KENTUCKIANA MEDICAL RECIPROCAL RISK RETENTION GROUP 

RESIDENT/FELLOW APPLICATION

Effective Date:  ____________

SECTION A: GENERAL INFORMATION
Name of Applicant:
____________________________________   Degree: _________________________
Date of Birth: _____________________

Cell Phone No.:
___________________________________
Local Address:

_____________________________________________________________________
City:
______________________________
State:
_______________
Zip:
______________
Medical License No.:
___________________________________       

State:
_________________



___________________________________

State:
_________________
Specialty/Program:
______________________________________________________________                                                               

EDUCATION/TRAINING:







 Date Completed:
Medical/Professional School:

___________________________________
_________________

 FORMTEXT 



Other Residency(ies) (if applicable):
___________________________________
_________________





___________________________________
_________________
Fellowship (if applicable): 

___________________________________
_________________
Other Training (if applicable):

___________________________________
_________________


BOARD ELIGIBILITY/CERTIFICATION:
Certified:







Date:

______________________________________________________
______________________________
Eligible:








Date:

______________________________________________________
______________________________


PLEASE LIST LAST 5 YEARS OF EMPLOYMENT HISTORY:

Facility




Location



Date Start - End

______________________________
______________________________
______________
______________________________
______________________________
______________
NAME: __________________________________________________________________________________
SECTION B:  PROFESSIONAL AND CLAIMS INFORMATION

PLEASE ANSWER THE FOLLOWING:





 

YES
  NO
N/A

1.
Are you licensed to practice medicine/dentistry in the State of Kentucky?

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

2.
Are you licensed to practice medicine/dentistry in the State of Indiana?

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Will you be required to complete rotations in the State of Indiana?

If yes, please provide the following:

Indiana Medical License Number ____________________________

Number of hours per week practicing in Indiana ______________

3. Are you a member of your local and/or state medical society?


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

IF THE ANSWER IS YES TO ANY OF THE BELOW, ATTACH SEPARATE DETAILED PARTICULARS.

 1.
Are you currently under indictment for a felony?


 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

2. Have you ever been convicted of a felony?




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

3. Have you had current or past chemical or alcohol dependency or addiction?
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 4.
Are you enrolled in an approved impaired physician monitoring program?

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

(If currently enrolled in an impaired physician monitoring program, please 

provide a letter from the medical director within 30 days of submitting this application.)













5.
Have you ever been in an approved impaired physician monitoring program
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


and graduated in good standing? (Please provide documentation of the 


successful completion of treatment within 30 days of submitting this application.)



6. Is your license to practice medicine or federal or state controlled substance


license currently suspended or revoked in lieu of undergoing suspension?
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

7. Are you currently under investigation by the State Board of Medical Licensing?
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 8.
Do you have physical or emotional disabilities?




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

9.
Do you have a restricted license or temporary license to practice medicine 


or are you required to have supervisory review?




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

10. Have you ever been subject to disciplinary action for sexual misconduct?
 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

11. Are you moonlighting outside the University or its affiliates?


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

12. Have you changed medical residencies three (3) or more times?


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

IF THE ANSWER IS YES TO ANY OF THE ABOVE, ATTACH SEPARATE DETAILED PARTICULARS.
NAME: ___________________________________________________________________________________
SECTION C: CURRENT COVERAGE

PLEASE PROVIDE THE FOLLOWING:

· COPY OF DECLARATION PAGE FROM CURRENT CARRIER, if available

· UP TO 10-YEAR LOSS RUN(S) – For coverage other than UofL or KMRRRG, this may be obtained from prior/current insurance carrier(s) or from your residency program(s) risk management office. 

Current/Most Recent Carrier _____________________________   Expiration Date:_____________________
SECTION D: SUPPLEMENTAL CLAIM/SUIT INFORMATION

Are you or have you been involved, directly or indirectly in a claim, or a potential claim or lawsuit within the last ten years?       Yes   FORMCHECKBOX 
       No    FORMCHECKBOX 

If yes, complete this supplement claim form for each claim, potential claim/incident or lawsuit.

1. Patient/Claimant information: 
Name:
                                                                                              
                                                               
Age:     
                               
Male    
 FORMCHECKBOX 
           Female      FORMCHECKBOX 
                                                        

2.

Date of treatment and/or surgery, which led to the allegations against you:                                    
3.   

Date claim/incident notice received (MM/YY):                        

4.   

Date claim reported to prior insurer (MM/YY):                      
5. Name of other doctor(s), hospital(s) or health care provider(s), if any, involved       

in the claim or suit:                                                                       

      6.      
Current status of claim or suit:      Open   FORMCHECKBOX 
         Closed    FORMCHECKBOX 

               
Date of Closing/Settlement or award (MM/YY):                                       

      7.      
Indicate case value established by carrier, if known (in $):                                                   
      8.      
Defending Insurance carrier name:                                                                                                  
      9.      
Claim file number, if known:                                    
     10.     
Was this matter closed with your consent?      
Yes  
 FORMCHECKBOX 
          No     FORMCHECKBOX 

               
Was a suit filed?                                               
Yes  
 FORMCHECKBOX 
          No     FORMCHECKBOX 

               
Was payment made?
Yes  
 FORMCHECKBOX 
          No     FORMCHECKBOX 

               
If no, was claim or suit withdrawn?                   
Yes  
 FORMCHECKBOX 
          No     FORMCHECKBOX 


If yes, indicate total amount of settlement or award (in $):                              
                Amount paid on your behalf (in $):                               
11. Nature of allegations in the claim or suit:

Condition treated:      
                                                                                                                          
Treatment provided:  
                                                                                                                          
Alleged negligence:   
                                                                                                                          
Alleged injury:            
                                                                                                                          
Provide a narrative description of the medical facts:  (must include, but not limited to the type of treatment and/or surgery; your involvement)

                                                                                                                                                             
                                                                                                                                                             
NAME: ___________________________________________________________________________________
SECTION E:  AUTHORIZATION, CERTIFICATION AND ACKNOWLEDGMENT

Authorization:  I authorize and release Kentuckiana Medical Reciprocal Risk Retention Group, its designee(s), their directors, or agents (hereinafter called "KMRRRG") from all liability for obtaining information from individuals or institutions concerning me, my competence or qualifications and eligibility for the insurance program.

I also authorize and release KMRRRG from all liability for obtaining from any hospital any and all information regarding any proceedings or action taken by any hospital regarding appointment, reappointment and/or clinical privileges (including the grant, extension, reduction, suspension or termination thereof), utilization review or quality assurance information and any other information concerning my competence and qualifications that KMRRRG feels is pertinent.

I consent to the release of all individuals from any liability who submits information at the request of KMRRRG to facilitate the assessment of my qualifications for insurance coverage.  I understand, as an applicant, that I have the professional competence, character, ethics, and for resolving doubts about such qualifications, I release from liability and hold harmless KMRRRG for acts in good faith and without malice in connection with the evaluation of my eligibility.

Certification:  I certify that all information provided in connection with this application 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.

NOTE:  THIS APPLICATION 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, COMPLETED SUPPLEMENTARY CLAIM FORM FOR EACH OUTSTANDING CLAIM/LAWSUIT AND ALL CLOSED CLAIMS/LAWSUITS AND PROVIDED A LIST OF CLINICAL PRIVILEGES FROM THE HOSPITAL(S) OF WHICH YOU ARE A STAFF MEMBER, and provided a loss history report 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

1
1
KMRRRG Resident/Fellow Application

02/21/11

