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(WASHINGTON) EVEREST NATIONAL INSURANCE COMPANY
HEALTHCARE SUPPLEMENTAL APPLICATION




This is a supplement to an Application for a claims made and reported policy.  It is part of and shall be deemed incorporated into the Application.  If the Applicant is applying for coverage for a healthcare entity, this Supplemental Application must be completed.  
		
1. Name of Applicant: _______________________________________________________________________________


2. Please select the options that best describes the Applicant’s healthcare nature of operations: 
	|_| Acute Care or General Hospital
	|_| Ambulatory Care/Surgical Center or Outpatient Clinic

	|_| Health Maintenance Organization (HMO)
	|_| Home Health Care

	|_| Multi Location Health System
	|_| Nursing Home/Long-Term Care Facility

	|_| Psychiatric/Behavioral Health Center
	|_| Physicians’ Office

	|_| Specialty Care Hospital
	|_| Other (please specify):



3. Please select the option that best describes hiring practices with respect to physicians:
	|_| Physicians are employed by the Applicant or a Subsidiary

	|_| Physicians are independent contractors and are granted privileges to practice

	|_| Physicians may be either employed by or independent contractors of the Applicant or a Subsidiary

	|_| The Applicant or a Subsidiary does not employ physicians or grant privileges for physicians



4. Total Number of Physicians Employed (Includes Full/Part Time and Independent Contractors): 		___________

5. How many beds does the Applicant operate?  ____________________________                

6. Please detail Revenue percentages per categories below:
	 
	Current Year
	Previous Year

	Derived from Medicare
	 %
	 %

	Derived from Medicaid
	 %
	 %

	Derived from Third Party Payors
	 %
	 %

	Derived from Self Payors
	 %
	 %

	Designated for Uncompensated Care or Charity Care
	 %
	 %


	
7. Is any of the Applicant’s Medical Malpractice or Healthcare Professional Liability exposure self-insured or insured by means of a funded trust, captive, subsidiary, or reciprocal risk sharing operation?  If “Yes”, please attach additional details.

8. Does the Applicant control more than 20% of the market share in any given geographical area of: providers in any field of practice, hospital beds, healthcare services, and/or the market share of health plan members for managed care? If “Yes”, please attach additional details.

9. Does the Applicant have formal written policies and procedures in effect that address peer review, credentialing, and decisions that could adversely affect health care staff membership, privileges, or licensing?

10. Does the Applicant have formal written regulatory compliance and procedures addressing the responsibilities of the Applicant and its employees? 	

a. Date Implemented: ____________________________   
b. Date of most Recent Revision: ____________________________   
c. Name of Compliance Officer and Title: ____________________________   
d. To whom does the Compliance Officer Report? ____________________________ 	

11. Does the Compliance Officer have direct access to the Board of Directors or Trustees?

	
Yes  |_|     No  |_|



Yes  |_|     No  |_|



Yes  |_|     No  |_|



Yes  |_|     No  |_|










Yes  |_|     No  |_|



12. How frequently does the board receive reports about compliance issues? ____________________________

	13. Does the Applicant maintain a process, such as a hotline, to receive complaints and allegation of wrongdoing?

14. Does the Applicant utilize an external audit firm to monitor billing/coding compliance? 

	Yes  |_|     No  |_|


Yes  |_|     No  |_|


	15. Does the Applicant have policies that address the protection of whistleblowers and those accused? 

	Yes  |_|     No  |_|



	16. Is legal counsel consulted before any recommendation or decision is finalized that could adversely affect healthcare staff membership, privileges, or licensing?

17. Has the Applicant’s license, certification, or accreditation ever been investigated, denied, suspended, revoked, or granted, subject to any contingencies or recommendations?
 If ”Yes”, please attach additional details.

	Yes  |_|     No  |_|


Yes  |_|     No  |_|




	18. Does the Applicant have any exclusive contracts with any providers, or any provider agreements that contain “most favored” pricing clauses or other preferential terms and conditions? If “Yes”, please attach additional details. 

19. Does the Applicant perform any clinical trials? If “Yes”, please attach additional details.


	Yes  |_|     No  |_|



Yes  |_|     No  |_|



	20. Does the Applicant provide annual training to employees who perform the billing and coding functions?
	Yes  |_|     No  |_|



	21. Has the Applicant been subject to any regulatory inquiry, investigation, indictment, or proceeding for any actual, alleged, or potential violations of the following, regardless of whether or not such inquiry was a result of voluntary self-disclosure?
a) Federal False Claims Act?
b) Anti-Kickback Statute?
c) Physician Ownership and Self-Referral Act (The Stark Act)?
d) Any other federal, state, or local law or regulation?
	


Yes  |_|     No  |_|
Yes  |_|     No  |_|
Yes  |_|     No  |_|
Yes  |_|     No  |_|





	
SIGNATURE:		

TITLE: 	  DATE: 			
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