RENEWAL APPLICATION FOR INSURANCE – HOME HEALTH CARE
If the Renewal Applicant organization provides Home Care, Home Health Services, or Staffing to its patients or clients, please complete the following Renewal Application.  If space is insufficient to fully answer any question, complete the answer on a separate sheet and attach to this Application.

	SECTION 1.  APPLICANT INFORMATION

	Entity Name (Applicant):
	     

	Address:
	     

	City, State, Zip Code:
	     

	Phone Number:
	     

	Insured Contact/Title:
	     

	FEIN:
	     

	Years in Business:
	     

	Years Present Mgmt:
	     

	If there has been a change in management within the past 12 months, please provide a brief resume of owners and key management personnel.

	Effective Date:
	     


	SECTION 2.  DESCRIPTION OF SERVICES AND PROCEDURES


	Gross Receipts & Visits

	1.
What are the expected gross receipts for the:     Next 12 months:                                     Past 12 months:      

	2.
Number of patient visits for the:                             Next 12 months:                                    Past 12 months:       


	Identify the TYPE of Service Provided by % of Patient Visits

	Skilled Services
	Percent
	
	Non-Skilled Services
	Percent

	Skilled Nursing Services
	     
	
	Personal Care/Home Care/Companion
	     

	Therapy Services
	     
	
	Live-In Services 
	     

	Hospice
	     
	
	Medical Equipment Supplier
	     

	Trach/Ventilator
	     
	
	Adult Day Care
	     

	Infusion Therapy
	     
	
	Social Services
	     

	Wound Care
	     
	
	Handyman Services
	     

	Skilled Pediatric Care
	     
	
	Non-skilled Pediatric Care
	     

	Staffing or Private-Duty Agency
	     
	
	Other:      
	     


	Identify WHERE Services are Delivered or Performed

	Location
	Percent
	Location
	Percent

	Private Home
	     
	Nursing Home
	     

	Clinic or Doctor’s Office
	     
	Assisted Living Facility
	     

	Correctional Facility
	     
	Other:      
	     

	Hospital*
	     
	

	*If staffing in hospitals, please provide a ward breakout


	Additional Information

	1.
Have there been any other operational changes from the expiring term:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
If YES, please explain:       

	2.
During the last year, has any claim or suit been made against you or any of your staff members arising out of, resulting from or in any way connected with your operations?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
If YES, please explain:       


	Service Information

	1.
Is the Applicant Medicare Certified?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2.
Percentage of patients that are infants (0-2 years old):
	     

	3.
Percentage of patients that are 3-17 years old:
	     

	
If pediatric clients, are there any medically fragile pediatrics?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No           If YES, how many clients:        

	4.
Percentage of patients that are 18-65 years old:
	     

	5.
Percentage of patients that are over 65 years old:
	     

	6.
Percentage of patients that are developmentally disabled:
	     

	7.
Percentage of employees that are relatives to the patients:
	     

	8.
Are any clients receiving 24 hour care? 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No           

	
If YES, is the care Live -In or done in Shift Work (12 hours or less)?      FORMCHECKBOX 
 Live-In        FORMCHECKBOX 
 Shift Work   

	9.
Does the Applicant dispense controlled narcotics?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	10.
Does the Applicant perform client lifting?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	11.
Does the Applicant use Hoyer Lifts?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	If YES, are all Hoyer transfers with 2 staff?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	12.
Does the Applicant act as a referral agency/registry?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No                 If YES, what is the percentage? 

	13.
Are independent contractors required to carry their own professional liability insurance coverage?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A


	SECTION 3. STAFF


	Position
	Full Time
	Part Time
	Full Time
	Part Time
	Payroll
	Hours

	
	Employees
	Contractors
	
	

	Aides (Home Health Aides)
	     
	     
	     
	     
	     
	     

	CNAs (Certified Nurse Assistants)
	     
	     
	     
	     
	     
	     

	Chiropractors
	     
	     
	     
	     
	     
	     

	Companions
	     
	     
	     
	     
	     
	     

	Counselors
	     
	     
	     
	     
	     
	     

	Dieticians
	     
	     
	     
	     
	     
	     

	LPNs/LVNs (Licensed Practical Nurses)
	     
	     
	     
	     
	     
	     

	Medical Directors
	     
	     
	     
	     
	     
	     

	NPs (Nurse Practitioners)
	     
	     
	     
	     
	     
	     

	Occupational/Speech Therapists
	     
	     
	     
	     
	     
	     

	Physical Therapists
	     
	     
	     
	     
	     
	     

	Physicians/Surgeons/Radiologists
	     
	     
	     
	     
	     
	     

	PAs (Physician Assistants)
	     
	     
	     
	     
	     
	     

	Podiatrists
	     
	     
	     
	     
	     
	     

	Respiratory Therapists
	     
	     
	     
	     
	     
	     

	RNs (Registered Nurses)
	     
	     
	     
	     
	     
	     

	Social Workers
	     
	     
	     
	     
	     
	     

	Volunteers
	     
	     
	     
	     
	     
	     

	Other:      
	     
	     
	     
	     
	     
	     

	

	Pre-Hire and Training Practices for Employees and Independent Contractors

	1.
Indicate the following methods performed for the screening process on employees prior to client contact:
	 FORMCHECKBOX 
 Criminal Background checks              FORMCHECKBOX 
 Drug Testing

 FORMCHECKBOX 
 Sexual abuse registry                          FORMCHECKBOX 
 Work References  

 FORMCHECKBOX 
 Professional License Verification      FORMCHECKBOX 
 Personal Interviews

	2.
Does the Applicant document all training provided to its employees/independent contractors?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
If YES, is there training for:
	 FORMCHECKBOX 
 Client Lifting              FORMCHECKBOX 
 Updating Client Care Plans

 FORMCHECKBOX 
 Bathing/Toileting      FORMCHECKBOX 
 Updating a Daily Log of Services  

 FORMCHECKBOX 
 Fall Prevention          FORMCHECKBOX 
 Reporting of adverse incidents  


	Minimum Professional Liability Insurance Coverage Requirements   FORMCHECKBOX 
 N/A

	Please provide details of separate insurance requirements for all medical professionals that are employed or contracted.

	Type of Professional
	Occurrence Limit
	Aggregate Limit
	Certificates of Insurance (COI) Obtained?
	Verification of limits  on COI*

	Physicians, Surgeons, or Dentists
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	NPs or PAs
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	RNs/LPNs/LVNs
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Independent Contractors      
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Others      
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	*Does the applicant verify the insurance on the COI with the agent or carrier listed on the COI?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	SECTION 4.  PROPERTY INFORMATION   FORMCHECKBOX 
 N/A


	Construction:
	     
	Protection Class:
	     

	Stories:
	     
	Square footage:
	     

	Year Built:
	     
	
	

	If over 20 years old, Provide Updates: 
	Plumbing:
	     
	Heating:
	     
	Wiring:
	     
	Roof: 
	     

	Safeguards: 
	Sprinklered:
	     %
	CSBA:
	     
	CSFA: 
	     
	
	


	Limits Schedule

	Loc.
	Building
	Business Personal Property
	Earnings
	EDP Hardware
	Other:     

	1
	$     
	$     
	$     
	$     
	$     

	2
	$     
	$     
	$     
	$     
	$     


	SECTION 5.  REPRESENTATIONS, WARRANTIES, AND ACKNOWLEDMENTS


The Applicant understands and agrees that the following representations and warranties are material and that the Company is relying on the truthfulness of these representations and warranties, which are made the basis of and a condition for the Company’s acceptance of the risks covered by this insurance.  The Applicant further understands and agrees that if any of the following material representations and warranties are false, or if the Applicant fails to comply with any of the following representations and warranties at any time during the policy period, the Applicant shall be deemed to have breached the insurance policy issued by the Company.  A breach of any of the following representations and warranties will result in the policy not applying to any claim or suit brought thereunder.

The Applicant Insured hereby represents and warrants that the following are true and correct as of the inception date of the policy:

a.
The information contained in this Application and all other Applications submitted to the Company by the Applicant or its agent is a just, full and true exposition of all the facts and circumstances with regard to the risk to be insured.

b.
No claims or losses have been made nor have any suits have been filed against you or any other insureds in the past five (5) years other than as disclosed in the Application(s) and/or loss runs submitted to us.

Acknowledgments

The undersigned declares that to the best of his or her knowledge, the statements set forth herein are true and correct and that reasonable efforts have been made to obtain sufficient information from each and every proposed Insured to facilitate the proper and accurate completion of this Application. The signing of the Application does not bind the insurance company to complete the insurance, but it is agreed that this Application and any additional documents submitted therewith are the representations of the Insured and are material and shall be the basis of the contract should a policy be issued. It is further agreed that any incorrect or incomplete statement in the Application could void the protection should a policy be issued.

The undersigned further agrees that if any significant adverse change in the condition of the Applicant is discovered between the date of completion of this Application and the date that coverage was bound with the Insuring Company, and such change renders this Application inaccurate or incomplete, notice of such change will be reported in writing to Promont Insurance Advisors immediately.

This Application shall be considered attached to and part of the Policy. Any material submitted with the Application shall be maintained on file with the Insurer and shall be deemed to be attached hereto as if physically attached.
	SECTION 6.  SIGNATURES


	Signature of Owner, Officer, Partner, Shareholder, or Member

	Name
	Title
	Email Address

	     
	     
	     

	Signature
	     

	Date
	     


	SECTION 7.  INSURANCE FRAUD WARNING


Any person who knowingly, and with intent to defraud or deceive any insurance company or other person, files an application for insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime in certain jurisdictions and is a felony in some states.  Such persons may be subject to criminal and civil penalties including fines, imprisonment, and denial of insurance. 
Applicable in Colorado only: The following additional statement applies. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policy or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

Applicable in New York only: Any person who commits a fraudulent insurance act as described above shall be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

Applicable to Pennsylvania only: Any person who knowingly, and with intent to defraud any insurance company or other person, files an application for insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.
PAGE  
© 2025 Promont Insurance Advisors
Page 1 of 5
Home Healthcare Renewal Application

