
FORM B 

Name of Insured: __________________________________________________________ 

Insurance Company: __________________________________________________________
Address: __________________________________________________________

__________________________________________________________ 
Phone Number: __________________________________________________________
Fax Number: __________________________________________________________
Policy Number: __________________________________________________________
Dates: __________________________________________________________

Insurance Company: __________________________________________________________ 
Address: __________________________________________________________ 

__________________________________________________________ 
Phone Number: __________________________________________________________ 
Fax Number:  __________________________________________________________ 
Policy Number: __________________________________________________________ 
Dates:  __________________________________________________________ 

Insurance Company: __________________________________________________________ 
Address: __________________________________________________________ 

__________________________________________________________ 
Phone Number: __________________________________________________________ 
Fax Number:  __________________________________________________________ 
Policy Number: __________________________________________________________ 
Dates:  __________________________________________________________ 

Insurance Company: __________________________________________________________ 
Address: __________________________________________________________ 

__________________________________________________________ 
Phone Number: __________________________________________________________ 
Fax Number:  __________________________________________________________ 
Policy Number: __________________________________________________________ 
Dates:  __________________________________________________________ 

Insurance Company: __________________________________________________________ 
Address: __________________________________________________________ 

__________________________________________________________ 
Phone Number: __________________________________________________________ 
Fax Number:  __________________________________________________________ 
Policy Number: __________________________________________________________ 
Dates:  __________________________________________________________ 

(If more space is needed, please copy this page or attach a separate sheet.) 

LIST OF MALPRACTICE INSURANCE CARRIERS

If you answered affirmatively to questions #12 and/or #12a on the Application for Licensure, list all malpractice 
carriers held within the past 10 years.
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