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Practice Change  
All adjustment requests are subject to underwriting approval.  Adjustment changes may incur a change in premium. 

 

Policy #:                Policyholder Name:                   Requested Effective Date:          

Please list all practice locations in which you require Medical Protective coverage.  Please note: Total percentage of practice should equal 100%. 
If you have more than 3 locations, please provide the additional information in the comments section below, or attach separate documentation.   
Practice Name:              
Percentage of Practice:     Hours Worked:    Phone:                 Fax:        Email:       

Address:          

City:          State:        Zip:            County:       
 

Practice Name:          
Percentage of Practice:     Hours Worked:    Phone:                 Fax:        Email:       
Address:          
City:          State:        Zip:            County:       

 
Practice Name:          
Percentage of Practice:     Hours Worked:    Phone:                Fax:         Email:       
Address:          

City:          State:        Zip:           County:         
 

Have you added or discontinued any procedures since your last completed application with Medical Protective?    Yes*      No  
 
Do you desire shared or separate entity coverage for any of the above locations?   Yes*      No 
 

Are you adding/changing employer affiliation, corporation/entity coverage, or requesting a change to third party assignment of rights?    Yes*     No  
 
  * If yes, please complete the appropriate supplement(s) at the end of this form. 

Complete only if changing: 
 
Residence Address:           City:         State:        Zip:          
Phone:             Fax:          Email:        

 
Billing Address:            City:         State:       Zip:        
 
License Number:            Policy Limits:       Per Occurrence /       Aggregate 
 
Coverage type: 

 Claims-Made Coverage with prior acts Coverage   Claims-Made Coverage without prior acts Coverage   

 Occurrence Coverage       Occurrence Coverage with Prior Acts Coverage 
 

Additional comments:       
 

 
_________________________________________   _________________________ 
Insured’s Signature       Date 
 
If this form is being signed by the insured’s agent: By my signature, I hereby represent that the insured has granted me full 
authority to execute this form on his or her behalf. I also represent that I have reviewed the responses contained in this form with the 
insured, and we are in agreement they are full and complete to the best of our combined knowledge and belief. In addition, I represent 
that I have discussed the representations provided throughout this form with the insured and that the insured understands and agrees that 
such representations are binding upon him or her, even though I am executing this form on the insured’s behalf. I further acknowledge 
that any material misrepresentation or omission made on this form may form the basis for the Company to terminate my Agency 
Agreement with cause.  
 
_________________________________________   _________________________ 
Agent’s Signature       Date 

 

Please read:  
Please sign and return. 

Deliver to: 
Fax: 800-398-6726    Postal Mail: P.O. Box 15021 Fort Wayne, Indiana 46885 
Email:  medproinduction@medpro.com 
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Practice Organization Supplement 
 

 

Policy #:      Policyholder Name:         Requested Effective Date:       

 

Practice Organization Affiliation: 
 
Number of practice organizations of which you are an employee, shareholder/partner, or independent contractor:          
 
(Please provide details below for your primary practice organization.  If you indicated more than one organization above, please complete a 
Practice Organization Supplement form for each one.) 
 

Name of Legal Entity:        

Date Joined / Formed (MM/DD/YYYY):        
 
If the above entity does business under any other name, please list all additional entity/clinic names (e.g. DBA, fictitious name, etc.):        

 
 

Type of Organization:         
 

  Standard Medical / Dental Practice 
  Hospital 
  Mobile Dentistry 

  Nursing Home 
  State Licensed Surgery Center: 

   For use by other Doctors 
   Your patients only 

  Other – Please explain:       
 

Employment Status:  
  

  Employee  
  Shareholder / Partner  

  Independent Contractor  
  Other – Please explain:       

 

Please indicate the number of doctors and healthcare professionals providing services in your office:   
 

 Doctors (please exclude yourself):        
 
 Healthcare Professionals:        
 

Type of Legal Entity (Check only one box):   
 

  Solo Incorporated: 
  
  Multi-Shareholder Corporation / Partnership / Limited Liability Company: 
 

  If this entity or employer is currently insured by Medical Protective, please provide the following information: 
 
  Policy #:          Group #:         Sub-Group #:        Modular #:       
 

  Other – Please explain:        
 

Do you desire coverage for this entity?   No  Yes   
 
If yes, please select the type of entity coverage desired:   Shared Policy Limits      Separate Policy Limits 

  
Note: Shared policy limits are not available in Indiana, Kansas*, and Pennsylvania*.  To request Separate Limit Entity Coverage, please contact your agent or a 
Medical Protective Service Representative to complete an entity application for consideration. (* Excludes Dental Policies)   
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Practice Organization Supplement – Continued 

 
 

Third Party Assignment of Rights: 
 
 

Would you like to assign an employer or third party the right to cancel your coverage and receive any premium refunds?    Yes      No 
 

If yes, please complete the following statement: 
 

By initialing, I assign to the following employer or named third party (include name and address), both the right to cancel my 
policy and to receive any unearned premium.  However, I do request that copies of all correspondence, formal notices, etc., be 

sent to me at the last address of record.   This assignment may be revoked by me at any future time by faxing a written notice 
to 1-800-398-6726 or by sending written notice to The Medical Protective Company, P.O. Box 15021, Fort Wayne, Indiana 
46885-5021.  
 

 
 Initials:         
 
 Third Party Name:           

 
 Address:       
  

 City:            State:       Zip:       
       
       
           

          

Additional Comments:       
 
 
 
   

 

 

 
 
_________________________________________   _________________________ 
Insured’s Signature       Date 
 
If this form is being signed by the insured’s agent: By my signature, I hereby represent that the insured has granted me full 
authority to execute this form on his or her behalf. I also represent that I have reviewed the responses contained in this form with the 
insured, and we are in agreement they are full and complete to the best of our combined knowledge and belief. In addition, I represent 
that I have discussed the representations provided throughout this form with the insured and that the insured understands and agrees that 
such representations are binding upon him or her, even though I am executing this form on the insured’s behalf. I further acknowledge 
that any material misrepresentation or omission made on this form may form the basis for the Company to terminate my Agency 
Agreement with cause.  
 
_________________________________________   _________________________ 
Agent’s Signature       Date 

 

Please read:  
o  Please sign and return. 

Deliver to: 
Fax:  800-398-6726 
Email: medproinduction@medpro.com 
Postal Mail: P.O. Box 15021 Fort Wayne, Indiana 46885 

 
All adjustment requests are subject to Underwriting approval. 

Adjustment changes may incur a change in premium coverage. 
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