KENTUCKIANA MEDICAL RECIPROCAL RISK RETENTION GROUP 

RESIDENT/FELLOW 

REQUEST FOR COVERAGE OUTSIDE OF KENTUCKY AND INDIANA

Effective Date to Begin Out-of-State Practice:  ____________

Name of Resident:
____________________________________   PGY: _________________________
Social Security No.:
______________________

  Date of Birth: _____________________
Medical License No.:
 (Out-of-State License required for elective and required rotations.)




___________________________________  

State:  _________________



___________________________________

State:
_________________
Specialty of Out-of-State Practice: ______________________________________________________________                                                               

Number of Hours to Practice Out-of-State:         (Weekly)                                                            

Effective Dates of Out-of-State Practice:     Start: ___________  End: ____________

Limits of Liability Required by Out-of-State Practice:__________________________________ 

Responsible Party for Additional Premium and/or Other Associated Costs: ______________________
CERTIFICATION AND ACKNOWLEDGMENT

Certification:  I certify that all information provided in connection with this request is true and complete to the best of my knowledge.  I understand that any material misrepresentation or omission in this application shall automatically void any and all coverage which may be issued to me. 

Acknowledgment:  I acknowledge that I am obligated to notify the Company, within thirty (30) days of the date of change, of any change in the scope of my practice, my clinical privileges at any institution, the procedures I perform, or other factors which may adversely affect the risk under all Company policies by which I am insured.

I acknowledge that my limits of liability are $250,000 per occurrence /$750,000 aggregate and that this coverage is extended only for clinical work related for or on behalf of the University of Louisville or its affiliated entities.

I acknowledge that I will notify KMRRRG if I will be prescribing experimental drugs, equipment or procedures unless experiments are under a program approved by the FDA (not drug company) and/or have IRB approval.

I acknowledge that if required I will participate in the State’s Patient Compensation Fund (“Fund”) and that KMRRRG will notify the State’s Department of Insurance of my participation in the Fund.

NOTE:  THIS REQUEST WILL NOT BE PROCESSED UNTIL IT IS FULLY COMPLETED.  "FULLY COMPLETED" MEANS YOU HAVE FILLED IN ANSWERS TO ALL QUESTIONS, PROVIDED SEPARATE EXPLANATIONS WHERE NECESSARY, SIGNED IN THE APPROPRIATE PLACES AND APPROVED by the Underwriting and Eligibility Committee.
I hereby represent that all information submitted by me in this application is true to the best of my knowledge and belief.


(X) ________________________________________        
____________________________


Applicant Signature                                                                Date
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