /         /         

4. Indicate number of complaints investigated by State the past two years:       

5. Indicate number of substantiated complaints:       
 

Please attach complete details about all programs offered. 
 

* Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, 
information concerning any fact material thereto, may be committing a fraudulent insurance act, and may be subject to a civil 
penalty or fine. 

* Not applicable in all states 

WARRANTY STATEMENT AND SIGNATURE: 

The undersigned authorized officer of the Applicant declares that the statements set forth herein are the 
result of said officer’s inquiry and, as such, are true, accurate and complete.  The undersigned 
authorized officer agrees that if the information supplied on the application changes between the date 
the application is signed and the effective date of the insurance that is the subject of this application, 
such officer will immediately notify us of such changes and we may withdraw or modify any outstanding 
quotations and/or authorization or agreement to bind the insurance.  Signing this application does not 
bind the Applicant to purchase, or us to issue, any insurance policy. 
 

   

Authorized Signature on behalf of Applicant  Sub-Producer 
 
 

   

Title/Date  Producer 
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