Facility Name: Contact Name:

Address:

City State Zip
Phone: Fax: E-Mail:

U Argent

PROFESSIONAL INSURANCE AGENCY, LLC

HEALTHCARE FACILITY PROFESSIONAL LIABILITY INSURANCE

QUOTE REQUEST FORM

FAX COMPLETED FORM BACK TO (908) 769-7477

Number of Physicians:

Types of Procedures:

TYPE # of cases (per year)

-- CURRENT INSURANCE -

Company: Effective Date: Premium:
Occurrence |:| Claims made |:| (if Claims Made) Retro date:
Limits of Liability: Deductible:
Check if applicable: Medical Director Coverage |:| Permanent Tail Option |:|

This information will be used to provide indications only. Coverage cannot be bound without
underwriting approval.



