1.

LOUI SI ANA PATI ENT' S COMPENSATI ON FUND GENERAL APPLI CATI ON PCFO4R
(RENEWAL FOR NON MD' S WHO HAVE PRI MARY | NSURANCE - CHI ROPRACTCRS, *CPTOMETRISTS, 09/ 14/2023

PHARMACI STS, PHYSI CAL THERAPI STS, PSYCHOLOG STS, ETC.) 15:17:02
*Optonetrists performng surgeries nust fill out PCF1
PROVI DER DETAI LS
***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 #: EMAI L:

PRI MARY COVERAGE -- The CO or declarations page fromthe insurer's policy is REQU RED.
I nsuri ng 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:
Prof essional Liability Limts: Each Cd aim Aggr egat e
Do you work | ess than 20 hours per week? No Yes If so, conplete PCF12

**x*] F COVERAGE | S IN 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; conplete the proper form and

i ncl ude proof of underlying coverage.

I NCLUSI ONS:  Enpl oyed al li ed heal t hcare 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 requirements set forth in LAC 37:111, 881101-1105
could result in termnation of PCF coverage.

09/14/2023

Dat e Printed Name of Insured Signature of Insured -- NOT VALI D W THOUT SI GNATURE

Any questions regarding this formmy be enmiled to: pcf-surcharge@ a. gov
A PRI NTED, SIGNED COPY OF THI S FORM MUST BE MAI LED/ FAXED TO PCF.
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