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FAaX NOT ACCEPTABLE APPENDIX C

MALPRACTICE INSURANCE CERTIFICATION

Name of Applicant

Name of Insurance Carrier

Name of Insurance Agency

Agency Address

City, State, Zip

Policy Number

Dates of Coverage From: To:
Have any specific procedures been excluded from this coverage? (If yes, please explain) [0 Yes

O No
Are there any current pending judgments or settlements on behalf of this provider? (If O Yes
yes, please explain)

O No
Have there been any paid judgments or settlements on behalf of this provider? (If yes, 0 Yes
please explain)

O No
Have any professional liability suits been defended for this provider? (If yes, please O Yes
explain)

0 No

If any of the above questionsare“Yes’, please provide a claims history report and an
explanation of the details on a separ ate sheet.

Signature of
Certifying Official

Title Signature Date

Email address Telephone No.

INSTRUCTIONSTO INDIVIDUAL COMPLETING THISFORM:

Pleasefill in all applicable spaces and return to the Mississippi State Board of Medical Licensure at
the above address or email a PDF format to certification@msbml.ms.gov. Do not send this
certification back to the applicant asthe Board will not consider the certification unlessit is
received directly from theinstitution. Board policy requires original documentsfrom primary
source. A fax isnot acceptable.



