LOUI SI ANA PATI ENT' S COVPENSATI ON FUND GROUP APPLI CATI ON PCFSR

(RENEWAL FOR FTE's, Locum Tenens, Cinics, ER Goups, Surgical Centers with 01/ 39/ 2924
PRI MARY | NSURANCE) 08: 36: 05

1. PROVI DER DETAI LS
***Conpl ete Name & Mailing Address

LI CENSE #:
Conpl ete Nane - Required Li cense Nunber - Required
Street Address Line 1 - Required Pr of essi onal SpeC| al ty:
Street Address Line 2 Prof essional Specialty - Required
PCF Code:
Cty, State Zip Code - Required
Phone #: EMAI L:

2. PRI MARY COVERAGE -- The CO or declarations page fromthe insurer's policy is REQU RED.
I nsuring Conpany:

THSurtng conpany - Requrrea rrera.

Policy #: Effective From To:
Effective Date - Required Expiration Date - Required
Retro Date (if applicable)***:
Policy Form Clains Made*** or Cccurrence
I Policy Form Selection - Required —
Primary Premium PCF Surchar ge:
Prof essional Liability Limts: Each Caim Aggr egat e
I f Locum Tenens, what physician are you covering for:
Hospital s you service:
NUVBER OF QUTPATI ENT VI SI TS/ DRAWS/ PROCEDURES:
TYPE OF FTE S NUMBER OF FTE' S NUVMBER OF HOURS -- PER WVEEK

Must advi se the PCF of any offsite entities or nultiple |ocations for which coverage is provided along with
the address for each |location 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 alli ed heal thcare providers.
EXCLUSI ONS: Thi s does not include those who require a PCF surcharge, such as, NPs, PA's, CNS, CRNA's, etc.
PCF RESERVES THE RI GHT TO DENY COVERACGE 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,
8§81101- 1105 could result in term nation of PCF coverage.

01/ 30/ 2024

Dat e Printed Name of I|nsured Si gnature of Insured -- NOT VALI D W THOUT SI GNATURE
Any questions regarding this formmy be emailed to: pcf-surcharge@ a. gov
A PRINTED, SIGNED COPY OF THI S FORM MUST BE MAlI LED/ FAXED TO PCF. Save & Print
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