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APPLICATION FOR INSURANCE – MEDICAL SPA
Please complete the below application.  If space is insufficient to fully answer any question, complete the answer on a separate sheet and attach to this Application.  Please provide 5 years of loss history.  There may be additional supplemental applications for specific exposures.
	SECTION 1.  APPLICANT INFORMATION

	Entity Name (Applicant):
	     

	Address:
	     

	City, State, Zip Code:
	     

	Phone Number:
	     

	Applicant Contact:
	     

	Website:
	     

	Effective Date:
	     

	Years in Business:
	     
	Years Present Mgmt:
	     

	If there has been a change in management within the past 12 months or in operation for less than 3 years, please provide a brief resume of owners and key management personnel.


	Location Schedule (please list on separate page if more than 3 locations)

	#
	Street Address
	City
	State
	Zip
	% of Services

	1
	     
	     
	     
	     
	     

	2
	     
	     
	     
	     
	     

	3
	     
	     
	     
	     
	     


	Type of Institution (check all that apply)

	Entity Details
	
	Entity Details
	
	Entity Details
	

	For Profit
	 FORMCHECKBOX 

	Not-For-Profit
	 FORMCHECKBOX 

	Solo practitioner
	 FORMCHECKBOX 


	Licensed by State 
	 FORMCHECKBOX 

	Medicare Certified
	 FORMCHECKBOX 

	Other:       
	 FORMCHECKBOX 



	Expiring Insurance Coverage (list Requested Coverages if bare)

	Type of

Insurance
	Per Claim

Limit of Liability
	Aggregate

Limit of Liability
	Deductible/SIR
	Claims Made

or Occurrence
	Retroactive

Date

	Prof. Liab.
	     
	     
	     
	     
	     

	Genl. Liab.
	     
	     
	     
	     
	     

	Sex Abuse
	     
	     
	     
	     
	     

	H/NO*
	     
	     
	     
	     
	     

	Property*
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	*If requested coverage, please complete additional Section or application


	Additional Insureds (please list on separate page if more)

	#
	Name
	Street Address
	City
	State
	Zip
	Relationship

	1
	     
	     
	     
	     
	     
	     

	2
	     
	     
	     
	     
	     
	     


	SECTION 2. EXPOSURE INFORMATION


Please state amounts for total revenue

	Total Revenue
	Gross Receipts

(Past 12 mo.)
	Gross Receipts

(Next 12 mo.)

	Service Fees:
	     
	     

	Product Sales:
	     
	     

	Other Income:
	     
	     

	Total Gross Revenue:
	     
	     


Provide the following information for all procedures performed.   Leave blank if not providing that procedure.
	Day Spa Services: Procedure
	Performed by
	Number of annual procedures

	Aesthetician: Facials, Spray Tanning, Electrology, Microdermabrasion, Dermaplanning, LED services, Microcurrent Services, Ear piercing 
	
	

	Chemical Peels (light)
	     
	     

	Chemical Peels (over 30% acidity)
	     
	     

	Colon Hydrotherapy
	
	

	Cosmetology (hair/nails/waxing)
	
	

	Cryotherapy (Localized): (ex. CoolSculpting, Cryolipolysis)
	
	

	Cryotherapy (Whole Body / Cryochamber)
	
	

	Laser Hair Removal
	     
	     

	Massage
	     
	     

	Microneedling
	     
	     

	Permanent Makeup and/or Microblading
	     
	     

	Radiofrequency: type 
	
	

	Teeth Whitening
	     
	     


	Injections: Procedure
	Performed by
	Number of annual procedures

	Botox Injections 
	
	

	Dermal fillers: type 
	     
	     

	Kybella
	
	

	Mesotherapy
	
	

	Non-Surgical Lipo: type 
	
	

	Peptide Therapy
	
	

	Platelet Rich Plasma (PRP)
	
	

	Sclerotherapy
	
	

	Stem Cell Therapy: type 
	
	


	Lasers & Radiofrequency & Ultrasound: Procedure
	Performed by
	Number of annual procedures

	Class IV**: type & use   
	
	

	Intense Pulsed Light**
	     
	     

	Plasma Pen
	
	

	Radiofrequency: type 
	
	

	Ultrasound Cellulite Reduction
	     
	     

	**
If above performed, is patient skin typing performed prior to all class IV laser or IPL treatments?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     

	**
If above performed, is a licensed physician or medical director onsite for consult when performing any class IV laser, IPL, or injection treatments?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	Hormone Therapy: Procedure
	Performed by
	Number of annual procedures

	Bio-identical hormone replacement
	
	

	HCG therapy for weight loss
	     
	     

	Testosterone Replacement Therapy (incl. Erectile Disfunction)
	     
	     

	Other: type 
	
	


	Surgical: Procedure
	Performed by
	Number of annual procedures

	Hair transplants
	
	

	Liposuction: type 
	     
	     

	Plastic Surgery: type 
	     
	     

	Thread-lifts
	
	

	Other: 
	
	


	Other: Procedure
	Performed by
	Number of annual procedures

	IV Therapy: type 
	
	

	Medicated Weight Loss
	     
	     

	Other: 
	     
	     


	SECTION 3. ADDITIONAL SERVICE INFORMATION


Please indicate the number of units in your facility.
	Type
	Number
	Type
	Number

	Saunas
	     
	Foot Detox Units
	     

	Steam Rooms
	     
	Showers
	     

	Soaking Pools/Tubs
	     
	UV Tanning Units
	     

	Oxygen Inhalation Devices
	     
	
	


Please answer the additional service questions.
	1.
Do you provide services at locations other than your spas?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If YES, please explain:       

	2.
Are FDA approved Drugs ever used for ‘off-label’ purposes?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If YES, please explain:       

	3.
Does all labeling and use of drugs have FDA approval?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	4.
Do you sell any products?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	            If YES, do you label these products in your name?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	5.
Do you manufacture any Drugs?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If YES, please explain:       

	6.
Does the Applicant facility administer general anesthesia?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If YES, please explain:       

	7.
Does the Applicant provide services to minors (persons under the age of 18)?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If YES, percentage of revenues:       %

	8.
Are there any overnight beds?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If providing training school(s), please complete the below.

	Profession Students are training for 
	Max Number of students per session
	Number of sessions per year
	Number of faculty per session
	Faculty Qualification (ex. MD, RN)

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	SECTION 4. STAFF & HIRING PRACTICES


	Position
	Employees
	Contractors
	Insured on own PL Policy

	Aesthetician
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Beauticians/Barbers/Cosmetologist/Manicurist
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	CRNA’s
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Dermatologist
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Electrologist
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Laser Technician
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Massage Therapist
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Medical Assistant
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Nurses (RN/LPN/LVN)
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Medical Director
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Nurse Practitioners (NP)
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Physician Assistants (PA)
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Physician (no surgery)
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Physician (surgical)
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Other:      
	     
	     
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No


	Pre-Hire 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.
Sexual Abuse registry checks are completed how often?
	 FORMCHECKBOX 
 At Hire           FORMCHECKBOX 
 Annual           FORMCHECKBOX 
 Never  

	3.
Are there written job descriptions provided to all employees?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	4.
Are all individuals licensed in accordance with applicable State and Federal regulations?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If NO, please explain:         

	5.
Do the individuals receive training through a training program?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If NO, please explain:         

	
IF YES, is the training in-house or through a 3rd party?
	 FORMCHECKBOX 
 In-House            FORMCHECKBOX 
 3rd Party     

	6.
Do you maintain proof of trainings/certifications?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If NO, please explain:         

	7.
Do you use staffing agencies?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If YES, please explain:         

	8.
Are all physicians board certified or eligible?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

	9.
Do you require contracted staff to carry their own Professional Liability Insurance?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

	
If YES, do you maintain Certificates of Insurance?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A


	Post Hire Practices and Risk Management

	Does the Applicant have the following written policies and/or procedures:

	1.
Do you provide and document training for new staff?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2.
Do you make continuing education program(s) available to employees?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3.
Do you provide formal, written sexual misconduct policies and procedures that include outlining appropriate staff-client interactions?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	4.
Do you train staff on how to appropriately drape clients during massage therapy?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      FORMCHECKBOX 
 Procedure not performed

	5.
Does the Applicant require all clients to sign an informed consent form prior to treatment outlining the risks of treatment?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If NO, please explain:  

	6.
Does the Applicant take before-and-after pictures of every patient?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If NO, please explain:  


	Reporting & Audits

	1.
Are clients care procedures regularly audited by Applicant’s management or executive officers?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2.
Do you utilize a formal written Quality Assurance and Risk Management Program?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3.
Is staff trained to report any incidents or adverse outcomes to management?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	4.
Does the Applicant conduct patient/client surveys?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	SECTION 5.  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
	$     
	$     
	$     
	$     
	$     

	3
	$     
	$     
	$     
	$     
	$     


	SECTION 6. REGULATORY, INSURANCE & LICENSING MATTERS


	1.
Have you or your staff ever been the subject of a proceeding by a governmental, administrative, hospital, or professional association agency?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2.
Have you or any of your staff ever been convicted of a criminal act other than traffic offenses?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3.
Have you or any of your staff ever been treated for alcoholism or drug addiction?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	4.
Has your license ever been suspended or revoked, or have you ever been placed under regulatory probation or sanctions, including Medicare sanctions and de-certifications?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	5.
Have you or any of your staff ever had any state professional license of license to prescribe narcotics suspended, revoked, renewal refused or restricted, or ever voluntarily surrendered same?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

	6.
Has any federal or state civil or criminal investigation or action been initiated or filed that directly or indirectly involve the Applicant’s organization?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	7.
Has a state or federal agency fined this facility in the last 5 years?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	8.
Have there been any incidents resulting in any allegations of sexual abuse?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	9.
Have there been any HIPAA violations or fines?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
If YES to any of the above questions #1-9, please explain. 
	


	SECTION 7.  INSURANCE COVERAGE AND PRIOR CLAIMS EXPERIENCE


IT IS UNDERSTOOD AND AGREED THAT THE INSURER SHALL NOT BE LIABLE TO MAKE ANY PAYMENT FOR DAMAGES OR CLAIMS EXPENSE IN CONNECTION WITH ANY CLAIM MADE AGAINST ANY INSURED BASED UPON ARISING OUT, DIRECTLY OR INDIRECTLY RESULTING FROM OR, IN CONSEQUENCE OF, OR IN ANY WAY INVOLVING ANY CLAIM OR SUIT, FACT, CIRCUMSTANCE, OR SITUATION SET FORTH, OR THAT SHOULD HAVE BEEN SET FORTH, TO THE FOLLOWING CLAIM QUESTIONS.
	Knowledge of Past Claims & Circumstances

	1.
During the past 5 years, has any insurance carrier canceled or refused to renew your professional liability, general liability or employee benefits liability coverage for any reason other than carrier’s withdrawal from the market?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
Explain.
	     

	2.
During the last 5 years, 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

	
Explain.
	     

	3.
Are you aware of any fact, circumstance, or situation that might result in a claim 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

	
Explain.
	     


	SECTION 8.  REPRESENTATIONS AND WARRANTIES


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.

1.
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 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.
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. 
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 9.  SIGNATURES


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

	Name
	Title
	Email Address

	     
	     
	     

	Signature
	     

	Date
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