
Professional Liability Application for 

Home Health Care Agencies 

INSTRUCTIONS: ANSWER ALL QUESTIONS; APPLICANT'S NAME MUST INCLUDE THE NAMES OF ALL BUSINESSES AND 
LOCATIONS FOR WHICH COVERAGE IS DESIRED. If the answer is NONE, state NONE; If the answer is NOT APPLICABLE, 
state NOT APPLICABLE (N/A). If the space provided is insufficient to fully answer the question, PLEASE ATTACH A 
SEPARATE SHEET. NOTE: APPLICATION MUST BE DATED AND SIGNED BY OWNER, PARTNER, OFFICER OR 
ADMINISTRATOR. PLEASE TYPE OR PRINT IN INK. 

PART I. GENERAL INFORMATION 

1.1 Applicant Name (including dba's): ________________________ _ 

Tax ID: _________________________________ _ 

1.2 MailingAddress: ______________________________ _ 

1.3 Location Address(es): 

1.4 County (parish) of each location: 

1.5 Telephone Number: Office Fax----- -----

Email: 

Website: 

1.6 Person to contact for Survey: Name: __________ Title: __________ _ 

Email: _____________ Telephone Number:�---�-----

1.7 Year entity established: 

1.8 The Applicant is (Please check and complete A) or B) below: 

0 A. The APPLICANT is an: 0 INDIVIDUAL O Employee O Student O Sole Practitioner 

DB. The APPLICANT is a: D Sole Proprietorship D Partnership D Corporation D Limited Liability 

D Other-Please Describe ____________________________ _ 

1.9 Entity is: D For Profit D Non-Profit 

Please describe source of funds: __________________________ _ 

1.10 Proposed Effective Date: ____________________________ _ 

1.11 Requested Limits of Liability (if available): $ __________ ____, $ __________ _ 

800-666-5692
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1.12 Annual Gross Receipts: 

1.13 Annual Remuneration: 

Estimated next twelve months - $ ________________ _ 

Last twelve months - $ ________________ _ 

Estimated next twelve months - $ ________________ _ 

Last twelve months - $ ________________ _ 

1.14 Total Premises Square Footage Occupied By Applicant: ____________________ _ 

1.15 List all memberships in professional organizations: _____________________ _

PART II. EXPOSURES 

2.1 Healthcare Staff: Please indicate the next twelve months estimated figures for each of the following categories of 

staff, hours worked and compensation. 

2.1.1 Employed Staff (W-2): 

Type 

Registered Nurse 

Licensed Practical Nurse 

Physical Therapist 

Occupational Therapist 

Respiratory Therapist 

Psychotherapist 

Speech Therapist 

Social Workers 

Aides, Homemakers 

Physicians* 

Other: 

Employed Subtotal 

2.1.2 Contracted Staff (1099): 

Type 

Registered Nurse 

Licensed Practical Nurse 

Physical Therapist 

Occupational Therapist 

Respiratory Therapist 

Psychotherapist 

Speech Therapist 

Social Workers 

Annual Hours 

Maximum No. of Service 

Annual Hours 

Maximum No. of Service 

Annual 

Remuneration 

$ ___ _ 

$ ____ _ 

$ ___ _ 

$ ___ _ 

$ ____ _ 

$ ___ _ 

$ ___ _ 

$ ____ _ 

$ ___ _ 

$ ___ _ 

$ ____ _ 

$ ___ _ 

Annual 

Remuneration 

$ ___ _ 

$ ____ _ 

$ ___ _ 

$ ___ _ 

$ ____ _ 

$ ___ _ 

$ ___ _ 

$ ____ _ 







a) 

b)





IV Therapy in the Home Health Setting Supplement 

HOME HEAL TH AGENCY: 

PLEASE COMPLETE THIS SUPPLEMENT IF ANY IV THERAPY IS/WILL BE DONE BY YOUR AGENCY'S PERSONNEL. 

A. The client and significant others are instructed concerning the IV Therapy
Treatments?

1. The instruction includes precautions, signs and symptoms of possible/actual

problems, simple first-aid measures and when and whom to call for assistance?
2. A return demonstration is required before any manipulation/handling of supplies

or equipment occurs?
3. The medical record is documented concerning instruction?

B. Policies and procedures concerning IV therapy are written?

1 They are readily available for use by the registered nurse?

2. They are reviewed and/or revised annually?
3. They include:

a) Drug administration?
1) IV Fluids in general?

2) Specific drugs by category and method of infusion (direct push, IV
Infusion)?

b) Site care?
c) Infection control?

d) Care of equipment, including infusion pumps?
e) Protocols for emergency interventions? (These should be developed with the

assistance of the physician.)

C. The registered nurse has, at a minimum, institutional certification for IV therapy?

1. The certification process verifies:
a) Performance Competency: a skills inventory/checklist is maintained which

documents observed demonstration?
b) Knowledge Competency: a test of theoretical knowledge to include actions of various

drugs administered, contradictions, complications and nursing
intervention? 

2. The registered nurse will be recertified annually?

D. IV therapy will be included as part of the quality assurance program?

Date 

1. Criteria will be established for use in monitoring the program?

2. The medical record, patient interview and patient assessment are included in

the review process?

Applicant 

Yes No 

Title 



Medical Products Sales or Equipment Rental Supplemental 

Application 

A. LIST EACH PRODUCT OR EQUIPMENT LINE INDIVIDUALLY and provide receipts for each. Please attach COPY OF

YOUR PRODUCTS / EQUIPMENT BROCHURES.

ANNUAL RECEIPTS 

DESCRIBE PRODUCT / EQUIPMENT LINE From Rental From Sales 

1. _____________________________________ _

2. _____________________________________ _

3. _____________________________________ _

4. _____________________________________ _

5. _____________________________________ _

B. Describe clients applicant sells / rents to, and % each:

__ % Individuals using products in their home 

__ % Nursing Homes or similar residential facilities* 

__ %Clinics / Labs* 

__ % Individuals in nursing homes* 

__ % Hospitals* 

__ % Physicians* 

__ % Other*, Describe ____________________________ _ 

* If other than individuals in their home, is there a financial / ownership relationship between applicant and

client or facility? D Yes O No 

If YES, please explain ______________________________ _ 

C. Who does the servicing and repair of the products? ____________________ _

D. 

E. 

F. 

G. 

Who does the servicing and repair of rental equipment? __________________ _

Are any products manufactured by others and sold under your entity's label? D Yes O No

If YES, which products? _____________________________ _

Are any additional products planned in the next twelve months? D Yes O No

If YES, please include them under A. and estimate the receipts in the next 12 months.

How are products marketed? (Please attach ad copy or brochures) _______________ _

Is a rental/lease agreement signed by customers prior to releasing any rental 

equipment? 

If YES, please ENCLOSE A COPY OF THE RENTAL AGREEMENT. 

D Yes O No 
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