BB&T INSURANCE SERVICES

110 Dixie Street
Carrollton, Georgia 30117
Office 1-800-356-9804 Fax 1-888-751-2097
TO:
COMPANY:
FAX #:
DATE;

SUBJECT: DATIA Professional Liability Application
Specified Medical Professional Liability Application
Commercial Lines Supplemental Application
Employment Practices Liability Application (Including
Third Party)
This is a 23 page document (including cover sheet)

The DATIA Professional Liability insurance program is endorsed by DATIA, and was specifically
designed for drug and alcohol testing facilities. We have the following products available:

LINE OF COVERAGE CARRIER ACCEPT/REJECT
QUOTE
DATIA Professional Liability Markel Insurance Co. [ 1¥es { JNo

{Testing Services, Background Checks, & MVR’s)

Specified Medical Professional Liability Markel Insurance Co. [ 1¥es [ 1Mo
(Phlebotomy, First Aid Training, CPR Training, Flu Shots, Inoculations, & Physical Examinations)

Commercial Lines Zurich [ JYes [ ]No
(YOU MUST MAINTAIN THE DATIA PROFESSIONAL LIABILITY TO QUALIFY FOR THESE COVERAGES)

Employment Practices Liability United States Liability Company | ]Yes [ ]No
(Inchiding 3™ Party Sexual Harassment)

If you would like a quotation, please accept/reject above, complete the attached applications for Lines of
Coverage(s) desired 1o be quoted and return to our office. Please note that afl members may not qualify for
all products.

Should you have any questions, please contact our office at 1-860-356-9804. We are committed to
providing you with the very best combination of service, protection, & price, Thank you for the confidence
you have placed in BB&T Insurance Services, Inc.

Please quote the above “Lines of Coverage™ as per the enclosed applications.

X
Applicant Signature Date

For your convenience, we have included a fax cover sheet to our office.  Thank you!

NOTE:

THE INFORMATION COMNTAINED IN THIS FACEIMILE MESSAGE IS PRIVILEGED AND CONFIDENTIAL INFORMATION INTENDED ONLY FOR THE
USE OF THE INDIVIDUAL OR ENTITY NAMED ABOVE. IF THE READER OF THIS MESSAGE 1S NOT THE INTENDEDR RECIFIENT, YOU ARE
BEREBY NOTIFIED THAT ANY DlSSEM[NA'{lON; DISTRIBUTION OR COPY OF THIS COMMUNICATION I8 STRICTLY PROHIBITED. IF YOU HAVE
RECEIVED THIS COMMUNICATION IN ERROR, PLEASE NOTIFY US IMMEDIATELY BY TELEPHONE AND RETURN THE DRIGINAL MESSAGE TO
U8, THANK YOU.

fax message fax message fax message




fax message fax message fax message

CONFIDENTIAL

TO: BB&T Insurance Services, Inc.
110 Dixie Street
Carrollton, Georgia 30117

FAX #: 1-888-751-2997

DATE:
FROM:

SUBJECT: DATIA Professional Liability
Specified Medical Professional Liability
Commercial Lines Coverages
Employment Practices Liability (Including Third Party)

Thisisa page document (including cover sheet)

[ T Please quote the DATIA Professional Liability as per the attached application. 1
understand that I will be receiving this proposal from Pauvla D. Layton.

[ 1 Please quote the Specified Medical Professional Liability as per the attached
application. I understand that this application will be submitted to the carrier to quote
and I will receive this proposal from Paula D. Layton when received from the carrier.

[ ] Please quote Commercial Lines Coverages as per the attached information. 1

understand that 1 will be receiving this proposal from Lynn Debnam.
(YOU MUST MAINTAIN THE DATIA PROFESSIONAL LIABILITY TO QUALIFY FOR THESE COVERAGES)

Toll Free: (877) 643-6227 toll-free #1 then #38 or  Direct Line: (919) 716-9956
E-Mail: ldebnam(@BBandT.com

[ ] Please quote Employment Practices Liability as per the attached application. 1
understand that this application will be submitted to the carrier to quote and I will receive
this proposal from Paula D. Layton when received from the carrier.

NOTE:

THE INFORMATION CONTAINED IN THIS FACSIMILE MESSAGE 15 PRIVILEGED AND CONFIDENTIAL INFORMATION INTENDED GNLY FOR THE
USE OF THE INDIVIDUAL OR ENTITY NAMED ABOVE. IF THE READER OF THIS MESSAGE IS NOT THE INTENDED RECIPIENT, YOU ARE
HEREBY NOTIFIED THAT ANY DISSEMINATION, DISTRIBUTION OR COPY OF THIS COMMUNICATION IS STRICTLY PROHIBITED, IF YOU HAVE
RECEIVED THIS COMMUNICATION IN ERROR, PLEASE NOTIFY US IMMEDIATELY BY TELEPHONE ANID RETURN THE GRIGINAL MESSAGE 70
U5, THANK YOU.

fax message fax message fax message




BB&T INSURANCE SERVICES

Reg V. Davis, Account Executive
Paula D. Layton, Account Manager
110 Dixie Street
Carrollton, Georgia 30117

1-800-356-9804
Phone 770-214-1991 Fax 1-888-751-2997
E-Mail Address: PDLayton@bbandt.com

IS THE COST OF PROFESSIONAL LIABILITY INSURANCE “TESTING”
YOUR PATIENCE?

As a member of the Drug and Alcohol Testing Industry Association (DATIA), you are
eligible for a competitive insurance quote. The DATIA Professional Liability insurance program

is endorsed by your Association, DATIA, and was specifically designed for drug and alcohol
testing facilities.

When it comes to protecting your business investment, you need an insurance program that has
that same objective.

The DATIA Professional Liability policy provides legal liability resulting from negligence,
errors and omissions and other aspects of rendering or failure to render professional services
relating to Drug and Alcohol Testing. It does not cover fraudulent, dishonest or criminal acts.
This policy is not a medical malpractice policy and does not offer coverage for bodily injury
arising out of the rendering or failure to render professional medical services.

Limits of Liability: $1,000,000 each claim, $1,000,000 Aggregate

We can write up to $3,000,000 Aggregate

Deductible: $2,500 per Claim, with optional $1,000 Deductible available
“A” Rated, Admitted Insurance Carrier

Premium Based on Number of Test Performed

Minimum Premium: $1,500

Call us today for your application or visit the DATIA website



CONFIDENTIAL

'll MARKEL INSURANCE COMPANY
MARKEL

DRUG & ALCOHOL TESTING INDUSTRY ASSOCIATION (DATIA)
ERRORS AND OMISSIONS LIABILITY APPLICATION

APPLICANTS INSTRUCTIONS:
Answer all questions. If the answer requires detail, please attach a separale sheet.
Application must be signed and dated by owner, partner or officer.

rwpo

it is agreed that this application will be par of the insurance policy, if issued.
This is an application form for a claims made poficy.

GENERAL INFORMATION:

A Legal Name of Business:

Signing of this application does not bind the Company to offer nor the Applicant fo accept insurance.

{Example: ABC Drug Testing inc dba: Drug Tesling

B. Mailing Address:

Location Address;

Email Address:

C. Phone Number; Fax Number:

Cell Phone:

Federal 1D Number :
Social Security Number [F company is “Sole Proprietor™,

D. Executive Officer in Daily Management;
{Name) (Title)
E. . Sole Proprietorship _____Corporation  ____Partnership ___ LLC
F. Year Business Began? {If under one year, indicate month also}
G. Member of DATIA? Yes No Member #
H. Are you accredited? Yes No
LOSS HISTORY:
A Furnish loss history (3 years) for all claims aileging errors in the drug testing process)
If no prior claims, write NONE.
Date Claim Paid Damages/Expenses Outstanding Damages/Expenses  Total Damages
First Made Including Attorney Fees Inciuding Attorney Fees

Please provide a full description of each claim on a separate sheet.
B. Are you aware of any facts, incidents or circumstances which may resuit in
claims being made against you under the proposed insurance policy?
{If yes, please provide details on separate sheet) Yes

C. Has the proposed coverage ever been purchased before, whether specifically
or as part of another insurance contract? Yes

B. Has any insurer ever canceled or non-renewed this type of coverage?
{If yes, please provide details on separate sheet) Yes

E8X 50 (2/99) Page 1 of 3 Revised 11/08/11
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F.
if no prior coverage, write NONE.
Company Policy Lirmit Beductible
I EMPLOYEES:
1. Number of employees: Full Time;

Have you or any of your employees ever been the subject of disciplinary or
investigative proceedings or reprimanded by an administrative or govemmental

agency, hospital or professional association?
{If yes, please provide details on separate sheef)

Yes No

Provide the following information for any similar insurance, if any, carried during the iast three years.

v, SCOPE OF BUSINESS SERVICES:
Please answer the foliowing and also attach your current service description brochures.

Do you perform any or all of the following services?
{If you provide seme, but not all of the services, please
explain on an attached sheet.)

M

2

3
(4)

()
(&)

)

ESX 50 (2/99)

As a Third Party Administratar/Facilitator:
Cbtaining, contracting with and managing collection
sites, breath aicohol technicians, laboratories,
medical review officers (MRO).

Do you or your employees actuaily perform any of
the above listed services. 1§ so, which (¥):
Collection /12 tests [/ medical review [

Urinalysis or alcohol blind specimen quality assurance

Preparation of or consuiting on company policies on
stbstance abuse,

Random festing adminigtration.

24-hour post accident and reasonable cause testing
administration.

Other

Page 2 0of 3 Revised 11/08/11

Annual Premium Policy Term

Part Time:

Please % of
Check If Clients’
Yes Total Tests




V. TEST ADMINISTRATION:
(1) Please provide estimated testing count for the coming year for the following classes;
No. of
_ Tests
A Drug Test (Uring}
(1) Coliection oniy (by you/emplayee)
{(2) Lab Test only (hy you/employee)
{3} Collection, L.ab Test and/or Medical Review (by youfemployee)
{4} Facliitation Only (TPA}

B Alcohol Test (Breath or Blood)
{1} Performed by youlemployee
{2) Performed by Independent Contractor

C. DRUG OR ALCOHOL TEST
Hair
Chemical Profiling
Immediate Response Urine Test/Rapid Drug Test
Aduiteration Testing
Surface Detection of Hegal Druga
Sweat
Oral Fiuid
Fingernaif or Toenait

D. DNA Testing

E. HiV Testing

F. TB Testing

TOTAL TESTS

Background Checks (Cutside Company used to provide service)

MVR's (Outside Company used to provide service)

ARERRRE I

TRAINING SESSIONS FOR CLIENTS Number per Year
(as it relates to drug testing oniy)

Fusther explanation:
vi. MEDICAL REVIEW OFFICER (for each associated MRO):
Name Address:
Employee Independent Accrediting Organization

vii. LABCRATORY:
Please list all laboratories that provide testing services to any of your employer clients:
SAMHSA Certified
Yes No

i is & crime to knowingly provide false, incompiete or misleading information to an insurance company for the purpose
of defrauding the company. Penalties include Imprisenment, fines and denial of insurance benefils,

X

Bate Applieant's Authatized Signature {Principal, Partner or Officer) Title

MAIL OR FAX TQ:

BBE&T INSURANCE SERVICES, INC,
110 Dixie Street
Carrollton, Georgia 30117
TFoll Free 1-806-356-9804
Phone: {770} 214-1991
Fax: 1-888-751-2997

ESX 50 {2/93) Fage 3 of 3 Revised 11/08/11



Specified Medical

Professional Liabiiity Insurance

The Problem .. ¥ :
Recent medtcal acivancements have bred a wzde spectrum of new heaithcare
providers, all of whom need professional liability insurance. Finding quality coverage
that can be refied upon to respond to potential E&O exposures can be challenging.

The Risk - o
Expensive and professzonaiiy damag:ng ctaims or Iawsuits f ied aga;nst alhed
heaithcare providers and the facilifies in which they work.

The Solution -
Specified Medic:al Profess:onal Lzabllrty lnsurance for atized heatthcare professzonais
and entities, offered through Markel.”

Steadily rising costs have brought big changes to the healthcare industry.
Increasingly, medical services are being offered by providers outside of the hospital
setting. Those providers or entities where services are rendered would benefit
from the professional and general liability offered through Markel.

The Markel Advantage* . S
« Flexible £&O insurance coverage for a wzde vanety of medtcai orgamzataons
and professionals. Target classes include the following:

o Home health agencies o Nurse practitioners

o Imaging centers o Physicians’ assistants

o Laboratories o Nurse anesthetists

o Clinics o Physical therapists

o Medical spas o Pharmacists

o Small hospitals o Practitioners of alternative

o Pharmacies or complementary modalities
o Nursing homes o And many more

« Claims made form for professional liability exposures
= Claims made or occurrence general liability form for healthcare facility exposures
» Follow-form excess coverage available
» Physicians, dentists and podiatrists can be added as insureds
= Combined professional/generatl liability policy is available
= [ncident sensitive coverage trigger
= High level product expertise long associated with Markel*
o 30+ years underwriting and claim handling experience
o Customized coverage suited to specific needs
o Financial stability
o Written through an affiliated AM. Best "A” rated carrier

*Coverage available through Marke| regional offices: Marke! Mid South, Markei Midwest, Marke! Northeast, Markel
Southeast and Markel West, For information see our website at www.matkelorp.com. For complete terms and
conditions, refer ta the policy itself. Coverage is subject to exclusions in the policy.

9f2008



o DEERFIELD INSURANCE COMPANY

o ESSEX INSURANCE COMPANY

o EVANSTON INSURANCE COMPANY

o MARKEL AMERICAN INSURANCE COMPANY

g T " o MARKEL INSURANCE COMPANY

APPLICATION FOR SPECIFIED MEDICAL PROFESSIONS
FOR PROFESSIONAL LIABILITY INSURANCE
{Claims Macde Basis)

DATIA PROGRAM
APPLICANT'S INSTRUCTIONS:

1. Answer all guestions. 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 complefe application earlier than 45 days befere proposed effective date of coverage.
4. PLEASE READ CAREFULLY THE STATEMENTS AT THE END OF THIS APPLICATION,
(PLEASE TYPE OR PRINT IN INK)

APPLICANT INFORMATION

Full name of Applicant {include professional degree i applicant is an individual);

Principal business premise address:

(Street) (County)
(City) {State) {Zip)
Please attach a list of additional office addresses.
Number of Employees: Fulitime _ Pattime  Seasonal __ Total
Business Phone: { ) Home Phone: { )
Date of Birth: Place of Birth:

Are youa US. citizen? [ |Yes [ ]No. If No, your siatus, date of entry into USA:

Square feet of fotal office space (al! locations):

Your practice;

{ 1Solec practitioner {(unincorporated) [ 1Professional corporation (for profit)

[ ] Solo practitioner (incorporated) [ 1 Professional corporation {(non-profit)

[ ]Partnership [ 1Employee of

{ ] Professional Association {Give name of employer)

[ 10ther {please describe)
Formal business, corporate or partnership name:

Please list the names of ail pariners or members of your professionat association/corporation who provide professicnal
services:

Please attach a copy of your letterhead.
Is the Applzcant a*Covered Ennty‘ under the Health insurance Portablllty and AccountablhtyAct of 1896 (HIPAA) Privacy

Rule?.......ccconee rereserrneeenen | 1 Y& | I NO
if yes,
(i) Has the Applicant implemented procedures fo comply with the HIPAA Privacy Rule?...................[ 1Yes [ JNo

(i) Provide the name and title of the Appficant's Privacy Officer,

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

MASM 5018 (02/10) Page 1 of 8



2. EDUCATION/EXPERIENCE {Individual Applicant Only)

fnstitution

Name and Address Years of Training Degree or Certification Attained
From To
From Ta
From To

{if)

Where have you practiced your profession during the last ten years?

in From To
tn From To
n From _ To
Have you ever failed any professional licensing or specialty organization examination? ..................[ 1Yes [ ]No

If yes, please aftach a detailed explanation including the dates and location.

3.  APPLICANT PRACTICE

a.

Please list all the states where you are licensed to practice. If NONE, please attach an explanation.

Please indicate your professional specialty (CHECK ONE):

[ ]Chiropractor [ ]Naprapath [ ]Pharmacist
[ ] Counselar { Describe) [ ]Nurse, Licensed Practical [ ]Physicat Therapist
[ ]MNurse, Registered [ 1Psychologist
{ ] Bental Hygienist [ ]Nurses Registry [ }Sociat Worker
[ 1Hearing Aid Fitter [ ] Qccupational Therapist [ 1Speech Therapist
{ 1Home Health Care Agoy. [ 1Optician [ }Veterinarian
{ }inhalation Therapist [ }Optometrist [ 1Visiting Nurse Assoc.
{ 1Laboratory Technician [ }Orthotist [ 1X-ray Technician
{ 1Medical Personnel Pool [ }Perfusionist [ }O0ther (Specify)

Please indicate the sources and amounts of actual and projected revenue:

Source Amount This Fiscal Year Amaount Next Fiscal Year
{iy Charitable Contributions: $
{iiy Government Funding: $
(i) Fee for Services: $
{iv) Qther ¥
TOTAL GROSS REVENUE $
Please provide the number of patient or client visits:

Number of Visits Number of Visits

Type of Visit Last 12 Months Next 12 Months
Clinic
Laboratory
Other (specify)
TOTAL NUMBER OF VISITS

Please specify any professional societies or associations in which you are a member:

A €5 &6 &5

Are you associated with or do you work for a physician or surgeon? ... | 1Y88 [ 1NO
If yes, please give the name and the specialty of the physician:

MASM 5018 (02/10) _ Page 2 of 6



g. Please give the approximate percentage of time spent in the following work focations;

______% Administrative Office __ % Laboratory % Hospital Ward (specify)
e % Classroom % Cperaling Room
__ % Emergency Dept of Hospital % Qutpatient Clinic  ______ % Professional Office (specify profession)
__ % Nursing Home ___ % Patient's Home
% Other (specify)
h. Please indicate the approximate division of your patients or clients among:
__ % Hemodialysis — "% Psychiatric _____ % Bariatrics
% Holistic Medicine % Drug Addicts __ % Physical Rehabilitation
% Surgical % Alcoholics % Disability Evaluation
% Stress Testing % Obstetrical ______% Research or Experimental
% Communicable % Dental %
__ % Family Planning % Pediatric %
i. Please indicate the number and lype of your employees and/or volunteers. IF NONE, STATE NONE.
Type of Profession No. Type of Profession Na.
Inhatation Therapists Opticians
Laboratory Technicians Optometrisis
Nurse Anesthetists Perfusionists
Nurses, Licensed Practical Pharmacists
Nurse Practitioner FPhysiotherapists
Nurses, Registered Social Workers
Speech Therapists Other (piease specify)
Jr Are all of the above individuals licensed in accordance with applicable state and federal regulations? [ 1 Yes { | No

if no, please attach an explanation.

4.  APPLICANT PROCEDURES

a. Do you render professional services directly to patients? [ | Yes { ] No. Ifyes, please describe in detail and indicate
the extent of supervision by others.

Percent of Qualifications

Bescription of Professional Services Time Supervised of Supervisor
%
%
%

b, Do you render professional services that do notinvolve condact with a patient? { ]'Yes [ ] No. if yes, please describe
these services in detail.

c. {iy Do you perform or assist in any surgical procedures? [ JYes | ] Na
{ii} Please list ALL surgicat procedures performed {including minor surgery).

{fiy Is anesthesia (other than topical or by means of local infiliration) administered by either yourself or others?
[ ]Yes { ] No. ifyes, please attach a detailed explanation.

{iv) Do you perform or assist in any surgical procedure(s} in a professional office or similar non-hospital faciiity?
[ 1Yes [ ]No. Ifyes, please attach a detailed explanation.

d. Do you perform radiation therapy? ...t rec e | 1 Y8 [ [ NO
e. Bo you perform psychiatric Shock therapy? ..o iesireneessasese e | 1788 1 ] NG
f. Do you compound in bulk, manufacture or wholesale medicing? ...........cccoccee v ccviiven v | ] Y@S | [ No

If yes, please provide a detailed expianation.
MASM 5018 (02/10) ‘Page 3of6




g. (i) O YU PO Vel NNy SBIVICEE? . ittt e e e s et e et s et b r e et s [ JYes [ I1No
if yes, please indicate the approximate division of your work among the following categories.

% Greyhounds % Thoroughbreds
% Animals valued over $5,000.
Please attach an explanation including the frequency and the type(s} of animals treated.

h. Bo you administer arificial insemination? .......ccccvari oo | ] TES [ TNO
If yes, please answer the following questions:
{iy Whattype(s) of animals are involved?

{if} Are you responsible for the storage of the semen?.......c.ciciiciic oo oon [ 1Yes [ JNo
If yes, please explain.

(iliy What percent of your practice is involved with artificial insemination? %

i. Are you ever responsible for identifying contagious diseases in your locality and/or for
recommending remedial @CHONT ..o e aes e e esneenesemereesnneeneeees | ] YES | ] NO

If yes, please attach a detailed explanation.

5. PERSONNEL.

a. Please list the number and type of independent contractors who provide professional services on your behalf. IF NONE,
STATE NONE,

No. Type of Profession No. Ivpe of Profession No. Type of Profession

__ nhalation Therapists Laboratery Technicians _ Nurse Anesthetists

. Nurses, Licensed Practical __ MNurse Practitioner e Nurse, Registered

_ Opficians _____ Oplometrists — Perusionists

o Pharmacists ___ Pnhysiotherapists — Social Workers
Speech Therapists Other (specify)

b, De you supervise any individuals who are not your own empioyees? [ }Yes [ ]No. If yes, please provide a detailed
explanation of responsibilities and refationships to the entity which employs these individuals.

C. Please indicate by profession the number of individuals you supervise.

No. Type of Profession No. Type of Profession
Physicians Laboratory technicians
X-ray technicians Cther (please specify):
8.  APPLICANT AFFILIATIONS
a. Do you own or operate any business other than that shown in Question 1(a) above? ..................[ ]1Yes [ ]No
If yes, please give details on a separate sheet.
b. Are you employed by any individual or entity other than that shown in Question 1{a) above?.............[ 1Yes [ INo
If yes, please attach an explanation describing details of your responsibilities.
¢ Are you under contract to any individual or entity other than that shown in Question 1(a) above? ......{ ]Yes [ |No

If yes, please attach an explanation describing details of your responsibilities. |f vour contract
contains a hoid-harmless agreement, & copy of the contract must be attached.

d.  Are you employed by or under contract to any government entity?...........cccoerciiiniiivcnninonenn | Y88 [ N0
if yes, please attach an expianation including the details of your resporzs;b;lzues

e. Do you advertise your professicnal services in any manner (other than a s;mple Itstmg ina
telephone directory}?.............. S SURRRUPITUURRIUPTUPRRRUE B I - T S I v [
if yes, please attach a copy of ALL of your advertlsements

i Are you associated with any agency or orgaﬂlzatlon that engages in any kind of advertising for,
or solicitation of, patients? ............... crrireeaenn | ] Y€ [ ] NO
If yes, please attach a detailed explanahon and a copy of ALL of your advemsements

MASM 5018 (02/10) Page 4 of 6



a. Bo you own (wholly or in part), operate, or administer any hospital, nursing home or other
institutions where medical services are customarily rendered? ............... vieernesinsnnerenee 1 ] YES | ] NoO
if yes, please give details including the name, location, size and number of beds

h. if you have a training schooi, please complete the following. Altach a separate sheet if needed.

Specify Profession Max. No, Of No. of % of Time
For Which Students Students Sessions Involved in Number of Gluzlifications of Faculty
Are Being Trained Per Session Per Year Clinical Setting Faculty {e.g. MD, RN, PhD, els.)
i. () Do you use a Coflection BGENCYT ..o oo eese e stire s ssssinsessesssn e | ] 168 [ JNO
If yes, please state the name of the agency
(i) Does the agency have the autherity 1o file a coliection suit at its discretion? ... f ]Yes [ JNo

7.  APPLICANT HISTORYICLAIMS

(Attach a detailed explanation for any YES answers)

a. Have you or any of your employees:
{i)y Ever been the subject of disciplinary or investigative proceedings or reprimand by a

governmental or administrative agency, hospital or professional association?..........cccoceceeeene. | 1YeS [ 1 NoO
(i) Ever been convicted for an act committed in violation of any law or ordinance other than

H LT oL (= 1= QST URIVUTUURU U CTOOPIOPOTORORUORPPR: B I ¢ -1-J S I 3 [+
(i} Ever been freated for alcoholism or drug addiction?.........cccccoi s e | ] Y@8 | T NO

(iv) Ever had any state professional license or license to prescribe or dispense narcotics refused,
suspended, revoked, renewal refuses or accepted only on special terms or ever voluntarily

SUTENTEred SAITIET ..ot ae st et be e seersensecrinsecesensennrernressnesmrennemrnnmneenn | ] TES [ ] NG
{v) Ever had any insurance company or Lioyd's cancel, decline, refuse o renew or accept only
on special terms their malpractice Insurance? ... | 1Y88 [ [ No
n. Please list prior professional liability insurance carried for each of the past four years. IF NONE, STATE NONE.
Was thisa
Policy Policy Limitsof Deductible Inception Expiration Claims Made
Insurance Carrier Number Liability {If any} Premium  Mo./Day/¥r. Mo./Dayl¥r. Policy Form? Retro Date
Yes No
[ 1 [}
[ 1 []
(1 1]
{1 1]

c. Does the Applicant currently participate in or plan to participate in a state patient compensation
fund, health care stabilization fund or other governmer!taily established maipractice liability
FUNING MECHBRISINP ..ottt e rer e s sae st st easrs e nneasnis ssmisreesrnsinnorrnsennne | ] YES [ JNO

d.  Has any claim or suit been brought against you and/or any of your employees?...........cccvvecvnnn I Y8 { 1No
if yes, a Supplemental Claim Information Form must be completed for each ciaim or suit.

e.  Are you aware of any circumstances which may resuit in a malpractice claim or suit being made
or brought against you or any of your employees?........ccrei i iesee s || Y@ [ JNO

If yes, please give details on a separate sheet.

MASM 5018 {02/10) Page 5 of 6



* NOTICE TO APPLICANT: The coverage applied for is SOLELY AS STATED IN THE POLICY, which provides caverage on a
"CLAIMS MADE" basis for ONLY THOSE CLAIMS THAT ARE FIRST MADE AGAINST THE INSURED DURING THE PQLICY
PERIOD uniess the extended reporting period option is exercised in accordance with the terms of the policy.

WARRANTY: [/We warrant fo 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. fWe authorize the release of claim information from any prior insurer to
the underwriting manager, Company and/or affiliates thereof.

Name of Applicant Title {Officer, pariner, etc.)

Signature of Applicant Date

SIGNING this application does not bind the Applicant or the tnsurer or the Underwriting Manager to complete the insurance, butone
copy of this application will be aitached fo the policy, if issued.

PLEASE COMPLETE FOR THE FOLLOWING SERVICES:

(] Phlebotomy Number of annual draws: Revenue: _
[1 First Aid Training Number of training sessions; _____ Revenue: _
{1 CPR Training Number of training sessions: _____ Revenue:
[l Flu Shots Number of flu shots: ______ Revenue:
[] Incculations Number of inoculations: Revenue: _
['] Physical Examinations Number of Examinations: Revenue:

Do yvou want to include the MD? [ ] Yes | [ No

if yes, is the MD a W2 Employee or 1088 Contractor? | ] W2 Employee [ ] 1099 Contractor
if yes, please provide a copy of current CV and license for the MD

if no, piease provide a Certificate of Insurance from the MD

This policy may be audited at expiration.

BBAT INSURANCE SERVICES, INC.
110 Bixie Street
Carrollton, GA 30117

MASM 5018 (02/10) Page 6 of6
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COMMERCIAL LINES SUPPLEMENTAL APPLICATION

CONFIDENTIAL
YOU MUST MAINTAIN THE DATIA PROFESSIONAL LIABILITY TO QUALIFY FOR THESE COVERGES.
PLEASE COMPLETE EACH “LINE OF COVERAGE” THAT YOU WISH TO OBTAIN A
QUOTATION FOR. IF YOU DO NOT WISH FOR A “LINE OF COVERAGE” TO BE QUOTED,
PLEASE WRITE IN “REJECTED” AND SIGN.

GENERAL
Business Name:

Business Type:

Legal Entity: [ Jindividual [ ]Partmership [ JELC [ }Corporation

Federal ID Number/SS Number:

Contact Name:

Contact Number and Fax:

Mailing Address:

Location Address:

Years in Business: 1f new, number of years of experience:

Prior/Current Carrier:

Claims/Losses in past 3 vears (if yes, please explain): { ] Yes [ ] No

Deseribe Business Operations:

Is the applicant a subsidiary of another entity? [ 1Yes [ ]No
Does the applicant have any subsidiaries? [ FYes [ ]No
Is a Formal Safety Program in Operation? [f]Yes [ ]No
Any Exposure 1o Flammables, Explosives, Chemicals? [ ] Yes [ JNo
Any Catastrophe exposure? [ 1¥es [ INo

Any policy or coverage declined, cancelled or non-renewed during the prior 3 years? [ ] Yes [ ] No
Any past losses or claims relating to sexual abuse or molestation allegations, discrimination or
negiigent hiring? { ] Yes { 1 No

During the last five years has any applicant been indicted for or convicted of any degree of the crime
of fraud, bribery, arson or any other arson-related crime in connection with this or any other property?
Any uncorrected fire code violations? [ } Yes [ ] No

Any bankruptcies, tax or credit liens against the applicant in the past 5 years? [ ] Yes [ ] No

Has business placed in a trust? If yes, name of the trust? [ ] Yes { I No

Any foreign operations, foreign products distributed in USA or US products sold/distributed in foreign
countries? [ | Yes [ [ Ne

Is 24 hour service offered? [ ] Yes [ JNo

PLEASE EXPLAIN ALL “YES” ANSWERS.

X

Applicant Signature Date

Page 1 of 3 (Commercial Lines Suppiemental Application) CONFIDENTIAL



PROPERTY
(if more than one building, please make a copy and submit for each)

Building Limit:

Business Personal Property:

Construction of Building:
(Needed if owned or leased)

Type Roof:

Square Foolage:
{(Meeded if owned or leased)

Year Built
(if over 20 years, need date Roof, Electrical, Plumbing & HVAC updated)
(Needed if owned or leased)

Inside/Outside City Limits? [ ]Inside [ ] Outside

Bistance from fire department:

Sprinklered? [ ]1¥es [ INo
Type Alarm:
Smoke Detector? [ ]Yes [ INo

MOBILE EQUIPMENT {Goes off premises)

Year  Make Model Limit

GENERAL LIABILITY
Current Carrier:

Desired Limits of Liability ($1,000,000 is standard):

Sales/Revenue:

Payrolt:

Page 2 of 3 (Commercial Lines Supplemental Application) CONFIDENTIAL



WORKERS COMPENSATION
# Employees: # Clerical employees: _ # Owners/Officers:

Employee Duties Payroll # Part Time # Full Time

Individuals, Partners, & Officers Information — (Not listed above)

include or
Name Title Ownership % Duties Exclude Payrol]
AUTOMOBILE
DRIVER NAME DATE OF DRIVERS STATE ANY ACCIDENTS
BIRTH LICENSE # LICENSED OR VIOLATIONS
GROSS
VEHICLE
YEAR MAKE MODEL 1D NUMBER WEIGHT USAGE
LIABILITY LIMIT:
UNINSURED MOTORISTS LIMIT:
MEDICAL PAYMENT LIMIT:
COLLISION DEDUCTIBLE:

OTHER THAN COLLISION DEDUCTIBLE:

WHICH VEHICLES DO YOU WANT “COLLISION” & “OTHER THAN COLLISION” QUOTED ON?

1. Are driver’s allowed to take vehicles home? [ ] Yes | I No

LYNN DEBNAM (877) 643-6227 toll-free #1 then # 38
BB&T Insurance Services, Inc. (919) 716-9956 direct

PO Box 31128 _ (888) 831-8413 fax

Raleigh, NC 27622 Idebnam@bbandt.com

Page 3 of 3 {Commercial Lines Supplemental Application) CONFIDENTIAL



COMMITTED
TO

Untrep Stares LiasiLity Insurance Grour £ e

A Berxsaire Hatraway CoMpany ADIFFERENCE

Why You Need Employment Practices Liability Insurance (EPL)

WHY you NeED EPL:

B |a 2008, charges against employers for discrimination were up 15.2%; charges of harassment were up 20% and charges of retaliatory
freatment were up 22.6%.

P The legal fandscape for employers continues to change with the passage of laws like the Lilly Ledbetter Fair Pay Act of 2008 and the
Americans with the Disabilities Act Amendments Act of 2008.

b Layoffs, downsizings, salary freezes and reductions in bensfits can be used by past and present employees as evidence of "tangible
adverse employment actions” to file charges of discrimination, harassment, retaliation and wrongful termination against employers.

WHAT CAN YOU DO TO PROTECT YOURSELF?
P Purchase EPL coverage from an A++ rated professional liability insurance company.
P As you do with all insurance, look at the cost of transferring the risk:

= $150,000 = the average cost of defense

« $250,000 = the average jury award if the case goes to a verdict

- §772.777? = seftlements are private and not a matter of public record

WHAT COVERAGE ARE WE OFFERING?

Broad definition of Wrongful Employment Act - We caver Discrimination,
Harassment, Retafiation, Wrongful Termination, Workplace Torts and
negligent violations of certain employment laws,

=~

$100,000 Sub-limit for Defense and Loss for Wage-and-Hour Ciaims
{not available in CA and FL or on accounts with prior claims)

=

Unlimited Defense Costs Cuiside the Limit (for accounts with up to
200 employees if a fimit of $500,000 or greater is chosen}

Duty to Defend - We investigate, defend and, with your consent,
negotiate the settlement of any Claim,

S

NNSNNS

"~

Risk Management Service —~ toll free hotiine plus online HR toolkit

IF YOU HAVE ELECTED NOT TO PURCHASE EPL COVERAGE, PLEASE READ AND SIGN BELOW.
1. We acknowledge that cur agent has fully explained the potential employment practices liability risks associated with the operation of
our company/organization.

2.  We understand that we have the option of purchasing employment practices liability insurance that can protect our company/organization
against the potential for significant monetary loss, including cost of defense from employment practices liabifity claims. We further
acknowledge that our agent has recommended that we purchase the coverage and has provided us with one or more quotes for same,

3, We understand that by efecting not to purchase such insurance, we are foregoing valuable protection which means our
company/organization will be responsible for paying the cost of defending and settling any and all employment practices liability claim{s)
made against us.

NAME

TiTLe Date

SIGNATURE

This document does not amend, extend or alter the coverage afforded by the Policy, For a complete understanding of any insurance you purchase, vou must first read your Policy,
Daclarafion Page and any Endorsements and discuss them with your Brokor A spagimen policy is avattable from an Agent of the Company Your acfual Policy Conditions may be
amended by Endorsement or affested by State Laws.

EPL - POB with insured Acknowledpement 7/08
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USLLCOM
888-523-5545

Check Out Your New Employment Practices Liability
Risk Management Toolkit from PeopleSystems

FrRee EMPLOYMENT PRACTICES LiasiLimy (EPL)
HeLr LINE

1-888-__ -

(Toli free number to be released with the policy)
{8:00AM fo 7:30PM Eastern time)

If a Human Resource (HR) consuiting firm offered you thair iime
and experlise for FREE, would you lock their phone number and
email address it a drawer and never call? Of course not! Do you
have questions such as:

P What are the current Federal and state employment laws |
need {0 know?

P What are ‘wage & how” regulations? What does “exempt”
versus "non-exempt’ mean?

P How should | handle terminating, suspending or warning an
employee?

P What type of HR potlicies should | have in place?

P How should | properly document performance issues and
disciplinary actions in an employee’s file?

P What are appropriate and inappropriate questions o ask
during an employment interview?

P What guidelines should 1 use to investigate a complaint of
discrimination or harassment?

PeopleSystems is just a FREE phone call or email away!

OnLiNg Human REsources CENTER
htip:iiwww.peoplesystems.com/USLI

{Only policyholders may request fogin)

Please take 2 moment to become familiar with the
PeopleSystems’ Resource Center's content.

P Helpline it e-mait yvour HR guestions
Now you can email your questions via this web portal.

P

a1 [SCQNL SR ]| AWy CNANLG:
keeps you up o date with recent changes
in state and federal employment laws and what they mean to
you as wall as pertinent articles on employment issues you
need to know about.

P Human Resource Manual & Empioyment forms
You will find a helpful how-to guide for writing an employment

procedures manual, doing employee evaluations and
following employment {aws such as FLSA, FMLA and
COBRA,

Yau will aise find sample HR policies regarding
Discrimination, Harassment, Empioyment AL-Will and
Electronic Communications,

This document does not amend, extend or alter the covarags affarded by the Policy. For & complete understanding of ary insurance you purchass, you rmust first read your Policy,
Declaration Page and any Endorsements and discuss them with your Broker. A specimen paticy is avallable from an Agent of the Caompany. Your aciual Policy Conditions may be
amanded by Endorsement or affected by State Laws.

EFL Helpline Quote 2-11



Unten Starss Liasiury INsurance GROUP USLI.COM
A BERSSIIRE MATHARAY Crnibaks 888-523-5545

Employment Practices Liability Application - All States
This application is for a Claims Made policy. Please read your poficy carefully, Defense costs shall be applied against the retention.
Applicant may qualify for an INSTANT QUOTE by completing Section 1 below. Section Il answers will be required prior to binding and are
subject to underwriting approval,
. INSTANT QUOTE INFCRMATION
Instant quote is not available for accounts with losses in the past 5 years. {f there is a loss history, please complete Section | and submit detalls in a claim
supplement,
Applicant's Name:
Location Address: Ll Same as mailing address

City: State: Zip:

Web Address:
Emaill Address of primary contact:
Description of Operations:

Fufl time employees Part time Temporary/ Seasonal Independent Contractors Leased
How many of the above are located in: California Flerida Louisiana Cutside the U.S,

Il UNDERWRITING INFOCRMATION

1. Year Established:

2. Do more than 50% of all employees currently earn more than $100,000? OYes 0O No

3. a) Is the Applicant a Subsidiary of another organization? QOYes LINo
b} Is the Applicant a franchisee of ancther organization? QDYes [ No

¢} Name of Parent andfor Franchisor and Location
4, Does the Applicant want any Subsidiary(s) covered? If “Yes,” include employees in employee count above and provide: {0 Yes [ No
a) Name of Subsidiary(s}

b) Is the Subsidiary(s) at least 50% owned by the Applicant? QYes CNo
¢} Does the Subsidiary(s) fall within the same class of business as the Applicant? OYes UNo
5. Expiring Policy: Retroactive Date Carrier Limits Retention Premium

Written Guideling Reguir s:
a) Does each aentity proposed for Insurance have a written Email/Internet Pelicy currently in place or is

willing to implement one? B Yes O No
b) Does each entity proposed for insurance have a written Anti-Discrimination and Anti-Harassment Policy
currently in place? &Yes ONo

(Attach a statement of details for all "yes” answers to the following questions)
6. a) Has any entify proposed for insurance closed, sold, merged-with or acquired any company in the past

12 months or anticipate doing so in the next 12 months? UYes [INo
b) Has any entity proposed for insurance downsized, laid off, or reduced staff in the past 12 months or
anticipate doing so in the next 12 months? QOYes O No

If “Yes,” what percentage of the workforce was/will be affected?

7. Within the last 5 years, has any employment retated, or third party discrimination, or third parly harassment

inquiry, complaint, natice of hearing, claim, or suit been made against any entity proposed for Insurance or

any person proposed for insurance in the capacity of either Director, Cfficer, Member {if an LLC), or Employee

of any entity proposed for Insurance? If "Yes" complete USLI Claim Supplement for each claim QO Yes B No
8. is any person proposed for this Insurance aware of any facl, circumstance, or situation which may resulf in an

employment claim, or third party discrimination, or third party harassment claim against any entity preposed

for [nsurance or any of its Directors, Officers, Members (if an LLC), or Employees?

If *Yes,” complete USLI Claim Supplement for each claim QYes INo
9.Has any Policy for Employment Practices Liability Insurance ever been cancelled or non-tenewed by the carrier? AYes LINo
{Do not answer if applicant is located in Missourl)

EPL /08 page 1 of 3




1. ADDITIONAL APPLICANT INFORMATION
Applicant’s Mailing Address:

City: State: Zip:

Arizona Notice: Misrepresentations, omissions, concealment of facts and incorrect statements shall prevent recovery under the palicy only if
the misrepresentations, omissions, concealment of facts or incorrect statements are; fraudulent or material either to the acceptance of the risk,
or to the hazard assumed by the insurer or the insurer in good faith would either not have issued the policy, or would not have issued a policy
in as large an amount, or would not have provided coverage with respect to the hazard resulting in the loss, if the true facts had been made
known to the insurer as required sither by the application for the policy or otherwise.

Florida and lllinois Notice: { understand that there s no coverage for punitive damages assessed directly against an insured under Florida and
lilinois law. However, | also understand that punitive damages that are not assessed directly against an insured, also known as "vicariously assessed
punitive damages®, are insurable under Florida and IHinois law, Therefore, if any Policy is issued to the Applicant as a result of this Application and
such Policy provides coverage for punitive damages, | understand and acknowledge that the coverage for Claims brought in the State of Florida and
Ilinois is imited to “vicarfously assessed punitive damages” and that there is no coverage for directly assessed punitive damages

Minnesota Notice: Authorization or agreement to bind the insurance may be withdrawn or modified only based on changes to the information
contained in this application prior to the effective date of the insurance applied for that may render inaccurate, untrue or incomplete any
statemant made with a minimum of 10 days notice given to the insured prior o the effective date of cancelfation when the contract has been in
effect for less than 90 days or is being canceled for nonpayment of premium.

Missouri & Rhode Island Bisclosure Notice: | understand and acknowledge that if 2 $100,000 or $250,000 Limit of Liability is chosen or if
the Insured Organization has more than 200 employees, that Defense Costs are a part of the Limit of Liability. This means that Defense Costs
will reduce my limits of insurance and may exhaust them completely and should that occur, | shall be liable for any further legal Defense Costs
and Damages. Defense Costs are as defined in Section 1. | also understand that the Limit of Liability for the Extended Reporting Period, if
applicable, shall he a part of and not in addition to the limit specified in the Policy Declarations.

New York Disclosure Notice: This poficy is written on a claims made basis and shall provide no coverage for claims arising out of incidents,
occurrencas or alleged Wrongful Acts or Wrongful Employment Acts that took place prior to retroactive date, if any, stated on the declarations.
This palicy shalt cover only these claims made against an insured while the policy remains in effect for incidents reported during the Policy
Pariod or any subsequent renewal of this Policy or any extended reporting period and all coverage under the policy ceases upon termination
of the policy except for the automatic extended reporting period coverage unless the insured purchases additionat extend reporting period
coverage. The policy includes an automatic 80 day extended claims reporfing period following the termination of this policy. The Insured may
purchiase for an additional premium an additional extended reporting period of 12 months, 24 menths or 38 months following the termination of
this policy. Potential coverage gaps may asise upon the expiration for this extended reporting period. During the first severat years of a claims-
made refationship, claims-made rates are comparatively lower than occurrence rates. The insured can expect substantial annual premium
increases independent overalt rate increases until the claims-made refationship has matured,

Utah Notice: | understand that Punitive Damages are net insurable in the state of Utah. There will be no coverage afforded for Punitive
DPamages for any Claim brought in the State of Utah, Any coverage for Punitive Damages will only apply if a Claim is filed in a state which
allows punitive or exemptary damages to be insurable. This may apply if a Claim is brought in another state by a subsidiary or additional
location(s) of the Named Insured, outside the state of Utah, for which coverage is sought under the same policy

Virginia Notice: This Policy is writlen on a claims-made basis. Please read the policy carefidly to understand your coverage. You have an

option fo purchase a separate limit of liability for the extended reperting periad,. If you do not elect this option, the limit of fiability for the extended
reporting pericd shall be part of the and not in addition to fimit specified in the declarations. If you have any questions regarding the cost of an
extended reporting period, please contact your insurance company or your insurance agent. Statements in the application shall be deemed the
insurad's reprasentations. A statement made in the application or in any affidavit made before or after a Joss under the policy will not be deemed
material or invalidate coverage unless it is clearly proven that such statement was material to the risk when assumed and was untrue,

Colorado Fraud Statement: [tis unlawful to knowingly provide faise, incomplete, or misteading facts or information to an insurance company
for the purpose of defrauding or attempting fo defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil
damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misteading facts or
information to a pelicyholder or claimant for the purpose of defrauding or attempting to defraud the poticyholder or ctaimant with regard to a
settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the depariment of
regulatory agencies.

District of Columbia Fraud Statement: WARNING: It is a crime fo provide false or misieading Information te an insurer for the purpose of
defrauding the insurer ar any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if
false information materially related to a claim was provided by the applicant. )

Florida Fraud Statement: You are agresing to place coverage in the surplus lines market. Superior coverage may be available in the
admitted market and at a lesser cost. Persons insured by surplus lines carriers are not protected under the Florida Insurance Guaranty Act with
respect to any right of recovery for the obligation of an insolvent unlicensed insurer.

Kentucky Fraud Statement: Any person who knowingly and with intent to defraud any insurance company or other persen files an application
for insurance containing any materially false information or conceats, for the purpose of misleading, information concerning any fact raterial
thereto commiits a fraudulent insurance act, which is a crime. ) ]

Maine and Washington Fraud Statement: it is a crime to knowingly provide false, incomplete or misleading information to an insurance
company for the purpose of defrauding the company. Penalties may include imprisonment, fines or a denjal of insurance banefits.

New Jersey Fraud Statement: Any person who includes any false or misleading information on an application for an insurance poficy is
subject to criminal and civil penalties. o
Mew York Fraud Statement: 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 matenally false information, or conceals for the purpose of misleading, information
conceming any fact material thereto, commits a fraudulent insurance act, which is a crime and shall also be subject o a civil penalty not to
exceed five thousand doflars and the stated value of the claim for each such violation. ’

Ohio Fraud Statement: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an
application or files a claim containing 4 faise or deceptive statement is guilty of insurance fraud.

Oklahoma Fraud Statement: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any
claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Pennsylvania Fraud Statement: 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
goncerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminat and civil
penaities.

Tennesses and Virginia Fraud Statement: Itis a crime to knowingly provide faise, incomplete or misleading information to an insurance
company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits,

Vermont Fraud Statement: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly
presents faise information in an application for insurance may be subject to fines and confinement in prison.

EPL Bi03- United States Liability Insurance Group page 2of 3



Fraud Statement (All Other States): Any person who knowingly presents a false or fraudutent claim for
payment of a loss or benefit or knowmglty presents false information in an application for insurance may be
guilty of a crime and may be subject to fines and confinement in prison.

if your state requires that we have information regarding your Authorized Retail Agent or Broker, please provide below.

Retail Agency Name: License #:

Agent's Signature: Main Agency Phone Number:

{Required in New Hampshire}

Agency Mailing Address:

City: State: Zip:

The signer of this a;t)plication acknowledges and understands that the information provided in this Application js material to the Insurer's
decision to pravide the requested insurance and is relied on by the iInsurer in providing such_insurance. The_sng\ner_of this a;l)_Phcatlan
represents that the information provided in this Application is true and correct in all matters, The signer of this Application further represents
that any changes in matiers inquired about in this Application occurring prior o the effective date of coverage, which render the information
arovided hereln untrue, incorrect or inaccurate in any way will be reported to the insurer immediately in writing. The Insurer reserves the
right to modify or withdraw any quote or binder issued if Such changes are material to the insurability or premium charged, based on the
Insurer's underwriting guides.” The insurer is hereby authorized, but not required, to make any investigation and inquiry in connection with
the information, statéments and disclosures provided in this Appiication, The decision of the Ihsurer not to make or to limit any investigation
or inguiry shall not be deamed a waiver of anr‘rlghts by the Insurer and shall not estop the insurer from relying on any statement in this .
Apf)llcataon in the event the Policy is issued. if is agreed that this Application shall be the basis of the contract’should a policy be issued and it
will be attached and become a part of the Policy.

Applicant's Signature: Title: Date:

President, Chairparson of the Board, Managing Member, or Executive Director
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