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SAFETY NATIONAL CASUALTY CORPORATION
1832 SCHUETZ ROAD
ST. LOUIS, MO 63146
(888)995-5300
FAX (314) 995-3843
WWW.SAFETYNATIONAL.COM
HOSPITAL/HEALTH CARE SUPPLEMENTAL APPLICATION
APPLICANT INFORMATION
Application Type
1. Does the applicant own, lease, charter or operate a fixed wing aircraft or helicopter? 
A.
What is the largest radius of travel?
Helicopter (miles):
Fixed-Wing (miles):
B.
Please check any of the following uses of aircraft?
If YES to any of the above, an Aircraft Supplemental application must be completed.
2. Does the applicant provide medical staff for any fixed wing aircraft or helicopter operations?
A.
What is the largest radius of travel?
Helicopter (miles):
Fixed-Wing (miles):
B.
Please check any of the following uses of aircraft?
3.  Does the Applicant have a helipad on premises? 
4.  Does the applicant own any ambulance or EMT units? 
A.
How many units are owned?
B.	
What is the average number of employees occupying each unit?
5. Does the applicant provide employees for ambulance or EMT units not owned by the applicant?
A.
How many units are staffed?
B.
What is the average number of employees occupying each unit?
6. Does the applicant have any laboratories that are rated for biosafety level 3 or 4? 
7.  Has the applicant received any OSHA or JACHO (Environment of Care) violations in the past 5 years?
8. Does the applicant have antibiotic-resistant infection protocols in place?
9. Does the applicant provide home health care? (If "yes", complete the following)
DESCRIPTION OF DUTIES
NO. OF EMPLOYEES
AVERAGE PER EMPLOYEE
NO. OF VISITS PER MONTH
RADIUS OF TRAVEL
MILES DRIVEN PER MONTH
MEDICAL CARE
HOUSEKEEPING
PATIENT TRANSPORTATION
TOTAL
Volunteers shall be classified and rated in accordance with the appropriate classifications or classifications usual to paid employees engaged in similar occupations. If payroll or remuneration is not determinable, minimum wage may be used.
10.  Does the applicant intend to cover volunteer employees, if allowed by state statute? 
A. What is the number of anticipated volunteers? 
B. What is the number of anticipated volunteer hours?
C. Do volunteers perform duties in the following (check all that apply):  
11.  Do any employees provide medical care for disaster situations? 
A.
Inside the U.S.?
B.
Outside the U.S.?
This is NOT a binder of coverage. The application must be signed by the applicant or the applicant's representative. The applicant represents that all statements made in this application are complete and true and that all material facts have been fully disclosed.
Applicant's Representative Signature:
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