W ——

()] Please complete, sign, and return by

% JOHN ROSS g I I I I ::: I Fax: 604-731-6701 or Email: tcm@johnrossinsurance.com
INSURANCE SERVICE LTD. iNSURANCE GROUP

TCMA INSURANCE PROGRAM APPLICATION
FOR REGISTERED ACUPUNCTURISTS & TCM PRACTITIONERS

MR [ o BEIRRRKY B R
Please note: Applicants must be a member in good standing with the College of Traditional Chinese Medicine Practitioners

and Acupuncturists of BC (CTCMA) and/or the College of Acupuncturists of Alberta (CAA).
TER: I NIV INE R T B B R 5 R VR AR A

PREMIUM CHART **All premiums are 100% retained.**

PROFESSIONAL LIABILITY (E&O COVERAGE) £V {R [

$1,000,000 $2,000,000 $3,000,000 $5,000,000

(BC Registrants) $122 S171 $212 5286
(BC ¥EMS)
Herbalist (R.TCM.H)
E B2 )

(BC Registrants) $216 $329 $410 $554
(BC H:SELR)
Acupuncturist (R.Ac.)
MR

(BC Registrants) $257 $338 S414 $559
(BC ¥EMST)

R.TCM.P / Dr.TCM

T R, i R R )

(Alberta Registrants) $257 $338 S414 $559
(AR R)
Acupuncturist (R.Ac.) &
TCM Practitioner
VEHEE R AN 2 i

(Alberta Registrants) $216 $329 $410 $554
CHARBEM R R)
Acupuncturist (R.Ac.)
Only. No TCM
VEHEF R M. A L.

Massage Therapy +568 +586 +599 $134
VEM % BE T

Student Supervision +$23 +825
SR RISk

COMMERCIAL GENERAL LIABILITY COVERAGE =75 T{- 155

$1,000,000 $2,000,000 $3,000,000 $5,000,000

$225 $297 $360 $495

Client Home Service— Commercial General Liability Extension: $50 (Not Applicable to Professional Liability Only Policies)

TP TIRMRS - =T R RS IE: $50 CAIEH T HA R L R Z fR L)

POLICY FEE: $30
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GENERAL INFORMATION

1. Legal Name: | First: Last: Email Address:

s 4 Uk FEL i s k-«

2. Mailing Address: Work Address (if applicable):

Hhidk: TAEHbE:

3. Are you incorporated? If yes, what is the name? Yes [J No I

BEMBSLAR AR S ? REE, MA24%5?

a) If yes, are you the sole practitioner in your corporation/clinic? Yes [ No [ Ifno, please let us know.

RS, BRAFZHTERME ol ? R, 3 VRRAT.

4. Are you a member in good standing with the CTCMA/ | Clinic Website (if applicable):
CAA? fERCTCMA/CAABI/EL RE?  Yes [ No [ | ZHTMus(HRITE):

5. CTCMA/CAA Registration No. 7Efi}5-: Phone Number Hi{i5555:

6. Profession: (select one)

ke

British Columbia (BC) Registrants / British Columbia J3:/} 5% 5%

Herbalist (R.TCM.H) [ Acupuncturist (R.Ac.) [J RTCM.P O Dr.TCM [
MR VEHER 2 ) MR R T
Alberta (AB) Registrants / SSAAEVEM R R

Acupuncturist (R.Ac.) & TCM Practitioner [] Acupuncturist (R.Ac.) Only. No TCM [
TEMHE R A R T EMER RN, WA .

7. Have you ever been declined, non-renewed, or cancelled by an insurer for Professional Liability Insurance?
B R B HRE A A IELRMRE, HEASARPIBBIR? Yes [l No [J

If Yes, please explain:
WP, ERRE

8. Have you ever been investigated by, or suspended from practice by, any governing body of your profession?
BRAHEHERALRY, RETH RETILER? Yes [ No I

If Yes, please explain:

WP, ERRE

9. In the past five years, have you ever had a claim made against you arising out of the performance of professional
services? fEid £ F 4, BWREHE T WRSHRKBF / B? Yes [J No [J
If Yes, please provide the following details on a separate sheet:
WS, VEAEH B TR
e Date of Claim & H i}
e Claimant’s Name Z & A\ 14
o Nature of Claim RJEMR / NAE
e Current Status of Claim IR
e Amount of Damages / Defence Costs incurred by or on behalf of the Applicant in respect thereof i {3 4%l / FHI<V3 18 2%
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10. Do you have knowledge or information of any fact, circumstance, or situation which could reasonably give rise to
a claim which would fall within the scope of the proposed insurance? Yes [ No [J

BREA AT R FERRRBEREL, FHBREE.

If Yes, please provide details:

AT, T IRBE RS L

**It is understood and agreed that if knowledge of any such facts, circumstances or situations exists, whether or not
disclosed, any claim or action subsequently arising or developing therefrom shall be excluded from coverage under any
policy issued by the Insurer.**

T RIE F R WA SR T RE SR GRS RIG AT F 5L, BOAECEETE, TR A HENER, KSR R BEEAT A
B 5 ORI 2 A BRI AR B G OR **

PROFESSIONAL LIABILITY (E&O) COVERAGE **For professional services and advice as a licensed practitioner.**
L ARE

11 a) Please select your preferred limit for Professional Liability coverage. The minimum limit required by the
CTCMA is $1,000,000. CAA Registrants require a minimum of $2,000,000 professional liability. i %5 WK 255 .
CTCMA B/> R AR $1,000,000. CAA /> -2 $2,000,000.

$1,000,000 [ $2,000,000 [ $3,000,000 [ $5,000,000 []
b) Please also provide:

1 At
e The date on which you first purchased a Professional Liability insurance policy:
T R S B TR F ) H Date: Unknown [
12. If you are a Registered Massage Therapist in BC, would you like coverage for providing this service?
IRER BCHENHZEIN, BRELWRK I BRI ERS G ? Yes [ No [J
13. If you supervise students during their training sessions, would you like coverage to extend to them?
MR EREERINEIE, BREZWRREMEMAREEG? Yes [ No []

14. If you are an Acupuncturist or R.TCM.P / Dr.TCM:
SRS RIEN ST RITBRE N R EEIT / B& P Em:

a) Have you learned how to respond to emergencies in the event of pneumothorax/punctured lung as part of your
acupuncture training? **If you answered “no”, losses, claims or other liability related to pneumothorax will not be
covered under this policy. ** Yes [ No [

TR S an ey RO SO /i 2 ) B B OL ? ektU RR BI “R T, WS AU A G B AN TR A o e

b) Do you identify pneumothorax on your consent forms as a potential risk prior to performing services on your
patients? **If you answered “no”, losses, claims or other liability related to pneumothorax will not be covered under this
policy. Coverage shall only be granted under this policy from the date that consent forms are updated and patients are
advised of the risks associated with pneumothorax.** Yes [ No [

FENBF RS 2/, R R R 15 iU 8 T AE XU 2 +* SR el B 57, W BRARSEEE R A=, A an Rk
AR, AR SRR, B USRI E R IR YR o+
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COMMERCIAL GENERAL LIABILITY COVERAGE **For third-party bodily injury and property damage.**

=T FAERK
15. Would you like to purchase Commercial General Liability (optional)?
BREWLSE =7 TR ? (WIEHEEX) Yes (] No [

If No, go to item 22.
WRA,EH BB 22.

16. If Yes, please select a limit from the following options:

MR A, FIEF I TR

$1,000,000 [J $2,000,000 [ $3,000,000 [ $5,000,000 []
Coverage is for individuals only and does not extend to employers. If you would like to extend coverage to a clinic, please let us know.

USR5 =05 SRS ROE A A N (B R/ B RN ), ANE R 212 P, a0 # 55 — 5 SUER S =120, B R IA .

17. Do you offer any of your professional services from your own home or residence? Yes [ No [
BREEFFERE CHRERREEM LIRS ?
If Yes: a) Provide the approximate percentage of your overall work that is from your home/residence: %
AR, SRR S A B b S A AR OB 2y b

b) Confirm if there is a separate space for these services (e.g., designated room or building): Yes [ No [

BRI LS T AR 5 S 2 a) (B, 4852 [ 55 T B 5D

18. Do you offer any of your professional services in the home/residence of any client?*  Yes [] No [
BRE A Z AR /B R AUE T RS ?
If Yes: a) Provide the approximate percentage of your overall work from a client’s home or residence: %

LIP SRS JEE- P S hIRE R AL L IR (S (IO ISR s
*Please note that if you answered “yes”, there is an additional charge of $50 for commercial general liability for client home
services. If you’re only purchasing professional liability, this charge is not applicable.
WA, WORERE -7, KA £ X R AR 2 5 =07 TR R . R R SE LR, el g A
EH.
b) Confirm that the space in a client’s home/residence is clear and suitable before performing your services.
BN P K/ AT A AT Had . Yes [ No [

19. Do you have any administrative employees? If yes, how many? Yes [ No [ #:

BHEITBARG? MRE, £4?

20. If you sell herbal medicines, remedies or any other traditional Chinese medicine products, please state which
countries your products come from:

RS BRIy, I M7 Rk B R R/ Not Applicable [J

a) Are the suppliers / importers of the above products accredited, certified or otherwise approved to supply and
ensure the quality of the products purchased? Yes [ No [
PR 7 /33 1R A 75 RS R KA HE B AT BN IE 2

b) Do you process, mix or otherwise combine products and if so, do you ensure compliance with the CTCMA’s safety
guidelines?
RGN, WaEBLAIHAL T NH G, R, R GHIRES CTCMA 1Z24HEN?  Yes [ No

c) For all products where you are selling, do you retain rights of recourse against the distributors or manufacturers?

X PR B BT 77 i, S8R T DR BN 2048 T B 0 PR (B R AL Yes [J No [l

***|f you sell herbs extensively and require Property insurance, please let us know.***

RN KR 2 R R RS, 1 T AT +xx
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21. Two additional locations can be added under the Commercial General Liability Coverage (if applicable). If you
work at more than one location, please list the additional locations. $50 fee per additional location will be added.

=7 SRR AT S 2 At AT, $50/30 75 . I RAEAE 2 A — A AU T AR, VS SRR S R R

Address City Province Postal Code
Hhhk Wi A HS

***|f you own a clinic and require Property insurance, please let us know.***

R IEING LI FEM R, 1 S AT, +xx

22. DISCLOSURE, AUTHORIZATION, SIGNATURE
Bk, B L

| hereby declare that to the best of my knowledge, the above statements and particulars in this application are true and
complete and that | have not omitted, suppressed or misstated any material facts. | agree that this application, together
with any other information supplied by me shall form the basis of any Contract of Insurance effected there from. |
undertake to inform Insurers of any material alteration to these facts whether occurring before or after completion of
the Contract of Insurance. Furthermore, | understand and accept that the Professional Liability insurance applied for
provides coverage on a "claims made and reported" basis and the General Liability and Property insurance (if applicable)
provide(s) coverage on an “occurrence” basis. | understand and accept that coverage under the Professional Liability
policy, if issued, shall not apply to any known claim or circumstance that could reasonably give rise to a future claim that
is known to me prior to the inception date of the policy nor to any claim or circumstance reported after the expiration,
cancellation or termination of the policy. | also give authorization to the Insurer, its affiliates, agents and representatives
to verify, obtain and exchange any information in connection with the insurance applied for in this application. This
consent is valid with respect to any policy extension and/or renewal of coverage with the Insurer, or any of its affiliates.

WAE RSB, BT, AR TR RIRRRIR AN R B B, OF IR BN, s ] B R A )
Ko BRI A FE A5 LS BRIR B AR A A JERAA 7 e e 7 25 RO AT DR IS 15 (R (Y Bk it BT AE DR IS & [ ¢
FRZ AT i o X e J S AT AT SRR S AN ORI N . BeAh, BRI, PrAiE il SR ORI DL F
AR T R W SR A B LIRS, 10— ST P ORES CAnRSE D Bl AR iR (IR . FRER M I 4%
5, WERFEAT T Rl SHEBER) » WIZACRANE ] AT e & 2 B DR 8 A 28 H 22 1l 08 R SRR W AT ]
CRIRME B AL, WA E AR R OR 0, BOH B LR RS RSO, FOERBUR N, Ho3ahi, A
BRI ANACRAZ S, FREUAI S e 5 40 FR 33 v B IO AR IS AT SR AR5 2 o X T PR S N A A S B 2 ] AR A i £ 1
SESAN/ B DR, R R A5 A R

SIGNING THIS APPLICATION DOES NOT BIND THE APPLICANT NOR THE INSURER TO COMPLETE THE INSURANCE APPLIED FOR HEREIN.
BB A B A S ARG B S A B DR NSRS A H T R DR

Name (Print) Signature Date Signed Effective Date Requested
BT B H3 RERAEXOH

(Please note that contracts for this insurance are interpreted in English. Chinese translations are for ease of reference only.)

(ER, AR AR, HCRFE X ts%. )
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