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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 (?retroactive date?) and 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 Patients? Compensation 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. 
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