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Optometrist Professional Liability Association OLP

PROFESSIONAL LIABILITY INSURANCE APPLICATION

HOW TO APPLY:

1. Complete application below.

2. Note the premium below for the policy you selected.

All premiums are annual.

3. Return your completed application, along with your

annual premium, to the address provided.

All coverages elected must be under the same policy

limits. Coverage is effective the date your application is

approved and payment is received. Please allow three

to four weeks for delivery of your certificate. Please

print or type all information.

Visit www.proliability.com for more information and

to view available professions for applying online.

RESIDENTS OF ALASKA, CALIFORNIA, FLORIDA, ILLINOIS, INDIANA, MASSACHUSETTS, NEW

HAMPSHIRE, NEW JERSEY, NEW YORK, AND WEST VIRGINIA DO NOT COMPLETE THIS

APPLICATION. PLEASE CONTACT THE ADMINISTRATOR FOR THE APPROPRIATE APPLICATION.

1. APPLICANT INFORMATION (All applicants must complete. Please print all information.)

INDIVIDUAL APPLICANTS: FIRST NAME INITIAL LAST NAME

BUSINESS APPLICANTS: CORPORATE NAME/DBA/YOUR NAME, IF NOT INCORPORATED (COMPLETE ONLY IF YOU OWN THE BUSINESS)

BUSINESS APPLICANTS: NAMES OF OWNERS, PARTNERS AND CORPORATE OFFICERS WHO ARE ACTIVE IN THE BUSINESS AND THEIR

PROFESSIONAL OCCUPATION

PHYSICAL STREET ADDRESS (MUST COMPLETE) CITY STATE ZIP

MAILING ADDRESS (IF DIFFERENT THAN ABOVE) CITY STATE ZIP

BUSINESS PHONE# FAX # HOME PHONE#

E-MAIL ADDRESS

WEBSITE ADDRESS

2. DEFINITIONS

Employed means you receive a W-2 and are not an owner of the legal entity that issues your W-2. Individual Employed

coverage is not available if you have employees or independent contractors working on your behalf.

Self-Employed is a professional who functions full or part-time as an independent agent with private patients, or as the

owner of a business, paid on a fee-for-service basis.

3. EMPLOYED INDIVIDUALS (See Section 8 of application for Premium Rates by Territory)

ANNUAL LIMITS AND PREMIUMS

$2,000,000 per incident/occurrence $1,000,000 per incident/occurrence

$4,000,000 annual aggregate $3,000,000 annual aggregate

q Employed Optometrist - More than 20 hours per week $_____ $_____

q Employed Optometrist - 20 hours or less per week $_____ $_____

q Employed Optometrist 1st Year Graduate $_____ $_____

Graduation Date: ____________

Month and Year

PROCEED TO SECTION 6

*Kentucky Residents: Due to state taxes and surcharges, please do not submit premium at this time. You will receive a

quote from our underwriting department once your application is received and reviewed.

S.C. WWW
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4. SELF-EMPLOYED INDIVIDUAL AND BUSINESS APPLICANT COVERAGE SELECTION

(See Section 8 of application for Premium Rates by Territory)

ANNUAL LIMITS AND PREMIUMS

$2,000,000 per incident/occurrence $1,000,000 per incident/occurrence

$4,000,000 annual aggregate $3,000,000 annual aggregate

A. A premium must be paid for all owners, partners and principals active in the business.

qSelf-Employed Optometrist(s)

More than 20 hours per week ( ) x $__ = $_____ ( ) x $__ = $_____

qSelf-Employed Optometrist(s)

20 hours or less per week ( ) x $__ = $_____ ( ) x $__ = $_____

qSelf-Employed Optometrist(s)

1st Year Graduate (Individual Applicants Only) ( ) x $__ = $_____ ( ) x $__ = $_____

Graduation Date: ____________

Month and Year

qOther (Owner who is not one of the above professions)

__________________ ( ) x $__ = $_____ ( ) x $__ = $_____

(Please specify occupation and contact administrator for premium)

B. A premium must be paid for each employee

qOptometrist Employee(s)

More than 20 hours per week ( ) x $__ = $_____ ( ) x $__ = $_____

qOptometrist Employee(s)

20 hours or less per week ( ) x $__ = $_____ ( ) x $__ = $_____

qOptometrist Employee(s)

1st Year Graduate ( ) x $__ = $_____ ( ) x $__ = $_____

Graduation Date: ____________

Month and Year

qOther Employee

__________________ ( ) x $__ = $_____ ( ) x $__ = $_____

(Please specify occupation and contact administrator for premium)

5. OPTIONAL COVERAGES (SELF-EMPLOYED INDIVIDUALS AND BUSINESS APPLICANTS ONLY)

ANNUAL LIMITS AND PREMIUMS

$2,000,000 per incident/occurrence $1,000,000 per incident/occurrence

$4,000,000 annual aggregate $3,000,000 annual aggregate

General Liability

*Please attach the name and physical address for each location.

(Property owned or rented by the named insured)

1st Location q $140 q $120

Additional Location(s): ( ) x $59 = $_____ ( ) x $50 = $_____

Additional Insured

*Please attach the name and physical address for each location.

(Premium rate is for each facility under contract)

Professional Liability Only ( ) x $183 = $_____ ( ) x $156 = $_____

*To prevent underwriting delays, please submit this information if coverage is required.
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6. UNDERWRITING DATA (Required - please answer all questions to prevent underwriting delays.) All

applicants must complete questions 1-2. (Attach an explanation for all "YES" responses on a separate sheet of

letterhead.)

1. Have you or any of your employees ever had the following: revoked, suspended, refused, denied renewal, placed on

probation, cancelled, or voluntarily surrendered by you or any of your employees or is such an action pending? (If Yes,

explain on a separate sheet of paper, please include dates and details.)

State License or Certification q YES q NO

Malpractice Insurance** q YES q NO

**Notice to Missouri Residents: This question does not apply.

2. Has any claim or suit ever been brought against you or any of your employees or are you or any of your employees

aware of any incident that might reasonably lead to a claim or suit? (If Yes, explain on a separate sheet of paper, please

include dates, allegations and amounts.) q YES q NO

7. CALCULATE YOUR PREMIUM

This credit is based upon the size of group at the time coverage is purchased. Credits apply as follows: Groups of 2-9

professionals, 4%; Groups of 10-14 professionals, 8%; Groups of 15 or more professionals, 12%.

LIABILITY PREMIUM (Section 4 for Self-Employed Applicants) $_______

PLUS OPTIONAL COVERAGES (Section 5 for Self-Employed Applicants Only) $_______

SUBTOTAL PREMIUM $_______

LESS PREMIUM CREDIT (SIZE OF GROUP), IF APPLICABLE $_______

TOTAL PREMIUM DUE* (ROUND TO THE NEAREST WHOLE DOLLAR) $_______

*Kentucky Residents: Due to state taxes and surcharges, please do not submit premium at this time. You will receive a

quote from our underwriting department once your application is received and reviewed.

8. PREMIUM RATES BY TERRITORY

How to determine your Professional Liability Premium Rate: First determine your Territory using the Territory information

below. Next, find the corresponding premium rate for your desired limits of liability from the charts on the right. Transfer

the appropriate rate(s) to Section 3 (Employed Applications) or Section 4 (Self-Employed Applicants) of this application.

NOTE: Rates differ by the number of hours worked per week: Full-time is more than 20 hours per week. Part-time is 20

hours or less per week.

TERRITORY 1 TERRITORY 1 - LIMITS & ANNUAL PREMIUM RATES RATES

$2,000,000 per incident/ $1,000,000 per incident/

$4,000,000 annual aggregate $3,000,000 annual aggregate

Employed/Employee Optometrist Employed/Employee Optometrist

Full-time/Part-time: $549 Full-time/Part-time:$469

1st Year Grad: $412 1st Year Grad: $352

Self-Employed Optometrist Self-Employed Optometrist

Full-time: $549 Full-time: $469

Part-time: $422 Part-time: $361

1st Year Grad: $412 1st Year Grad: $352

TERRITORY 2 TERRITORY 2 - LIMITS & ANNUAL PREMIUM RATES RATES

$2,000,000 per incident/ $1,000,000 per incident/

$4,000,000 annual aggregate $3,000,000 annual aggregate

Employed/Employee Optometrist Employed/Employee Optometrist

Full-time/Part-time: $658 Full-time/Part-time:$562

1st Year Grad: $494 1st Year Grad: $422

Self-Employed Optometrist Self-Employed Optometrist

Full-time: $658 Full-time: $562

Part-time: $507 Part-time: $433

1st Year Grad: $494 1st Year Grad: $422
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8. PREMIUM RATES BY TERRITORY (Continued)

How to determine your Professional Liability Premium Rate: First determine your Territory using the Territory information

below. Next, find the corresponding premium rate for your desired limits of liability from the charts on the right. Transfer the

appropriate rate(s) to Section 3 (Employed Applications) or Section 4 (Self-Employed Applicants) of this application.

NOTE: Rates differ by the number of hours worked per week: Full-time is more than 20 hours per week. Part-time is 20 hours

or less per week.

TERRITORY 3 TERRITORY 3 - LIMITS & ANNUAL PREMIUM RATES RATES

$2,000,000 per incident/ $1,000,000 per incident/

$4,000,000 annual aggregate $3,000,000 annual aggregate

Employed/Employee Optometrist Employed/Employee Optometrist

Full-time/Part-time: $1048 Full-time/Part-time:$896

1st Year Grad: $786 1st Year Grad: $672

Self-Employed Optometrist Self-Employed Optometrist

Full-time: $1048 Full-time: $896

Part-time: $807 Part-time: $690

1st Year Grad: $786 1st Year Grad: $672

TERRITORY 4 TERRITORY 4 - LIMITS & ANNUAL PREMIUM RATES RATES

$2,000,000 per incident/ $1,000,000 per incident/

$4,000,000 annual aggregate $3,000,000 annual aggregate

Employed/Employee Optometrist Employed/Employee Optometrist

Full-time/Part-time: $1847 Full-time/Part-time:$1579

1st Year Grad: $1385 1st Year Grad: $1184

Self-Employed Optometrist Self-Employed Optometrist

Full-time: $1847 Full-time: $1579

Part-time: $1422 Part-time: $1215

1st Year Grad: $1385 1st Year Grad: $1184

I understand that I am not covered by this insurance for rendering or failure to render any professional services as a physician,

surgeon, dentist, nurse midwife, nurse anesthetist, perfusionist, cytotechnologist, chiropractor, podiatrist, osteopath, or

psychiatrist. I understand that these professional occupations are excluded from coverage. I understand that this insurance will

not apply to any partner, principal or owner of a residential/overnight facility. The insurance described herein is subject to the

terms, conditions and exclusions of the insurance policy. The insurance is excess when other insurance applies to a loss.

In order to enhance the stability of this professional liability insurance program, coverage has been organized through a

purchasing group, pursuant to legislation, known as the Federal Liability Risk Retention Act of 1986, enacted by Congress.

Coverage is provided to the purchasing group by Liberty Insurance Underwriters Inc. Once the completed application has been

approved and the premium has been received, you will automatically become a member of the American Health Care

Professions Purchasing Group Association, located and domiciled in Illinois and obtain the insurance coverage afforded through

the Group Policy on an annual term.

This application is subject to the underwriter's approval. Your completion of this application and premium payment does not

bind coverage or obligate the insurance company to issue you insurance coverage. Coverage will become effective following the

receipt of your acceptable application and premium payment. Your application cannot be processed unless it is completed in its

entirety. The application is subject to the company's underwriting rules.

Illinois Only- Illinois Medical Professional Liability Law PA94-677

Illinois Medical Professional Liability Law PA94-677, Senate Bill 475, requires insurers to implement a quarterly premium

payment installment plan as prescribed by the Secretary of the Illinois Department of Financial and Professional Regulation

(IDFPR).

If you practice in the state of Illinois and your annual medical professional liability premium is above $500, please visit

www.proliability.com/illinstall for information regarding installment payment options.
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YOU MUST SIGN AND DATE THIS APPLICATION

(ALL STATES EXCEPT AR, CO, DC, FL, HI, KY, LA, ME, MD, NJ, NM, NY, OH, OK, PA, TN, VA, WA, WV): ANY PERSON

WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY lNSURANCE COMPANY OR OTHER PERSON, FILES AN

APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION OR

CONCEALS, FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO,

COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME.

ARKANSAS, LOUISIANA, AND WEST VIRGINIA APPLICANTS: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR

FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN

APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN

PRISON.

COLORADO APPLICANTS: IT IS UNLAWFUL TO KNOWINGLY PROVIDE FALSE, INCOMPLETE, OR MISLEADING FACTS

OR INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD

THE COMPANY. PENALTIES MAY INCLUDE IMPRISONMENT, FINES, DENIAL OF INSURANCE, AND CIVIL DAMAGES.

ANY INSURANCE COMPANY OR AGENT OF AN INSURANCE COMPANY WHO KNOWINGLY PROVIDES FALSE,

INCOMPLETE, OR MISLEADING FACTS OR INFORMATION TO A POLICYHOLDER OR CLAIMANT FOR THE PURPOSE OF

DEFRAUDING OR ATTEMPTING TO DEFRAUD THE POLICY HOLDER OR CLAIMING WITH REGARD TO A SETTLEMENT

OR AWARD PAYABLE FOR INSURANCE PROCEEDS SHALL BE REPORTED TO THE COLORADO DIVISION OF INSURANCE

WITHIN THE DEPARTMENT OF REGULATORY AGENCIES.

DISTRICT OF COLUMBIA APPLICANTS: WARNING: IT IS A CRIME TO PROVIDE FALSE OR MISLEADING INFORMATION

TO AN INSURER FOR THE PURPOSE OF DEFRAUDING THE INSURER OF ANY OTHER PERSON. PENALTIES INCLUDE

IMPRISIONMENT AND/OR FINES. IN ADDITION, AN INSURER MAY DENY INSURANCE BENEFITS IF FALSE

INFORMATION MATERIALLY RELATED TO A CLAIM WAS PROVIDED BY THE APPLICANT.

FLORIDA APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE ANY

INSURANCE COMPANY FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE, INCOMPLETE, OR MISLEADING

INFORMATION IS GUILTY OF A FELONY OF THE THIRD DEGREE.

HAWAII APPLICANTS: FOR YOUR PROTECTION, HAWAII LAW REQUIRES YOU TO BE INFORMED THAT PRESENTING A

FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT IS A CRIME PUNISHABLE BY FINES OR IMPRISONMENT,

OR BOTH.

KENTUCKY APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE

COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE CONTAINING ANY MATERIALLY FALSE

INFORMATION OR CONCEALS, FOR THE PURPOSE OF MISLEADING, INFORMATION CONTAINING ANY FACT MATERIAL

THERETO COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME.

MAINE, TENNESSEE, VIRGINIA, AND WASHINGTON APPLICANTS: IT IS A CRIME TO KNOWINGLY PROVIDE FALSE,

INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE

COMPANY. PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR A DENIAL OF INSURANCE BENEFITS.

MARYLAND APPLICANTS: ANY PERSON WHO KNOWINGLY AND WILLFULLY PRESENTS A FALSE OR FRAUDULENT

CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR WHO KNOWINGLY AND WILLFULLY PRESENTS FALSE

INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND

CONFINEMENT IN PRISION.

NEW JERSEY APPLICANTS: ANY PERSON WHO INCLUDES ANY FALSE OR MISLEADING INFORMATION ON AN

APPLICATION FOR AN INSURANCE POLICY IS SUBJECT TO CRIMINAL AND CIVIL PENALTIES.

NEW MEXICO APPLICANTS: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR

PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR

INSURANCE IS GUILTY OF A CRIME AND MAYBE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.

NEW YORK APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE

COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY

MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING

ANY MATERIAL FACT THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL BE

ALSO SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE STATED VALUE OF THE

CLAIM FOR EACH SUCH VIOLATION.

OHIO APPLICANTS: ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATING A FRAUD

AGAINST AN INSURER SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE

STATEMENT IS GUILTY OF INSURANCE FRAUD.
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OKLAHOMA APPLICANTS: WARNING: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRAUD OR

DECEIVE ANY INSURER, MAKES ANY CLAIM FOR THE PROCEEDS OF AN INSURANCE POLICY CONTAINING ANY FALSE,

INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF A FELONY.

PENNSYLVANIA APPLICANTS: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE

COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY

MATERIALLY FALSE INFORMATION OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY

FACT MATERIAL THERETO COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME AND SUBJECTS SUCH PERSON

TO CRIMINAL AND CIVIL PENALTIES.

Declaration and Signature -

The undersigned, on behalf of all prospective insureds, after a reasonable inquiry, declares to the best of his/her knowledge and

belief that the statements contained herein are true and are the basis of the acceptance of the risk or the hazard assumed by

the Company under this Policy. It is further agreed by the undersigned, its Subsidiaries and their directors, officers and trustees

that the Policy, if issued, is in reliance upon the truth of such representations. It is agreed that, although the signing of the

Application does not commit the undersigned to purchase the insurance being applied for, the statements made in this

Application shall become the basis of the Policy should one be purchased. The Company is hereby authorized to make any

investigation and inquiry in connection with this Application deemed necessary.

__________________________ __________ __/__/__

Signature of Applicant or Authorized Partner / Officer / Owner Title Date

_______________________

Name of individual signing this application (printed)

Enclosed is my check for $________ Effective Date Desired*______

Make check payable to Marsh/Seabury & Smith, Inc. and return your check and this application in the envelope provided.

*May not be earlier than the date the administrator receives and approves this application.

I authorize Marsh/Seabury & Smith to charge my: q VISA qMasterCard Amount $______

PLEASE NOTE: We do not accept American Express or Discover

Credit Card Number ___________________________________________

Expiration Date _____________________________________________

Print name exactly as it appears on card ___________________________________

If paying by credit card, you may fax your application to 515-365-6338.

Administrator:

Joan F. O'Sullivan, Licensed Agent

75 Remittance Drive, Suite 1788

Chicago, IL 60675-1788

1-800-503-9230

www.proliability.com

CA License #0633005

d/b/a in CA Seabury & Smith Insurance Program Management

Underwritten by:

Liberty Insurance Underwriters Inc.

� Seabury & Smith, Inc. October 2010 PLE-OLP
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With more and more insurers pulling out of the

optometry marketplace, Marsh U.S. Consumer is proud

to present you with this insurance program backed by a

strong, stable and experienced insurer, Liberty

Insurance Underwriters Inc.
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Administrator:

Joan F. O'Sullivan, Licensed Agent

75 Remittance Drive, Suite 1788

Chicago, IL 60675-1788

1-800-503-9230

www.proliability.com

CA License #0633005

d/b/a in CA Seabury & Smith Insurance Program

Management

Underwritten by:

Liberty Insurance Underwriters Inc.

 


