LOU SI ANA PATI ENT' S COVPENSATI ON FUND PCFO4

GENERAL APPLI CATI ON 09/14/ 2023

15: 15: 54
(FOR NON MD' S VWHO HAVE PRI MARY | NSURANCE - CHI ROPRACTORS, *OPTOVETRI STS,
PHARVACI STS, PHYSI CAL THERAPI STS, PSYCHOLOA STS, ETC.)
*Optonetrists perfornmng surgeries nust fill out PCF1

1: PROVIDER DETAILS
***Conpl ete Name & Mailing Address LI CENSE #:

Li cense Nunber - Required

Conpl ete Name - Required

Date of Birth:

Date of Birth - Required

Street Address Line 1 - Required Pr of essi onal Spe(n al ty

Street Address Line 2

Prof essional Specialty - Required

PCF Code:

City, State Zip Code - Required

Phone #: EMNAI L:

2: PRI MARY COVERACE -- The CO or declarations page fromthe insurer's policy is REQU RED.

I nsuring Conpany:

I nsuring Conpany - Required Field

Policy #: Ef fective From To:

Effective Date - Required Expiration Date - Required

Retro Date (if applicable)***:

Policy Form Cl ai ms Made*** OR Cccurrence

Policy Form Sel ection - Required

Primary Premium PCF Surchar ge:
Professional Liability Limts: Each daim Aggr egat e
Do you work | ess than 20 hours per week? No Yes If so, conplete PCF12

**x* | F COVERAGE | S I N PLACE FOR A CORPORATI ON, PLEASE PROVI DE A SEPARATE CERTI FI CATE OF | NSURANCE AND A
CORPORATI ON APPLI CATI ON (PCF9), WH CH CAN BE FOUND ON OUR VEBSI TE:
http://ww. doa. | a. gov/ Pages/ pcf/ | ndex. aspx

Miust advise the PCF of any offsite entities or nultiple |ocations for which coverage is provided al ong
with the address for each |ocation and proof of underlying coverage.

EMPLOYEES AS ADDI TI ONAL | NSUREDS: Pl ease see bel ow i ncl usi ons/ excl usi ons; conpl ete the proper form and
i ncl ude proof of underlying coverage.

I NCLUSI ONS:  Enpl oyed al lied heal thcare providers.
EXCLUSI ONS: This does not include those who require a PCF surcharge, such as, NPes, PAss, CNS-, CRNA-s, etc.

PCF RESERVES THE RI GHT TO DENY COVERAGE FOR THE FOLLOW NG
(1) Injury arising out of a criminal act, including but not limited to sexual abuse or molestation, fraud committed by the insured or any person
for whom the insured is legally responsible, and battery.

(2) Third (3rd) party claims filed by an injured party that was not a patient of the health care provider.

(3) Services or treatment rendered as a licensed provider in states other than Louisiana, even if the underlying insurer provides coverage for same.

NOTE:

Failure to conply with cost and reserve reporting requirenments set forth in LAC 37:111, 881101-1105
could result in term nation of PCF coverage.
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***CLAIMS-MADE POLICY:

Your primary insurance policy provides CLAIMS MADE coverage for professional liability. Except to the extent as may otherwise be
specifically provided in your policy, such primary coverage is limited to claims arising from medical incidents occurring on or after the initial
effective date stated in the declarations (Petroactive datePand first reported to your company while the policy is in force. HOWEVER, THE
PCF RETROACTIVE DATE IS THE DATE OF YOUR QUALIFICATION WITH THE FUND, WHICH MAY OR MAY NOT MATCH THE RETROACTIVE
DATE ESTABLISHED ON YOUR PRIMARY POLICY. Claims occurring prior to the qualification date with the Fund, REGARDLESS OF THEIR
COVERAGE THROUGH YOUR PRIMARY POLICY, are not covered by the Fund.

It is further acknowledged that in the event of termination of policy herein, or any endorsed reduction of liability limits, such termination or
change shall not be effective unless such notice of the same has been delivered to the Louisiana PatientsZompensation Fund not less than
thirty (30) days prior to such change. Notice shall be considered to have been given upon placing same in the United States Mail by First
Class Mail, a copy of which shall have been mailed to the Health Care Provider.

3:  LOUI SI ANA PATI ENT" S COVPENSATI ON FUND

It is agreed that the insured under the above primary linits has been advi sed by the Conpany's
Agent :

(1) that he or she is eligible to qualify for coverage under the Louisiana Patients’ Conpensation Fund
for the provisions of La. RS. 40:1231.1 et seq., as a "health care provider" that is already
carrying underlying mal practice liability coverage at linmts of $100, 000/ $300, 000 or nore:

(2) that to qualify, the insured undertakes to pay the required surcharge, and this surcharge wll be
collected by the Conpany's Agent if applicable, and remtted to the Fund on a cal endar-year basis;
and

(3) that if qualified, the insured is entitled to a $500,000 linitation of malpractice liability for
death, or injury to any person and to coverage under that Fund for an excess liability (over the
m nimumunderlying limts required by the Fund) up to a per claimlimt of $500, 000.

(4) | understand that, regardless of the retroactive date established by nmy primary policy, | will only
recei ve coverage through the Fund for clains which occur after nmy qualification with the Fund. For
a claimto be covered by the Patients' Conpensation Fund, | nust have been qualified with the Fund
both at the tine the nedical incident occurred, and at the tine the claimwas filed with my prinmary
carrier.

After form has been conpleted, printed and signed, please mail or fax to:

LOUI SI ANA PATI ENT' S COVPENSATI ON FUND
P. O BOX 3718

BATON ROUGE, LA 70821
FAX: (225) 342-5593

09/14/2023
Dat e Printed Nane of Insured Signature of Insured -- NOT VALI D W THOUT SI GNATURE

PCF coverage is subject to all agreenents, conditions and excl usions of the
underlying policy unless such agreenents, conditions and exclusions are
expressly prohibited by | aw.

Any questions regarding this formnmay be emailed to: pcf-surcharge@ a.gov

A PRINTED, SIGNED COPY OF THI S FORM MUST BE MAI LEDY FAXED TO PCF.

Save & Print
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