2
l Squared Insurance Agency Dental Malpractice Quote Request

Once completed Please Email to Info@L 2InsuranceAgency.com or Fax back to 616-940-1196

. Year Established
Practice Name

Dentist Name
Street Address
City Zip Code

Contact Person Telephone

Email:

Practice Information

What is your primary practice specialty?

Have you had a claim that paid over $10,000 in the last [[J3 years []5 years []8 years [_|None
Do you perform implant surgeries or extractions of DONY iIMPACHONS? ... ....u ittt et et et e e e e e e e e e e e e e e e e e eeaneeneens |:|Yes
Do you perform apicoectomies Or PEriraAdiCUIAr SEIVICES? ..... ..t it ittt et et et et e et ettt e et tee et e e tae e an s eaeeeet et e eae teeneen |:|Yes
(Do I o TU I oT=T {0 (g TRy LU S T8 o [0 a1 L L[] S DYes
Do you perform periodontic surgical procedures (CDT cOdeS D4210 — DA276)? ... .uuuue it et et e et et e et et e e e e e e en e e DYes
Do you perform surgical excision of intra-osscous lesions (CDT codes D7440 — D74B1)? ....ouiiuiiiieie e e e DYes
Do you offer Phase 2 (SUrgical) TMJ trEaIMENT? ... ...ttt et et e oot et e et oe e e e —e e e et e oe e eet e e ee eeeean e e eenaetaae et ea e ns DYes
Do you provide invasive treatment fOr SIEEP @PNEA? ... ......ii ittt eet e e et et et et et e et e e ee eee e e e e et e e e et e e aan s |:|Yes
Do you treat patients who are under general anesthesia (deep SEAALION)? ... ... i ittt e et et e et et et et e e ee e e e e ea e eeaeas DYes

Do you or one of your staff personally administer anesthesia to induce unconSCIOUS SEAAtION? ..........ceivuiiiitiiie e et cee e e e nee s |:|Yes

K3

* Coverage Information

Do you currently have MalPracCtiCe® COVEIAGER? ... .. c. it ittt ittt et et e ettt ettt ettt e et et e et ae e tetate et e eeneen e D Yes

If yes - - Name of carrier When does it renew?

Please complete this section or include a copy of your declarations page from your current malpractice policy.
What type of coverage is it |:| Claims Made |:|Occurrence If Claims Made, What is retroactive date?

What are your current limits of coverage? $ per incident/$ aggregate

1 would like more information about Business Owners’ Protection |:|Yes |:| No

| would like more information about Workers Compensation ProtectiorD YesD No

K3

< Additional Comments/ Claims Information:

NOTE: This Form is for Estimate Purposes Only. Coverage May Be Bound Only Upon
Submission and Acceptance of a Completed Application

Signature: Date:

5075 Cascade Rd SE Ste E
Grand Rapids, MI 49546
p 616-940-1101 t 866-940-1101 f 616-940-1196

e-mail: Justin.Norcross@L2insuranceagency.com
www.L2InsuranceAgency.com
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