
Medical Professional Liability 
Insurance Quote Form 

We will hold all information you supply to us in strict confidence, and share it only when  
necessary to complete the objective. 

BASIC INFORMATION 
 
1.  Physician Name: ______________________________________  ___________________________________  ___________  _______  
                              (Physician Last)        (First)          (MI)            (Title) 
 
  Date of Birth: _____/_____/______   ______________________________  ______________________________________ 
             Mo       Day      Year   Social Security Number       Medical License Number 
 
2.     (______)_____________________                (______)________________________                (______)________________________    
 (Phone Number)          (Fax Number)              (Pager Number) 
 
                (______)_____________________           ______________________________________________________________________   
 (Mobile Phone)           (E-mail Address) 
 
3. Address for Primary Practice: 
 
 Practice Name/Corporation Name: _____________________________________________________________________________ 
 
 Street Address: _____________________________________________________________________________________________ 
   (Number)    (Street)    (Suite) 
              
              _____________________________________________________________________________________________ 
   (City)    (State)  (Zip)  (County) 
    
 
 Mailing  Address: ___________________________________________________________________________________________ 
     (Number)    (Street)  (Suite) 
              
                ____________________________________________________________________________________________ 
   (City)    (State)  (Zip) 
 
 Business Manager:__________________________________________________________________________________________ 
    (Name)    (Phone Number) 

ABOUT YOUR PRACTICE 
 
1. Specialty/Subspecialty: ____________________________________________________  2. Practice Start Date     _____/_____/_____ 
                      (out of residency/training)     Mo      Day     Year 
  
  No Surgery   Minor Surgery    Major Surgery 
 Permits incision of boils &  Assisting in major surgery on own  Includes an operation done under 
 superficial abscesses,   patients-minor operations done  general anesthesia and assisting in  
 suturing of skin superficial  under local anesthesia   major surgery on patients other than  
 fascia         your own 
 
2. Part Time:  Yes No  Number of hours per week: _____________   5.  Claims or Incidents ? Yes         No 
 
3. Do you practice OB: Yes No Number of deliveries per year: ___________      If “Yes” must complete Claim Summary       
          on Reverse & provide 10 year verifiable    
4. Are you Board Certified:      Yes    No Board Eligible?  Yes No  claim history from all previous carriers.  

COVERAGE Information: 
 
1. Current Limits:  $1MM/$3MM $2MM/$4MM Other: _________ 
 
2. Current Retroactive Date: ______/_______/_______ (if Claims Made Coverage) 
 
3. Current Policy Effective/Expiration Date: ______/_______/_______ to ________ 
 
4. Current Insurance Carrier: ______________________________________________ 
 
5. Policy Number:_____________________________________ 

HOSPITAL AFFILIATIONS:                 Active  Courtesy 
 
1.____________________________ 
 
2.____________________________ 
 
3.____________________________ 
 
PAST INSURANCE CARRIERS Year to Year 
 
1.____________________________ ___________ 
 
2.____________________________ ___________ 
 
3.____________________________ ___________ 

Return To:  
Medical Risk Services, Inc. 

4355 Weaver Parkway, Suite 180 
Warrenville, Illinois 60555 

Phone (630) 821-6000  Fax: (630) 821-6001 
Email: info@medrisk1.com   



CLAIM INFORMATION 
 
Patient Name: _____________________________________________________________   Date of Treatment: ________/_________/_________    
       
Summary of the medical facts, including the allegations:  
 
 
 
 
Status of Claim/Disposition/Suit 

TYPE OF PRACTICE 
 
1. Do you Practice as an Individual (solo practice)? Yes No 
 
2. Employee? Yes No Name of Employer:_____________________________________________________________ 
 
3. Independent Contractor?   Yes No 
 
4. Do you Practice in a Group?: Yes  No  Number of Physician’s in Group: ________________________ 
 
5. Name of Group Practice: ______________________________________________________________________________________  
 
6. Partner/Shareholder? Yes  No  
 
7. Names of physicians in group: 
 
 ______________________________________________  _____________________________________________ 
 
 _____________________________________________  _____________________________________________ 
 
 ______________________________________________  _____________________________________________ 
 
8. Names of any employed physicians/ancillary personnel: 
 
 ______________________________________________  _____________________________________________ 
 
 ______________________________________________  _____________________________________________ 
 
 ______________________________________________  _____________________________________________ 

   Open   Closed—with NO Payment  Closed—with PAYMENT   Date: ______/______/______ 
      
    Date: ______/______/______  Your Policy $ _________________ 
 
  Attach supplemental claims information if necessary   Total (if other defendants involved) $ __________________ 

CLAIM INFORMATION 
 
Patient Name: _____________________________________________________________   Date of Treatment: ________/_________/_________    
       
Summary of the medical facts, including the allegations:  
 
 
 
 
 
Status of Claim/Disposition/Suit 

   Open   Closed—with NO Payment  Closed—with PAYMENT   Date: ______/______/______ 
      
    Date: ______/______/______  Your Policy $ _________________ 
 
Attach supplemental claims information if necessary   Total (if other defendants involved) $ __________________ 

  Upon completion of this form, attach a copy of your current policy’s Declarations* page and return to  
Medical Risk Services, Inc.  — Fax #630-821-6001 

(*The declarations page is usually the first policy page, containing the limits, retroactive date, specialty code, premium etc.) 

Physician Name: ___________________________________________________ 


