H. R. KELLER & CO., INC. Specialty Lines Wholesalers
1520 Sheridan Drive, Buffalo, New York 14217
(716) 874-1644 (800) 424-2202 Fax: (716) 874-4920

Social Services Supplemental Application

To be attached to ACORD forms. NOTE: All questions must be answered or application will be returned.

Applicant Statement and Signature: This application, loss information, and ACORD applicaticns are understoed to be an
inducement to the issuance of a policy of insurance by Company. The undersigned hereby:

A.  Authorizes Company tc cbtain information necessary for evaluation in determining acceptability including,
but net limited tc, motor vehicle reperts, credit reports, and physical inspections.

B. Acknowledges that the values indicated cn the attached statement of values are cerrect to the best of their knowledge.

C. Warrants that all answers to questicns are true and correct to the best of the applicant’s knowledge and belief.

Applicant’s Signature Date [/ }
Effective Date Requested: _ _ /_ _ /_  Date Quotation Desired: __ /[

Producer Name Thomco Producer Code

Producer Address City State Date [/

Loss Control Contact Name FPhone¢( oy -

GENERAL INFORMATION (MANDATORY)

1 Named Insured

Number of years in operation _~ Number of years under present management

Provide a brief overview of your operations and the types of clients served

2 If not-for-profit: Source of Funding Annual Budget$ , , ,

3 Indicate whether your current general liability and professional liability coverage is written on an occurrence or claims made
form. General Liability: |:|Occurrence |:|Claims Made Professional Liability: |:|Occurrence |:|Claims Made

If claims made please: A. Advise retro date

B. Advise current limits
C. Attach warranty letter obtained from the applicant stating that all claims have been reported to the current carrier and
that there are no known circumstances that could give rise to a claim.

4 General Category of operations: (May check more than one, if applicable)

|:| Mental Health Services |:| Developmentally Disabled Services |:|Headstart
[l work/Vocational Training DDrug!AIcohoI [Iservices for Children
[]Other (describe)

Attach a copy of any brochures you have. Website address

List all accreditations you currently have

7 Indicate what percentage of your total activities the following exposures represent based on the number of people served.

% Medical Clinics or Acute Care % Sexual Abuse Treatment® % Youth Centers
__ % Youth Self-Help Organizations % Child Care** % Adjudicated Offtender Programs
__ % Juvenile Offender Programs % Work Release Pregrams % Incarceration Programs
____ % Wayward Youth Homes % Transportation Services ____ % Safe House (Battered Women)

% Family Planning/Crisis Pregnancy
*For either offenders or victims **If any child care exposure, complete the Child Care Supplemental Application

8 Describe License(s) currently held by Facility
Attach a copy of each license AND a copy of your most recent state inspection, along with your responses to any deficiencies noted. Edition 03/03




General Information Continued

Page Two

9 What security measures are in place (check all that apply)?
=l Controls on key issuance L] Electronic Locks on Doors L] Security Cameras
=l Security Guard(s) L] Alarmed Doors L] wanderguard
=] Other:
10 Indicate Number of Staff Below:
Employee or QOwn Coverage
Personnel Full Time | Part Time |Indep. Contractor Provided?* Describe Duties
Psychiatrists** I R LlYes LNo
MDs** - - - LlYes LNo
RNs R R Yes LlNo
LPNs . . _ L]l Yes L No
Psychologists R R S Ll Yes L No
Medical Technicians - - - LlYes LNo
Psychotherapists L] Yes L No
Social Workers L] Yes L No
Personnel - - . Not Applicable
Homemakers . . . Not Applicable
Administration/Clerical | . . Not Applicable
Volunteers LlYes LNo
Occupational Therapist LlYes LNo
Speech/Lang. Pathologist| - - dYes L No
Nurse Practitioner L]l Yes L No
Physical Therapist . . Ll Yes L No
Counselor - - LlYes LNo
Other: LlYes LNo
* |f individual coverage is provided, do you have any limits requirements? =]Yes =] No Limits:
Do you require Certificates of Insurance for the above? L]Yes ]No
Do you check all psychiatrists’ credentials prior to hire/contract? ] Yes I No
Does the psychiatrist act in a Medical Director capacity only? ] Yes LINo
**By separate attachment, provide a list of names of all psychiatrists and MD’'s. Note: if you have employed psychiatrists
that you want covered under your Professional Liability, each psychiatrist must complete the MD supplement.
11 Do you have written procedures for incident reporting and maintaining written records of incidents? .............. =lYes [L]lNo
Are they subject 1o periodiC COMMITIEE FEVIEW 7 ... o e =lYes []No
12 Are all staff members trained regarding incident reporting procedures? ..., =lYes LINo
13 Are signed releases obtained to release records of patients, residents or others that are served? .................. _lYes [LINo
14 Do you provide training regarding clients’/residents rightsS? ... =lYes []No
15 Are all staff trained in current/approved, crisis intervention? ... _lYes [JNo
16 Is an employment application obtained on all employees and volunteers? ..., =lYes []No
17 Does your employment application include a question that asks if the applicant has ever been required by
any licensing board or professional ethics body to surrender their license or been found guilty of professional
ethics code violations or professional misconduet? =lYes ElNo
18 As part of the hiring/screening of hew applicants, do you obtain copies of licenses/certifications from
all professionals who must be licensed/certified? ... _lYes [LINo
19 Are criminal background checks done on all prospective employees and volunteers? ..., =lYes [INo
20 Do you check references and conduct personal interviews on all prospective employees/volunteers? ........... =lYes LINo
21 Do you have a written emergency evacuation PIANT ... =lYes [INo
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General Information Continued Page

22

Do your facilities have the following life safety features (check all that apply):

Three

] Smoke Detectors ] Fire Alarms L] Manual Pull Alarms ] llluminated Exit Signs _]Emergency Lighting

= Fire extinguishers with current inspection tags ] Evacuation routes posted throughout the building
- At least two unobstructed means of egress on each floor

23 Do all of your facilities meet all applicable Health, Fire/Safety, and Building Codes? ... =lYes [INo
24 Do you administer any drugs/medication 2 ... =lYes [INo
Do you have a written policy/procedure for the handling, storing, and administering of drugs/medications? ... L]Yes [L]No
Please provide a copy of your formal Drug Handling Procedures.
Are all medication Errors MONITOIEAT ..ot e et e LlYes [JNo
25 Do you have a formal employee training program for both employees and volunteers? ... =lYes [INo
If “yes,” please describe
26 s at least one staff member who is trained in First Aid present at all times wherever clients are present?. ..... LlYes [No
27 Do you hold public events (fundraisers, banquets, field days, etC.) ... =lyes [INo
If yes, describe and advise if alcohol is served
28 Do you perform ECT, Aversion, Infusion, of Hypnotherapy? ... dyes [LINo
If yes, provide details
29 Do you have formal client record keeping proCedUrEs? ... =lves LINo
30 s access to clients’ records/charts resStHCIEad ? ... LlYes LINo
31 Do you have a formal selection (screening & evaluation) criteria for clients? ..., lyes [LNo
32 Do you perform regular client assessments and have a discharge procedure inplace? ...................ocee =lyes [INo
33 How does a new program get started (i.e., do you bring in experts totrain staff)? ..., —lyes [LINo
34 Do you offer professional evaluation of children or adults to the county orstate? ..., =lves LINo
35 Do you have any other operations or exposures not already stated in another section of this application? ..... =lYes LINo
If "yes,” explain
36 PLEASE NOTE: CLASS SUPPLEMENTS (ATTACHED) MUST BE COMPLETED FOR THE FOLLOWING:
In addition to a complete set of Acords.
EXPOSURE CLASS SUPPLEMENT
Psychiatrist Coverage ... MD (Including Psychiatrists)
All Residential/Overnight ... Residential
Most Qutpatient (hon-residential) .............coo e, Qutpatient
ChildDaycare ... Daycare
Day or Overnight Camps Liability .............c.cocoooii Camp
Sheltered Work Shop or Protected Employment Placement ........ Work Shop
AUTO INFORMATION
37 Do employees or volunteers use their vehicles on your behalf? ... =lves LINo
If yes, do you verify insurance coverage and require state minimum limits or higher? ..., =lYes [LINo
38 Do you regularly provide transportation to ClientS? ... =lYes [INo

If yes, describe (including maximum distances driven)
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Auto Information Continued Page Four

39 What is the minimum and maximum ages of drivers allowed to drive the clients?
40 Are MVR's run on all new hires who will be driving on your behalf? ... LlYes LINo
How frequently are MVR’s checked?

Describe your MVR criteria for determining driver acceptability

41 Do you follow a preventive maintenance plan for all vehiCles? ... =lYes LINo
42 Do you allow personal use of any of YoUr VENICIES? ... =lYes LINo
If yes, describe details and percentage of personal versus business use

Do any youthful drivers have accesstothese VEhICIES? ..., LlYes [LINo
43 Are non-ambulatory clients transported by employees of VOIUNTEEIS? . ... =lYes [LINo
If yes, are the vehicles equipped with wheelchair locks/lifts? ..., lyes LlNo

If s0, please provide training procedures for use of the wheelchair lifts.

Are the vehicles equipped with locks and belts to stabilize the wheelchair and passenger? ...........c..ccoeinn. =lYes LINo
Describe the training provided to transporters, precautions taken, and equipment used

SEXUAL ABUSE INFORMATION (MANDATORY)

44 Does your employment application (paid and volunteer) include a question about whether the individual
has ever been convicted of a felony (i.e., child or sexual abuse)? ..o LlYes LJNo
45 Have you or any members of your staff ever been the target of a claim or allegation of sexual
OF PRYSICAl @OUSET ... LlYes [INo
If yes, please provide details and include if a claim was settled or taken to trial and what damages, if any,
were awarded to the victim.

46 Do you have written procedures designed to prevent physical or sexual abuse?. ... dyes [LINo
If yes, describe

47 Do you train staff how to recognize signs of sexual and physical abuse and what to do if either of these is

alleged or suspected (i.e., contacting the proper authoritieS)? ... =lYes LINo
48 Do you have a plan of supervision that monitors staff in day-to-day interactions with clients both on
AN OFf PrEMISES? ...t LlYes [LINo

SWIMMING INFORMATION (ON AND OFF PREMISES)
49 Swimming exposure is (check all that apply): &l On Premises =] Off Premises

Swimming exposures include (check all that apply): =] Private Pool ] Public Pool [Lake [&]Ocean E]Water Park
50 What is the total combined staff to client ratio when swimming/water exposures exist:

Under six years: Client____toStaff_ = Oversixyears: Client____ toStaff___
51 Do you allow clients to use diving boards or SIAEST ... LlYes [LINo
52 If on premises, is pool used exclusively for center’s clientS? ... LlYes [LINo
53 Is there a minimum age or swimming ability required for clients to be allowed to swim? ............................... =lyes [INo

If yes, explain

54 |s swimming pool fenced? |If yes, height of fence ' PP RO PR =lyes [INo

55 Is at least one staff member with lifeguard certification on duty at all times wherever a swimming/water

EXPOSUIE BXISIS? ...ttt LlYes [LINo
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CAMP SUPPLEMENT—Questions 1-12
{Complete Additional Copies of Camp Supplement if Exposures Vary by Location)

Location#  Name:
1 Operation is: =] Day Camp <] Summer Camp ]Overnight Camp
2 Describe the population served: L] Mentally Disabled ] Physically Disabled ] Developmentally Disabled
=] Other (describe)
What is ratic of counselors  tocampers__ 7 What is the minimum counselorage?
4 Averagelengthofacampday _ Hours. Total numberofcampdays__
Total number of clients percampday
Breakdown of clients by age groups and indicate if the campers are male/female/coed groups
5 What are the caretaking/maintenance provisions of the camp facilities in the off-season?
6 Distance from nearest fire fighting entity? _~ Miles
Fire fighting procedure and equipment at camp:
8 Describe medical care available on site and provision for the evacuation of seriously ill or injured campers.
9 Do you require physicals or medical certificates before accepting clients for camp? ..., =lYes [INo
10 List all activities.
11 Do you have a safety plan for each activity above? ... JYes [LINo
12 Do you contract with others for program services for any of these activities? ..., =lYes [ZINo

If yes, please explain.

If yes, do you obtain certificates of insurance from all those with whom you contract to provide

TNESE SEIVICESIACHVILIES T .. .ot e e oot e e e e e ettt e, LlYes [LINo
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OUTPATIENT SUPPLEMENT—Questions 1-5

{Complete additional copies of outpatient supplement if exposures vary by location.)

Location #:

1

Name:

Indicate the total number of annual client visits (number of clients X number of times client is seen). Count each time an
individual enters your premises as one visit, regardless of the number of departments visited.

Annual # of
Client Visits

Developmentally Disabled Services ,

Facility Type

Mental Health Services .
Family Counseling ,
Alcohol/Drug Rehab, Methadone ,
Alcohol/Drug Rehab with Detox ,
Alcohol/Drug Rehab without Detox ,
Employee Assistance Pragram .
Special Schools ,
Referral Agency .
Other:_ .
Other:_ ,

Description of services:

Annual # of Group Sessions
and Average # of Clients per Session

1

L]

Describe all recreational facilities:

Do you conduct a Meals On Wheels program? ...,

If yes, provide the total number of meals delivered annually

Do you operate a crisis hotling? ...

If yes, describe purpose & annual number of calls

If monitored by volunteers, are they formally trained and supervised? .......

...................................................... LlYes [LINo
...................................................... LlYes [INo
...................................................... LlYes [INo
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RESIDENTIAL SUPPLEMENT—Questions 1-10

Location# (Complete additional copies of residential supplement if exposures vary by location. )

1 Nature of Facility. Indicate the number of beds or units covered for each license held: NUMBER OF BEDS
LICENSED ACTUAL

FACILITY TYPE # OF FACILITIES TYPE OF STATE LICENSE CAPACITY OCCUPANCY

Inpatient Mental Health , ,

R — — ——— — — e

Physical/Developmental Disability Facility ) ;

Temporary Shelter , ,

e et —_— e — e — ——

Halfway House ,

Alcohol/Drug Rehab, Methadone . o ——
Alcohol/Drug Rehab without Detox o —— e
Alcohol/Drug Rehab with Detox , ,

Transitional Living No Medical Treat. , ,

—— —_—— [ e ]

Transitional Living with Medical Treat. , ,

— ——— —_— N

Group Home (Mental Health, Dev.Disable.) , .

——— —_— [ ]

Other: , ,

2 Description of Services

Average Lengthof Stay  Months __ Years
Is 24-hour staff SUPEVISION PrOVIAEAT .........cooiiiiiiee ettt LlYes |INo
5 Does the facility accept or currently care for the following: Number
Non-Ambulatory ReSIENIS™ .............cooiiii e =Yes ANoe ,
Residents suffering from physical abuse ..., =lYes &Noe ,
Residents suffering from sexual abuse ... =lYes [=]No e
Residents with criminal record of violence ... =JYes Ne _,
Residents requiring physical restraints ...........ccocoic =dYes [=INe __ ,__
Residents requiring intermediate or acute medicalcare ... LlYes LJ]No o
Residents testing positive wWith HIV (AIDS) ..o -l Yes [No ,

* Unable to evacuate from the building, in the event of an emergency, without assistance.
If yes to any of the above, please describe details of care and any special precautions taken

6 What security measures are practiced for monitoring clients entering/exiting the facility?

7 Residentto Staffratio: Day__ Night__ #ofWake Staff___ DayResident___ to Staff____
8 Number of Male Residents: 18 & Under __~ ; Age19-59._ _ _ ; Age60+___
Number of Female Residents: 18 & Under: _ — ; Age19-59__  _ ; Age®60+:__
Number of Co-ed Residents: 18 &Under:  ; Age19-58:_ ; Age60+:__

If Co-ed, how are they separated and monitored?

9 How often are practice fire drills conducted? 1= shift._____ 2"shift.___ 39 shift.___

10 Is staff trained in eMergency EVACUBTIONST ... . e ElYes LElNo
11 Do any non-ambulatory patients reside above the first floor? ... =lves LINo
12 Do you have a temporary housing plan in case of EmMErgencCy 7 ... oo =lYes [INo
13 DO YOU COOK TOr FESIABMIS? ..., LlYes LlNo

If yes, describe fire protection

14 Are residents screened by a physician prior to admission to determine eligibility? ... lyes LlNo
15 Do you knowingly accept as a resident anyone with a history of any act of vandalism orarson?.................... lyes LlNo
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SHELTERED WORKSHOP SUPPLEMENT—Questions 1-10
{Complete Additional Copies of Sheltered Workshop Supplement if Exposures Vary by Location)

Location #: Name:

1

8
9

Provide a complete description of activities and nature of products

Maximum number of clients on any one day: Supervisor to client ratio: to

Clients served: [=] Mentally Disabled E]Physically Disabled (=] Developmentally Disabled
=] Other (describe)

Estimated Annual Receipts or payroll {provide specific # for each exposure):

If yes, give Carrier name and policy period

If yes, please provide a payroll

Is Workers’ Compensation carried on CIENtS? ... LlYes LlNo

Are ClIentS PAIA A SAIANYT ...t ElYes LElNo

Do clients WOrk With POWET @QUIDIMIENT? .......c..oiiiiiiiii ettt ettt =lYes LINo

If yes, iS ProteCtiVe GEAI WOM? ...ttt LlYes [INo

How is the product sold? [ Wholesale [=]Jobber [Z]Direct =] Community I Other:

Are hold harmless agreements given to others in connection with products manufactured by applicant? ....... Jdyes [INo
10 Any off-premises operations? If yes, describe Delow ... =lves LINo

11 Describe the training and oversite provided to clients
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MD SUPPLEMENT (INCLUDING PSYCHIATRISTS)
{To be completed by each employed psychiatrist)

1 Please advise specialty AND give a brief description of services you provide on behalf of applicant

2 Do you carry your own professional liability COVEIrage? ... =lves LINo

If yes, please provide carrier, policy dates, and limits

Full Name Date of Birth__ __/

4 List of professional societies of which you are a member

5 License Number(s)and applicable State(s)

Are YOU DOAN CEMITIEAT ........eoviieeee ettt ettt ettt ettt LlYes [LlNo
If yes, in what specialty? )
IFROL, Are YOU lIGIBIE? .. ..ottt ettt LlYes [LINo
6 Medical school attended Country Year Graduated
7 Do you prescribe experimental drugs ortreatment? ... =lyes [INo
8 Have you ever had a client commit suicide while under your treatment? ... LlYes [LINo
9 Have you ever misdiagnosed @ CIENT? ... ..., LlYes [LINo
10 Has any insurance company ever declined, failed to renew, conditionally renewed, or cancelled
a Professional Liability POliCY fOr YOU? ..., =lYes [INo
11 Have you ever been the subject of an investigatory or disciplinary proceeding or reprimand?......................... =lyes [INo
12 Have you ever been convicted of @ TEIONYT? ... LlYes [LINo
13 Have you ever been treated for alcoholism or drug addiction? ..., LlYes LINo
14 Have you ever had a malpractice claim or suit filed against YoU7? ..., =lYes LINo
If yes, what were the circumstances?
15 Do you know of any incident which may result in a claim against you? ..., dyes [LINo
If yes, submit full details
Sighature Date /[ /
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FRAUD WARNINGS

GENERAL FRAUD STATEMENT (not applicable in Colorado, Hawaii, Nebraska, Ohio, Oklahoma, Cregon, Utah and Vermont)
Any person who knowingly and with intent to defraud any insurance company or another person files an application for insurance
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 the person ta criminal and (NY: substantial) civil penal-
ties. In the District of Columbia, Louisiana, Maine, Tennessee and Virginia, insurance benefits may also be denied.

NOTICE TO COLORADO APPLICANTS: THIS NOTICE IS A PART OF YOUR APPLICATION FOR PROFESSIONAL LIABIL-
ITY INSURANCE: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance com-
pany 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, incom-
plete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the
policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado
Division of Insurance within the Department of Regulatory Agencies.

NOTICE TO 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 imprischment, or both.

NOTICE TO OHIO APPLICANTS: Any person who, with intent to defraud or knowing that he/she 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.

NOTICE TO 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.

NOTICE TO UTAH APPLICANTS: For your protection, Utah law requires the following to be included in this application: “Any
person who knowingly presents false or fraudulent underwriting information, files or causes to be filed a false or fraudulent claim
for disability compensation or medical benefits, or submits a false or fraudulent report or billing for health care fees or other pro-
fessional services is guilty of a crime and may be subject to fines and confinement in state prison.”

For Florida Applicants only: Agent’'s Name: Florida License Number:

THE APPLICANT DECLARES THAT THE STATEMENTS SET FORTH HEREIN ARE TRUE. THE APPLICANT AGREES THAT
IF THE INFORMATION SUPPLIED ON THE APPLICATION BY THE APPLICANT CHANGES BETWEEN THE DATE OF THE
APPLICATION AND THE EFFECTIVE DATE OF INSURANCE, APPLICANT WILL IMMEDIATELY NOTIFY THE COMPANY OF
SUCH CHANGES AND THE COMPANY MAY WITHDRAW OR MODIFY ANY CUTSTANDING QUOTATIONS AND/OR AUTHO-
RIZATION OR AGREEMENT TO BIND THE INSURANCE.

DATE f /

SIGNATURE

TITLE
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