Hospital/Health Care Supplemental Application
Name of Applicant: 

Complete the following for emergency conveyances operated or occupied by employees:

Type of Conveyance
Operated By Employees
Not Operated By Employees

No. of Units 
Avg. No. of Employees 
No. of Units 
Avg. No. of Employees



Occupying
Occupying

 FORMCHECKBOX 
 Ambulance

 






 FORMCHECKBOX 
 Fixed Wing Aircraft*

 






 FORMCHECKBOX 
 Helicopter*

 






 FORMCHECKBOX 
 Other

 






* Aircraft Supplemental Questionnaire must be completed.
Is applicant in compliance with all OSHA standards with respect to handling of and contact with ethylene oxide?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
If “No,” explain. 



Are you acredited by JCAHO or a similar governing entity?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
Is applicant in compliance with CDC’s and OSHA’s standards for blood-borne pathogens and infectious disease?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No.

If “No,” explain. 



Are written and enforced loss control procedures in effect with regard to the following?

Communicable Disease:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Needle sticking and reporting deadlines:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Lifting:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Handling of bodily fluids:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Radiation exposures:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Explain any “no” responses 



Provide the following patient/resident population information:

Patients/Residents
Previous 12 months
HIV and AIDS only


Total (including HIV and AIDS)


Number of emergency room patients annually:


Is applicant involved in any of the following AIDS or HIV related areas?
Specialization in the treatment of AIDS patients
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

AIDS research
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Clinical testing for the HIV virus
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Explain any “yes responses  



Does applicant provide home health care?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No.   If yes, complete the following
Description of duties
No. of Employees
Average per employee

No. of Visits per Month
Miles Traveled per month

RN/LPN






Nurse’s Aide






Housekeeping






AIDS Patient Care






Therapists






Other






Does applicant intend to have this insurance extend to cover non-compensated volunteer employees, if allowed by their state?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If yes, complete the following
Description of duties
No. of Volunteers
Total annual hours worked

Is the hospital designated as a “first responder” in the event of a biological, chemical or radiological attack?  (i.e. has hazmat suits, biocontainment rooms, etc.)
  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If yes, please explain:

Does hospital have parking underneath or within building?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
