
 

NeitClem Wholesale Insurance Brokerage, Inc. - Residential Care or Skilled Nursing Facility Application – Page 1 of 1 

 

Residential Care or Skilled Nursing Facility 

Application 
 

APPLICATION'S INSTRUCTIONS: 
1. Answer all questions.  If the answer to any question is NONE, please state NONE. 

2. Application must be signed and dated by owner, partner or office. 

3. PLEASE READ CAREFULLY THE STATEMENT AT THE END OF THIS APPLICATION. 

 (PLEASE TYPE OR PRINT) 

1. APPLICANT 

a. Full name of all entities to be Named Insured(s):                                     

_______________________________________________________________________________________ _ __ 

b. Mailing address (no P.O. Box): _________________________________________________________________ 

Location:____________________________________________________________________________________ 

_________________________________________________________________________________________ 

c. Phone:                __________    d. Contact Person: __________________________________________________ 

e. How long has the applicant owned or operated this facility?____________________________________________ 

How many years of experience current ownership and/or management have: _______________________________  

f. Above is: ? Profit   ? Corporation    ? Building Owner 

? Non Profit ? Co-Partnership ? Other        ? Tenant 

g. Building Owner if other than name insured: ________________________________________________________ 

h. How long has the applicant owned or operated this facility?  ________________  

How many years if experience in this business?   ________________ 

i. Officers and/or General Partners: _________________________________________________________________ 

 

2. LICENSE (Please attach facilities licenses to operate for all locations) 

a. Licensed number of facility(ies)    ________________     _______ Expiration Date _____________________    

b. Name of licensed administrator: _______________________________________________________________ 

Has your license (facility or anyone individual) gone through administrative hearing or has your facility ever been 

suspended, denied and/or revoked?    ? YES ? NO 

c. Do you or did you ever, at any time accept patients outside of your licensing  authority? ? YES ? NO 

d. Any other operation or premises not stated in this application? ? YES ? NO 
e. If yes on items b, c, or d. Please provide details (If additional space is needed, continue on a separate sheet and state 

question number). 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

3. FACILITY 

a. Facility is licensed as   b. Beds Licensed  c. Beds Occupied 

? Residential Care for Elderlies   ____________  _______________ 

NeitClem WHOLESALE INSURANCE BROKERAGE, INC. 
7442 North Figueroa St. • Los Angeles, CA 90041 
Phone (323)-258-2600 • Fax (323)-258-2676 
License #OA71853 • www.neitclem.com  
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? Mentally Impaired    ____________  _______________ 

? Developmentally Disabled      ____________  _______________ 

? Retirement Homes/Apartments   ____________  _______________ 

? Skilled Nursing    ____________  _______________ 

d. Occupants by age:  

? 0-12  ? 13-18  ? 19-30  ? 31-49  ? 18-59  ? 60-over 

  ? Other ________________ 

e. Type of Clients (actual number of clients in your care): 

? Aged   ? Bedbound  ? Wheelchair  

? Blind     ? Deaf   ? Alzheimer  

? Epileptic  ? Physically Disabled  ? Alcohol / drug Rehab 

? Mentally Retarded/Developmentally Disabled      ? Mentally /Emotionally  

f. Average length of stay: 

? 0-60 days   ? 61-180 days   ? Over 180 days  

g. Does the facility maintain: Barber/Beauty Shop, Pharmacy, Gift Shop? ? YES ? NO  

h. Does the Facility have a Medical Director?  ? YES ? NO 

i. Does the Medical Director have his/her own Professional Liability Insurance?  

? YES ? NO If yes, need carrier ________________________________________________________________  

j. Is facility certified Medicare        ? YES ? NO 

 Medicaid ? YES ? NO  

k. Type of services   With number of clients who receive this 

Bathing/Grooming/Dressing    ______  Transportation  ______                 

Special Diets   ______  Help with walking ______         

Injections performed   ______  Skin sore care  ______ 

Incontinence Care     ______  Medicine Supervisor ______ 

Financial Management     ______  Lifting   ______ 

4. STAFF 

 Number of     Full Time  Part Time  Consultants 

a. RN / LPN    __________  __________  __________ 

Nurses Aides    __________  __________  __________ 

Social Workers/Volunteers  __________  __________  __________ 

Housekeeping/Maintenance  __________  __________  __________ 

Others     __________  __________  __________       

b. Who is in charge when administrator is absent? (name and title)                    _______________________________ 

c. What is the minimum number of trained staff on the premises during the night? __________________________   

5. PROPERTY   

       Location 1  Location 2  Location 3 

a. Age of Building    _______________ _______________ _______________  

b. Building Construction: a) Masonry or concrete b) Wood Frame Walls c) Structural steel columns and beams. 

d) Steel reinforced concrete columns and beams 

  _______________ _______________ _______________ 

c. Roof: a) Tar Paper b) Tile c) Woodshake/Shingle d) Specify       

     _______________ _______________ _______________ 

 d. If building is over 20 years old, give the year following has been completely renovated: 

Plumbing    _______________ _______________ _______________ 
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Electrical    _______________ _______________ _______________ 

Roof     _______________ _______________ _______________ 

Others___________________  _______________ _______________ _______________ 

e. Number of Stories            _______________ _______________ _______________ 

f. Square footage of building  _______________ _______________ _______________ 

g. Number of elevators   _______________ _______________ _______________ 

h. How many fire escapes   _______________ _______________ _______________ 

i. Does building have circuit breakers?   ? YES   ? NO  ? YES   ? NO  ? YES   ? NO 

     

 

e. In kitchen, need number of:       Burners      Ovens       Griddles       Deep Fryers 

 

f. Sprinklers  ? YES ? NO  ____   % of building 

Areas covered: _________________________________________________________________________            

g. Smoke detectors  ? YES ? NO All rooms  ? YES ? NO 

Heat detectors    ? YES ? NO All rooms ? YES ? NO 

h. Central station alarm?  ? YES ? NO  Type___________________________________________________ 

Doors equipped with door alarms? ? YES ? NO 

i. Number of fire extinguishers? _____ Date extinguishers last checked            ______________________________ 

j. Are exit doors equipped with panic hardware?      ? YES ? NO 

k. Are there any swimming pools, playgrounds, spa, etc.   ? YES ? NO 

If yes, is the area fenced?       ? YES ? NO 

l. Clients sleep above / below ground floor?     ? YES ? NO                

m. Bath / showers have "No/Slip" surfaces     ? YES ? NO 

n. Handrails in Hallways and Bathroom?     ? YES ? NO 

o. Medicine Kept in Locked Cabinet      ? YES ? NO 

p. Are Medical Records kept for each Client?     ? YES ? NO 

q. Do clients or Guardians sign informed consent forms for Treatment?  ? YES ? NO 

r. Emergency Lighting or generator?      ? YES ? NO 

s. Oxygen or similar gases used?      ? YES ? NO 

t. Day care or outpatient treatments or classes?    ? YES ? NO 

u. Do you own or board any animals at your facility?    ? YES ? NO 

v. Are there neighboring properties with hazardous operations?  ? YES ? NO 

w. Are there neighboring properties with commercial operations?  ? YES ? NO 

x. Is facility isolated or inaccessible anytime during the year?   ? YES ? NO 

y. Any plumbing problems or water damage losses in the last 5 years?  ? YES ? NO 

If yes, what was the cause and what has been done to keep them from reoccurring again? 

 _______________________________________________________________________________________________ 

5. EXPOSURES 

a. Protection class by location: _________________________________________________________________ 

b. Distance to nearest fire hydrant: ______________________________________________________________ 

c. Distance to nearest fire station:_______________________________________________________________   

d. Neighboring exposures: Occupancy  Distance 
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North  _________________ ____________________  

South  _________________ ____________________    

East  _________________ ____________________ 

West  _________________ ____________________                               

6. COVERAGE DESIRED:  ? Liability  ? Property   ? Excess 

a. Expiration Date:   ___/____/______ Effective date desired  ___/____/______         

b. Does insured obtain certificates of insurance and additional insured endorsements from  

Independent contractors?  ? YES ? NO 

c. Liability coverage desired: 

? General Liability   ? Broad Form CGL 

? Professional Liability   ? Non-Owned/Hired Auto  

? Medical Director   ? Additional Insured(s) 

 

d. Limits of liability desired:    e. Deductible Desired: 

    X       $1,000,000 Combined Single Limits    ? $500.  ? $250  

e. Property coverage/limits desired:  

Limits      Co/Ins.    Deductible              Valuation 

 Building    ______________   ___________ __________ ? ACV  ? RC 

Contents    ______________   ___________ __________ ? ACV  ? RC 

Loss of Earnings   ______________   ___________ __________ ____________   

Accounts Receivables  ______________   ___________ __________ ____________ 

E.D.P.    ______________   ___________ __________ ____________ 

T.I.V.    ______________      

f. Additional Insureds:      Interest 

 ______________________________________ ________________________________________________ 

 ______________________________________ ________________________________________________ 

g. Insurance History:    

Dates    Coverage       Carrier        Pol No.  Premium  

 _____________   ______________   _________________________    ________________ _____________ 

_____________   ______________   _________________________    ________________ _____________ 

_____________   ______________   _________________________    ________________ _____________ 

_____________   ______________   _________________________    ________________ _____________ 

7. CLAIMS HISTORY  

a. Have there been any claims in the past three years   ? YES ? NO 

b. Describe individual losses from ground up including defense costs: 

Policy Period  Amounts Paid      Amounts in Reserve     Details 

_____________   ____________   ____________________  _______________________________________  

_____________   ____________   ____________________  _______________________________________ 

_____________   ____________   ____________________  _______________________________________     

If you need more space, continue on a separate sheet of your firm’s letterhead and state question number. 

  

 

THE COMPLETION OF THIS APPLICATION DOES NOT BIND COVERAGE.   

THIS APPLICATION IS SUBJECT TO THE UNDERWRITING RULES OF THE COMPANY. 

NO FLAT CANCELLATION & A 25% MINIMUM EARNED PREMIUM WILL APPLY   
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I declare that the information submitted herein is true to the best of my knowledge and becomes part of my application. I understand that 

an incorrect or incomplete statement could void my coverage. 

 

Signature of insured:______________________________________ Date & Title_____________________________                           

Producer Name:       ______________________________________ Address     ______________________________ 

 

Telepho 

ne Number _______________________________________                                  

 

 PLEASE ATTACH A COPY OF THE FACILITY'S LICENSE TO OPERATE 


