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FOR CALIFORNIA AND RHODE ISLAND APPLICANTS ONLY

Warranties and Authorization To Release Information

I understand that this application and any supplemental information supplied by me or on my group’s behalf is incorporated
into and made a part of any policy of insurance that may be issued to my group by NORCAL (“the Company”).

I represent and warrant the truth of my statements and information mentioned herein, and that I have not intentionally withheld
any information that could influence the judgment of the Company in considering this application for insurance.

I understand that if a dispute arises between the group and NORCAL, the dispute will be submitted to binding arbitration.

I understand that this policy, if issued, can be canceled for failure to pay the premium by the due date stated on the invoice.

I understand that in the event this coverage is canceled, any unearned premiums will be refunded to the person or group
that paid NORCAL (i.e., the payer).

I understand that I must notify NORCAL immediately, in writing, if there are any changes from what I have previously described
in any information supplied by me or on the group’s behalf, including changes in its partners or associates, medical licenses,
professional office premises, medical procedures or administrative responsibilities, or hospital privileges.

I understand that NORCAL generally does not cover any liability of another person or organization that is assumed under 
an oral or written contract or agreement.

I understand that NORCAL generally does not cover any liability arising from any goods or products developed, manufactured,
assembled, sold, handled, distributed or disposed of by my group or others trading under my group’s name.

I authorize the release and exchange of information between NORCAL Mutual Insurance Company and its authorized 
representatives and any past and present association(s), society(ies) and their insurance agents, brokers or consultants; 
any hospital or other health care facility or organization where any members presently hold, are applying for or previously
held staff privileges or panel membership; prior and current insurance carriers; government agencies; educational institutions
and any other entities or individuals NORCAL deems necessary. I understand NORCAL, at its discretion, may obtain 
background information to aid in its evaluation of my group’s insurability. I agree that the individual or organization releasing
the information, its agents, servants and employees shall not incur any liability as a result of any information released or 
furnished pursuant to this authorization including any errors, omissions or mistakes contained in such released information. 
I further agree to hold harmless and release NORCAL, its agents and representatives, from any liability arising from any
exchange of information about my group and its members that is done in good faith and without malice.

________________________________________________ ____________________________
Signature of Authorized Representative Date

________________________________________________
Name (Print) 

    If you are completing this application with a broker and/or brokerage firm, please state the name(s) and Broker License Number(s).    
    Name                                                                          Broker License Number 

    If you are completing this application with a NORCAL Account Executive, please state the name:
  
    If you were referred to NORCAL by someone, please state the name:
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FOR ALASKA APPLICANTS ONLY

Representations and Authorization To Release Information

I understand that this application and any supplemental information supplied by me or on my group’s behalf is incorporated
into and made a part of any policy of insurance that may be issued to my group by NORCAL (“the Company”).

I represent the truth of my statements and information mentioned herein, and that I have not intentionally withheld any 
information that could influence the judgment of the Company in considering this application for insurance.

I understand that if a dispute arises between the group and NORCAL, the dispute will be submitted to binding arbitration.

I understand that this policy, if issued, can be canceled for failure to pay the premium by the due date stated on the invoice.

I understand that in the event this coverage is canceled, any unearned premiums will be refunded to the person or group
that paid NORCAL (i.e., the payer).

I understand that I must notify NORCAL immediately, in writing, if there are any changes from what I have previously
described in any information supplied by me or on the group’s behalf, including changes in its partners or associates, 
medical licenses, professional office premises, medical procedures or administrative responsibilities, or hospital privileges.

I understand that NORCAL generally does not cover any liability of another person or organization that is assumed under 
an oral or written contract or agreement.

I understand that NORCAL generally does not cover any liability arising from any goods or products developed, manufactured,
assembled, sold, handled, distributed or disposed of by my group or others trading under my group’s name.

I authorize the release and exchange of information between NORCAL Mutual Insurance Company and its authorized 
representatives and any past and present association(s), society(ies) and their insurance agents, brokers or consultants; 
any hospital or other health care facility or organization where any members presently hold, are applying for or previously
held staff privileges or panel membership; prior and current insurance carriers; government agencies; educational institutions
and any other entities or individuals NORCAL deems necessary. I understand NORCAL, at its discretion, may obtain 
background information to aid in its evaluation of my group’s insurability. I agree that the individual or organization releasing
the information, its agents, servants and employees shall not incur any liability as a result of any information released or 
furnished pursuant to this authorization including any errors, omissions or mistakes contained in such released information. 
I further agree to hold harmless and release NORCAL, its agents and representatives, from any liability arising from any
exchange of information about my group and its members that is done in good faith and without malice.

________________________________________________ ____________________________
Signature of Authorized Representative Date

________________________________________________
Name (Print)  

    If you are completing this application with a broker and/or brokerage firm, please state the name(s) and Broker License Number(s).    
    Name                                                                          Broker License Number 

    If you are completing this application with a NORCAL Account Executive, please state the name:
  
    If you were referred to NORCAL by someone, please state the name:
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CLAIM INFORMATION FORM

Name of Patient: ______________________________________________________________________ Gender:    ❏ Male     ❏ Female

Age of Patient (at time of treatment): _______________________________________________________________________________________

Name of Claimant (if different than patient): __________________________________________________________________________________

Location of Incident: _____________________________________________________________________________________________________

Allegation Against the Entity: ______________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Group Member Defendants: ______________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Non-Group Member Defendants: __________________________________________________________________________________________

Date Incident or Claim Was Reported to the Insurance Company: ______________________________________________________________

Name of Insurance Company: _____________________________________________________________________________________________

Disposition or Current Status of the Incident, Claim or Suit Against the Entity:

❏ Open 

❏ Incident has been reported but claim or suit has not been filed

❏ Claim or suit has been filed and is awaiting start of arbitration, mediation, trial, etc. 

❏ Claim or suit is currently in arbitration or mediation or is being tried in court

❏ Settlement has been made or judgment returned but remains open

❏ Closed Date Closed (month/day/year): _________________________

❏ Incident was reported but claim or suit was not filed

❏ Claim or suit was filed but was dismissed or dropped before trial

❏ Claim or suit was filed but settlement was made

❏ Verdict or judgment was made in the entity’s favor

❏ Verdict or judgment was made in favor of the plaintiff

Total loss payment amount (if payment made): ______________________

Amount paid on the entity’s behalf: _____________________________

Total verdict amount (if different than total loss payment amount): ___________________________
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CLAIM INFORMATION NARRATIVE

Please describe the care and treatment of the patient. Attach additional pages as needed. Your narrative must provide adequate clinical 
detail to allow proper evaluation by a committee of physicians and must include the following information:

■ Condition and diagnosis at time of treatment

■ Dates and a description of treatment rendered

■ Condition of patient subsequent to treatment

■ Copies of patient(s) chart(s) and operative report(s) as appropriate

I understand the information submitted herein becomes part of my group’s insurance application as submitted.

________________________________________________ ____________________________
Signature of Authorized Representative Date

________________________________________________
Name (Print)



Highlights of Differences between the Single Group Policy and Multi-Policy Formats

Note: This document highlights some of the major differences between the single group policy and multi-policy formats and is not meant to 
be all inclusive. For additional information, you may request copies of the policies for review with your attorney and/or insurance representative.

TOPIC SINGLE GROUP POLICY FORMAT MULTI-POLICY FORMAT

REV 10/09/08

Policy Structure

Policy Documents (Declarations 
Pages, endorsements, etc.)

Policy Administration 
(e.g., policy changes)

Invoicing

Coverage Limitation/Moonlighting 
Activities

Extended Reporting Period 
Endorsement Coverage 
(Tail Coverage) – Right to Purchase

Extended Reporting Period 
Endorsement Coverage 
(Tail Coverage) – Payment Options

Health Care General Liability Insurance

Physicians Who Leave the Group and 
Want to Continue Coverage with 
NORCAL

Voting Rights

The group entity is issued a policy and is the
Named Insured of that policy. All physicians
are endorsed onto the group’s policy with
separate or shared limits of liability. 

Policy documents are issued in the name
of and mailed to the Named Insured group.
The group is responsible for distributing the
policy documents to the Insureds.

The Named Insured group’s Authorized
Representative is the only one who may act
on behalf of all Insureds as respects matters
of policy administration.

The group is issued a single invoice for 
the policy.

Coverage for any Insured is limited to those
services rendered on behalf of the Named
Insured group.

If an Insured desires coverage for services
rendered outside of the group’s practice, 
a separate policy must be issued for the
outside exposure.

Tail Coverage may be available to the Named
Insured group entity and physicians with
separate limits of liability when their coverage
or the policy is canceled or non-renewed.

Payment is 100% due at termination.

Qualified groups have the option of purchas-
ing this coverage for an additional charge. If
this optional coverage is not purchased, the
policy provides Limited Professional Office
Premises Liability Coverage.

Generally, the physician is canceled from
the group’s policy and must purchase Tail
Coverage and is then issued a separate
policy with no prior acts coverage.

The Named Insured group has the right to
one vote at any general or special meeting
of members of NORCAL, subject to the
terms and conditions of the policy and in
accordance with the bylaws of NORCAL.

Insureds other than the Named Insured do
not have the right to a vote. 

The group entity and each physician with
separate limits of liability are issued separate
policies and each is the Named Insured of
the applicable policy.

Policy documents for each applicable policy
are issued in the name of and mailed to
each Named Insured entity and physician.

Each Named Insured physician or his or her
Authorized Representative may act on behalf
of all Insureds covered under that policy as
respects matters of policy administration.

Each Named Insured is issued an invoice.
The group may choose to have the invoicing
setup as a plan bill in which the invoices from
each policy are sent together to one location.

Coverage is provided to the Named Insured
physician for all services rendered, subject
to the terms, conditions and limitations of
the policy. Underwriting must review and
approve any new exposures.

Tail Coverage may be available to the Named
Insured group entity and all physicians upon
policy cancellation or non-renewal.

Eligible physicians have the option of 
purchasing Tail Coverage in one lump sum
or in three payments over two years—50%,
25% and 25%.

Payment for the entity’s Tail Coverage is
100% due at termination.

This coverage is not available. However,
each policy provides Limited Professional
Office Premises Liability Coverage.

Generally, the physician’s policy will extend to
cover the new exposure, and the physician
does not need to purchase Tail Coverage.

Each Named Insured entity and physician
has the right to one vote at any general or
special meeting of members of NORCAL,
subject to the terms and conditions of the
policy and in accordance with the bylaws
of NORCAL.
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