Surgery Center XYZ

10 Wrexham Avenue

Columbus, OH 43085
08/28/2014

Underwriting Department

Insurance Company Name

Street Address

City, State, ZIP

Re:
(Practitioner’s Name)

DOB:
(Date of birth)

SSN:
(Social Security Number)

Policy #:

The above has applied for medical staff membership and clinical privileges at Surgery Center XYZ and has informed us that he/she had been insured by your company. Please complete the information below and return it in the enclosed envelope. Enclosed is a copy of his/her “Release and Waiver of Application for Medical Staff Appointment”.

If you have any questions, you may contact me through Medical Staff Department at 541-123-4567. Thank you.

Name

Title

Department

Liability Insurance

Inception Date:
________________________________________________________________________

Expiration Date:
________________________________________________________________________

Policy Limits:
________________________________________________________________________
Primary or Secondary:
_________________________________________________________________

Type of Policy:
________________________________________________________________________

Please attach a copy of any history of suits and third party claims on which you have made payment while applicant has been insured.

Verified by:

_____________________________________________________________________________________

Signature




Title




Date

_____________________________________________________________________________________

Company
