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FEBL IR RE AL LR BB BT oghnd fd rokin®i] TR AL PEANARGT AR o
YOU ARE TO DISCLOSE IN THIS FORM FULLY AND FAITHFULLY ALL FACTS WHICH YOU KNOW OR OUGHT TO
KNOW, OTHERWISE YOUR RIGHTS UNDER THIS INSURANCE CONTRACT MAY BE PREJUDICED.

AR T RE- PUREFREAPE LA AREFARAI ARG NL RS c RBAIERTHEFPEFPRGI DT EYUR > KRG E
AR TR B HEEBRYFRARY SRR TR ERERRER ? (R o

NOTICE: This is an application for a policy with part of the coverage on claims made and reported basis and that the limit of
liability under any policy to be issued in response hereto shall include both indemnity payments for claims and payment of
claim and defense expenses, as defined in the policy.

‘{?}ib R PEERAFIEF - P ERFEARF T LR - e LTS A R FRARER SRR R Y RO R
gRpdlies PP FLAFROGRER RASRE AR ERLPErd e (e EFFP R aof) 525
F LB A BB F LR ESEAEEL N t“r; BMEEAR N ARER x'f 3 Roerid Fr oo

It is agreed that the Applicant shall be the first Named Insured of this i 1nsurance. The first Named Insured shall be responsible for
the payment of premiums, receiving of premium refund, giving and receiving of notice of termination, negotiation on, consent
to, and acceptance of endorsements, and giving and receiving of any notice provided for in this policy (except the giving of
notice of applying for an Extended Reporting Period) and shall, with the authority from all Insureds, act on behalf of all
Insureds with respect to the giving and receiving of notice of Claim.

FARFGITRRER Y GHARILFEURTRARAFRR*» A G- EFp LIS THORT*VRFENZ AR * forrkR o
Please note that the defense cost provision of the policy stlpulates that the limits of liability may be completely exhausted by
the cost of legal defense. Any deductible or retention shall apply to investigation expense and defense costs as well as
indemnity.

9 WA E FL R TR g Lgk-grs;;gﬁ IR s R ER T E AR FD sty B ﬁ%n RIS )j—w FigE 7w
Fodh-BREDPERER GFRPELF0O - r:FRYFAIFERRMOREER GV UGTHER > B3P R o9 Feh
FFB ’tz °

ALL QUESTIONS IN THIS APPLICATION MUST BE ANSWERED TRUTHFULLY AND COMPLETELY FOR ALL PERSONS OR
ORGANIZATIONS APPLYING FOR INSURANCE UNDER THIS APPLICATION. IF A QUESTION OR SECTION IS NOT APPLICABLE,
PLEASE ANSWER "NA". IF THE ANSWER TO A QUESTION IS NONE, STATE "NONE" OR "0". IF MORE SPACE IS REQUIRED TO
ANSWER A QUESTION COMPLETELY, PLEASE PROVIDE A SEPARATE ATTACHMENT AND IDENTIFY THE QUESTION IT
RESPONDS TO.

AERF L Pword e ff - £ EAT I AT WRAR TR BB AL RGRFER B (FALFF
) o RIEITH B RENT PRIEN P F A R ER AT ) o BEEFE - DT FEe e
ﬂ%;fbﬂﬁ’ o

This application is a word document that allows applicant to enter information in the empty sections. Any alteration of this application
(other than sections reserved for answers) is expressly prohibited. This document is configured so that each data entry section will expand to
accommodate the information. A box for detailed commentary has been provided below each major section of the application.

B0 e nuT AL A 4 g
BEFORE CONTINUING, PLEASE ATTACH COPIES OF THE FOLLOWING WITH THIS APPLICATION:

1 B iF5 “05 4 hff & dmEim T
Detailed loss information for the last 5 years
2.8 8 S JRAHoF T E A ERRERER A 2 3 X £ L PRI 2 8 R
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Copies of standard and 3 largest sales, service & license contracts or agreements
J4ek ZRF EE o BT AMIRERL

If private, most recent financial statement
40T A PROTRA EHR T HIE AP RE R L

Protocols and Informed Consent documents for active sponsored clinical trials
S.H s TR ket

Other materials as applicable

— AL ?t 5
GENERAL INFORMATION

&AL
Applicant:

FHRERLY Earanfg 4
Please provide brief description of your operations:

g
Address:

E =n (407 F)
Mailing Address: (if different)

e hh
Web Site Address:

Ay (407 B3t dEg)
Locations: (if other than above)

Bg | LA A
All Named Insureds:

oAk i A (GRPBE )
Additional Insureds: (explain relationship)

BISE PN ER I 2P ? (Iof o G DT LB )
Any acquired subsidiaries in the last 5 years? (if yes, please provide entity
name and date acquired)

10.

&R AE
Applicant is:

[

REA
=

2

i

+ Individual [ ]
4 Corporation []
' x 2P LLC [

& 34 Partnership L]
& F & ¥ Joint Venture [ ]
## Other[] (#m ) (describe)

I

11.

T F R
Years in business?

12.

LEARFFAERD? (Iof GFBE T )
Does applicant have a parent company? (if yes, provide name)

13.

LZHRAEIVES LFEYER? (of B FEWEZ)
Has applicant operated under another name? (if yes, provide full details)

14.

th%*_’rﬁi%i’%“ﬂ w3E?

Who are applicant’s top 3 competitors?

15.

LR AABRITSEP G R GEEAE Y (If B EWE R 245 R
A Tff & 1.5 0 BA FIER R A FIE A L P eI RS
Has the applicant filed for bankruptcy in the last seven years? (if yes, provide
full details, including a brief description of the reason for filing, bankruptcy
jurisdiction, court number and identity and contact information of the trustee)

16.

EFRASNHEPRACFEF G A CEPARNETLESR LT HZ I
BEEBRIHANERPENS?

Is the applicant or any shareholders, directors, officers, partners, or
members thereof under any investigation for alleged criminal violations
relating to your business?

17.

RFRALFE TG PR i RA Y (dek T LB
Is applicant in compliance with all applicable regulatory guidelines? (if no,
provide details)

18.

LA ARIT3EPN FEFEPERRFIREE? (Iof  EHFH)
Has applicant been cited for any regulatory violations in the last 3 years? (if
yes, provide details)

19.

PR T
Total projected domestic gross sales?

20.

R LR Y
Total projected non-domestic gross sales?

21.

d-ERALRIEY

Previous year gross sales?
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( )PWMGTEMPFL > 2L F

Operations Hazard
Liability, Claims-Made And Reported
( VR+BZEB GEfa

( )#FSmkTE@EFFREE4)

Please advise what coverage you would like to choose.
Bodily Injury And Property Damage, Premises/Operations Liability

( DEPHGTEMPFL > A5-R1 2% T E R FREEHD
Bodily Injury And Property Damage, Products-Completed

Advertising Injury And Personal Injury Liability

Errors Or Omissions Liability, Claims-Made and Reported

FRIAFPUNFPES RS F o bk g2 grpppm [ ]
DRUGS/BIOLOGICS R&D OR PRODUCT REVENUE PERCENTAGES. If N/A, indicate here: [ ]

H - kiR H - Rz

Single Source Prescription Single Source Over the Counter

bR/ bR/ B

Multi-Source/Generic Prescription Multi-Source/Generic Over the Counter

L¥LN

SPECIALTY BREAKDOWN

S TR EE s

Cardiology/Vascular Diseases Oncology

#* ,fﬂ/{,;jg, ﬁ},fﬂ P ﬁi

Dental/Maxillofacial Surgery Ophthalmology

B /R ek g B vegt
Dermatology/Plastic Surgery Otolaryngology

P AL /AT oAt
Endocrinology Pediatrics/Neonatology
AR jg;gv__,fi/g;gr__,fi
Gastroenterology Pharmacology/Toxicology
i R T U X
Hematology Psychiatry/Psychology
G/ 7;“?:] B#/ni‘ckiﬁ:}i:f}}q
Immunology/Infectious Diseases Pulmonary/Respiratory Diseases
¥ BB

Musculoskeletal Rheumatology

TR gt A s
Nephrology/Urology Trauma/Emergency Medicine
A AL His

Neurology Other

AP

Obstetrics/Gynecology

L LEAEZIHL AN TR TR TR L (oF o EWEA)
Does applicant have any past, present or planned association with substances in any of the following categories: (if yes, provide details)

& ARG R B o4 ik AR, T
Known Teratogen Vaccines Plant Derived Anti-Depressant
CEARRES w4k &7 PR

Known Mutagen Animal Derived Birth Control Hormone

AR R A KR R E RAg B

Known Carcinogen Human Derived Weight Reduction Addictive Substances
HaFoo

Details:

FERAPF AR F o arp 787 rapam o[
MEDICAL DEVICES R&D OR PRODUCT REVENUE PERCENTAGES. If N/A, indicate here: |:|
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L

s R A

Anesthesiology Hematology and Pathology
AL ot
Cardiovascular Immunology and Microbiology
Tk i F P foeR 4 2 A
Clinical Chemistry and Clinical Toxicology Neurology
&7 A e A
Dental Obstetrical and Gynecological
3 f et o
Ear, Nose, and Throat Ophthalmic
%3 it R B2
Gastroenterology and Urology Orthopedic
5RE A ELF LMY
General and Plastic Surgery Physical Medicine
FEFlfol g b A
General Hospital and Personal Use Radiology

Hi

Other

L EFERAEFFE-DAATREZ ERTINDAS D (Iof EHEBH)
Does applicant have any past, present, or planned association with any of the following products: (if yes, provide details)

ERE| AR [
Breast Implants Spinal Devices Latex Gloves
TNET R ik 35 &

IUD Devices Animal Derived DEHP

115 1l 4 L ER R

Pedicle Screws Human Derived

HaFoe

Details:

PARLEEER N W F o dok a8 7 grappm o []
DIETARY SUPPLEMENT PRODUCT REVENUE PERCENTAGES. If N/A, indicate here: |:|

ad i RERT 0 BB AP S RS

Vitamin Concentrate, metabolite, constituent or extract
B pis

Mineral Enzymes

TES 6 b R FHor (Ak)

Herb or other botanical Medical foods (prescription required)

PAR ey

Amino acid Other

L BRI EREFEEFFRLY AR LEEL 2 2T R
(http://www.cfsan.fda.gov/-dms/ds-warn.html) 2 &7 iz 5 B§ L FTA 807 e [E A K45 -
Please identify any of your product categories currently listed on the FDA's Dietary Supplement
Warnings and Safety Information Site (http://www.cfsan.fda.gov/~dms/ds-warn.html) or similar
regulatory database.

D, EhEAEEFe fEmEBS RSO
Do any of your products contain any animal derived substances?

B. EHASLF ] EREED 2de) o AT A R0 G8 3L T b R FOL EIF Y AR
&7

Do any of your products make health claims? If yes, which ones and have they been published in
peer review publications?

4. BPASEFRLEEPIMEEILRPNTR V2 wb & LFRBATEFEI I DL 25487
Have any of your products ever fit the definition of a new dietary ingredient? If so, have
pre-market safety reviews been conducted per regulations?

5. KhA K¢ AT 37 ER- MBS 0T i §ARMEERERTLEF Ve o B FLEARY
Have any of your products ever had an active ingredient that would be defined as a drug by a
regulatory agency? If so, what are they?

2y 4 = 2p .
EEok N

Details:
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LERBRAF o ek g Farpm ]

PROFESSIONAL SERVICE REVENUE PERCENTAGES. If N/A, indicate here: [ ]

BETER RS CES T ZEEDF DT R TIRE (BP T %

% PRAREETY])

CLIA Certified Lab Services (indicate type of lab services)

A &/ fr
Product Recall/Withdrawal

- TRk E% P S PRI
Phase 1 Site Services

T ET IR
Clinical Site Management

Tk kA &8 K
Clinical Trials Packaging

R s T
Equipment Installation/Maintenance/Sterilization

Tk Bk Y S ER S P B
Clinical Site Selection, Training, Monitoring

%%}@#gqﬁﬁ
Quality Systems & Regulatory Compliance

m A o % A
Communications & Publications

B8 Aed Fh R
Sales & Marketing

BRI S AMrr A
Health Management, Economic, & Policy Research

BT o d SR
Software Development or Product Design

TR/ AL
Information Services/Databases

i ):Q)—_/A,\ ﬁ}/é’ %{//g é:/,}%'__%i
Manut,/Distribution;Packaging/Mixing/lLabeling

TehEET AL R §
Institutional Review Board

BRER/E2ER
Pharmacovigilance/Safety Surveillance

Tk 7 PRAE bz

Pre-clinical Services Warehouse storage
PRI (5B ) 2 ()
Financial Services (please describe) Other (please explain)

. RRAETE LR EFEHRAoE RS

Does applicant have formalized project-planning policies and procedures?

2. REAETECFIE SRR Ao TRA Y
Does applicant have formalized client complaint resolution policies and procedures?
3. LhF3EPp TG EREDRY NG R A B AHAAE RITEABIE? (Hf c EBEBH)

Are any contracts past due or has a client stopped paying or asked for a refund or credit in the

last 3 years? (if yes, provide details)

4. TWtF 2eE K ehd g ?

Total # of current contracts?

H10&E p Tie? B GPRIE? (Iof  ERBA)
Any discontinued services within the last 10 years? (if yes, provide details)

6. BRAEZGNTIEEGE K QR EAEGDT 0N T

Average dollar value of applicant's contracts? Average duration of applicant's contracts?

duration:

FARM T - R ER KA DL S NE AR EZ N /R el
Indicate largest client for upcoming policy year, and include contract amount/volume and

8. REAPSHER P 6 A b AR 9

What is the total value of the personal property of others at applicant's facilities?

FaF R o
Details:

FrEpmm gt A S v F o sk 287 graspm o[

DRUG DISCOVERY TECHNOLOGY R&D OR PRODUCT REVENUE PERCENTAGES. If N/A, indicate here: [ ]

2P FR 0 Fe A T
Bioinformatics Proteomic Genomics
o HirHY : o frAE: o AR :
e Software: o Software: e Software:
o Fl{E: o FIRE: o Y :
e Hardware: e Hardware: e Hardware:
. ﬁ'{;ffi : . ﬁ';::}ji : . g};;}ji :
e Data: e Data: e Data:
Hiy o
Other:
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EEak N

Details:

Fi#*ﬁ-'ﬁ;)‘/iﬁ o Sk le? ;i_é‘-lfbﬁiﬁg _-I:l
RESEARCH INSTITUTIONS REVENUES/FUNDING. If N/A, indicate here: D

ASFT A g

Product Licensing Product Commercialization
BAF FEASF]

Basic Research Medical Product Research

TEA W R AFFERAA]

Pre-clinical Testing Non Medical Product Research
k= His

Clinical Testing Other

FaFR o

Details:

BRPE/SPELMFRONF c wok g gaspmp ]
SUPPLIER AND/OR WHOLESALE DISTRIBUTOR REVENUE PERCENTAGES. If N/A, indicate here: []

F#/ 25 WA FREKAE R e/l
Drugs/Biologics Medical Device Component Parts/Software
FRRA R/ WA
Medical Devices Drugs/Biologic Ingredients
TN FEARLARA
Dietary Supplements Medical Products Manufacturing Equipment
AN FEAESFERA
Active Ingredients Medical Products R&D Equipment
His
Other

L A FFRREASLDERF  AABAASDLHT R R IARFIF FLARSTER
Hoavgaeh g A 2B LT ZReBERER Y AP DT R RR?
If a supplier of components or ingredients, or a distributor for the products of others, do require
additional insured status on the product license holder's products liability policy? Do you require
indemnification for damages including defense cost?

=¥ 4 =2
P R -

Details:

ATk ok T * Ef‘ﬁx«“‘,ﬁﬁ’ : D
HUMAN CLINICAL TRIALS. If N/A, indicate here: D

P i ppaidsh (S35 % e B TRk E%)
Active Trials Currently Being Sponsored. (include phase 4)

AR tHEFET R AT - FRPFORTER | K B B R
Product Name & EWHE A Indication Trial Phase | Country(ies)
Protocol Number # of New Enrollees Over
Next Policy Period

EEY) Sl o
Number of sites

O S R s R R S Es S
Number of expanded access/compassionate use participants anticipated in the coming policy term?

2. BIT3E PN R EA A PROLMIRPAER S PP
Total number of completed human clinical trials applicant sponsored in last 3 years:

3. HiT3E PN BT R Ak
Total number of human participants enrolled in the last 3 years:
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EREd MBS ENE AL E A DR ER?
Any clinical trials past, present, or planned involving minors?

ERFE >R TR AR R ORERER? (of  EREN)
Any clinical trials discontinued or suspended due to safety reasons? (if yes, provide details)

T OB E Tk Rk L F A DB MR fREE PR
What are the minimum standards for Clinical Investigator selection requirements?

27 RABHR LA AT R ERHRNM OEBPFRTER? (407 P ZHEF)
Have any Clinical Investigators been cited for regulatory violations in connection with your trials? (if yes,
provide details)

LZHEAETIHFEISEP RABRLLFA ARFEETREERT MOE BT ERA T EIR?
(4cf7 » ERB )

Has applicant had any evidence of serious regulatory non-compliance or fraud by Clinical Investigators in

connection with your trials in the past 5 years? (if yes, provide details)

BTSEd R R4 ST P BEETRRRET TR
Number of clinical trial "For Cause Audits" conducted by applicant or regulatory agency in the last 5 years?

10.

BT TR FR LA AR R RO T DR B blaeg e s RREE R D
Do you provide Clinical Investigators with compensation other than charges for specific services rendered,
such as enrollment bonuses, equity interest, etc.?

11.

B B4k L Fahp RBF 55 P2

What is the targeted reading grade level for your informed consent documents?

12.

LA R RTRA FHLF A RRLRFHLRE RS PR ?
Does applicant require Clinical Investigators to test participants on their understanding of the informed
consent document?

13.

LTHRAELTRLFERLT Y AU ERT ¢ R G F 7
Does applicant incorporate financial disclosures in the informed consent documents or process?

14.

BFRA RSB EAR A F G e S T
What has been the maximum compensation applicant has offered trial participants?

15.

AT ER T ME T RRhTRA R B RO ?
‘Who monitors compliance with the individual state and country clinical trial regulations?

16.

LA EH LT STRAFRY LRI
Does applicant have formalized Clinical Trial Suspension SOP's in place?

17.

REAGBERS AR PAFUR B DR REIRBLRERB U PLF  RELp LPnFEFL S
FEEE?

Do any of applicant’'s employees or sub-contractors provide direct patient care on applicant's behalf? Do
they carry their own medical malpractice insurance?

18.

LZHEAETE RIS R ERL LA rTRh ki ?
Does applicant ever act as both trial sponsor and clinical investigator?

19.

EiRAETE L BAPREFRREERE/AEAS?
Does applicant provide material/product, or both, for clinical trials for trials you do not sponsor?

20.

ERALTEYORFRBHEI0F  BFRALT LR S RLEDERELRAE ?
Does applicant operate an in-patient facility? If so, does applicant have an accredited emergency care
facility?

21.

AB3EPNERAZIFABERTT A S AP BB D BEAGIEREE A RPFEY ? (40F
ERBL)

In the last 3 years have applicant published any study results without including other studies that were
conducted by applicant that did not support the same findings? (if yes, provide details)

22.

L ERAEETH AN R RERY R
Does the applicant publish all clinical trial results?

23.

BEALFEAT) R PR R0 (X EHWE)
Is applicant in compliance with all applicable regulatory guidelines? (if no, provide details)

24.

EHRIT3EPN BIRAG EFERPERFTIARES? (0f LB
Has applicant been cited for any regulatory violations in the last 3 years? (if yes, provide details)

FaF o
Details:
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?ﬁ&ﬁﬁir‘"° ﬁ’%}f?#éﬁb;‘iﬂy : I:l
MEDICAL STAFF PROFILE. If N/A, indicate here: []

Fir kR

Health professionals

&
Specialty

A EE R )
P 4

Est. hours of direct patient
interactions annually

SN I S
# Applicant Employees

B EH1 Lk
# Independent
Contractors

¥

Physicians

e EL
RN's

HEEL
LPN's

%0k
Pharmacist

FR#EL
Medical Technician

ERFREL
EMT's

e GFRe)
Others (please describe)

=Y 4y =X 2 .
am 3 ¢IL .

Details:

e
LEGAL

I RERAETF TAERDEY D (dof o AEHE)
Does applicant have any contracts that: (if so, please explain)

a. REFZ L hizfEd

Assume the tort liability of another party

b, G B F I AR BT FER
Does not limit damages to direct damages only

C R MERA RIR R A TR AT ) A BT S
Does not extend Force Majeure to any and all events outside applicant's control

d R e 43 LFR
Does not indicate a mutual hold harmless agreement

BRAETENFPE 2T 2L T AR (sHEERPRL) ?
Does applicant use a written contract or agreement with all clients, including changes?

MR NARR (fHEPR]) i WL EHEE FAEFDEEL?
Does applicant's attorney review all contracts or agreements including changes prior to use?

EE G0N o TR s ?
Are there formal incidents and claims escalation procedures in place?

HEF ™R B S RE 7
Are there formal procedures in place regarding litigation document control?

AT BT B B foig Aol SR Y
Is there formal training on internal and external communication policies and procedures?

HaFoo
Details:

AEH B HRA o ek g graspm [

PRODUCT SALES & MARKETING. IfN/A, indicate here: [ ]

AR RS EE?
Projected annual prescriptions/units to be sold?

I ERASRT FHE?
Projected # of annual products users?

AFREr ERAESA/ERE? (wrf EHEF)
Any product ingredients/components imported? (if yes, provide details)

EF2AEPNB R AFRAEDER? (Uof EREF)
Any products manufactured sold under others' labels? (if yes, provide details)
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EFFERPFLABAREAPAERREDASHL? (If F EHBF)
Any products sold as ingredients/components for other products? (if yes, provide details)

EFFASBRGLAE? (Wof - EHBP)
Any products manufactured outside the domestic country? (if yes, provide details)

EFjEme BAVTHRAXEARY DEFD
Any products approved for use by minors?

EFFERFLX2RFME LI ZDER? (4of  ZREP)
Any products discontinued for safety reasons? (if yes, provide details)

EFH2 R BEZE? (f  EHB/)
Any association with banned products? (if yes, provide details)

10.

i3 g3E N R A vt A Sehd ? Hmi P T F By JeafiR ?
How many product recalls has applicant had in the past 3 years? Describe in detail any Class 1 recalls?

11.

W2 7= S ARABGARL AR PAS FNE 2 AT 2R AR AR 7 GRS SL AR
AR BE PBETR A P 2R L PR o

Indicate the top 3 products in terms of number of Adverse Event Reports where the product was associated
with a death, permanent injury, or hospitalization outcome? Please provide copy of most recently
completed Safety Report associated with these products.

12.

AN RT3E MR RAERFRA S AR AP FI P L LEL N LA E G E A% 2 E L hiEe A
‘_,f,:L °

Identify any product requiring the addition of a black box or other significant safety warning to existing
labeling or instruction manuals in the last 3 years?

13.

FIMF MERE 2 ERERENET A D (ﬁl BIE TP e e %A ) 1‘(@?»#%m7lﬂl’s§ﬁ;; A&
VI(/#‘(‘? s ‘?_ﬁﬁ”"‘%aﬂ-f\q“‘zil—‘l’—xﬂ‘% FOIE 0 B TER lFé,%;iﬂjL I BN A I

Identify any safety surveillance team recommendations involving any of the following forms of remedial
actions that have yet to be implemented or completed: product recall/withdrawal, black box warning label,
"Healthcare Professional” letter, additional studies, or expanded product monitoring

14.

P Iy T T Y R P Y L T
What steps if any would the company take if applicant became aware of a pervasive off label use of
applicant’s products?

15.

Frap e aodg BIERA S T R 0t R e e r ?
Please indicate known revenues from off-label use of your products.

16.

D FETE LFAE E R A g Dt R e B
Does the company allow any off-label 1nformat10n dlssemination?

17.

AEE 7 Emp NS INE A8 AR F 4 oD B R 2 DR ?
Have there been any incidents of non-compliance regarding regulations concerning sales and marketing
practices by either internal or external product sales personnel?

18.

ORGP ek Ing g 4 ﬁmléﬁﬁf%?’mf’*mﬂm FA9
How often are compliance audits performed on your internal and external sales staff?

19.

# 4 ﬁf%ﬁa? FRFE O BGTw ?
Do Lomphance aud1ts include follow-up discussions with physicians?

20.

DFPREFED GO P A N R HR
What % of the company's advertising budget is allocated to Direct to Consumer advertising?

21.

FHNSIHEFEREFI I AR LI LTFLTLR-E2EY?
Is there a required waiting period after product launch before DTC is conducted?

22.

BFARESFIFODZ BEF R RLE A
What are the top 3 most expensive perks applicant provides to physicians?

23.

Ligtas i’*l%“’“ AR R hINE S G AR R R AT LSRR ahaT3E N LT
T F ik R ?

Does applicant have formal policy specifically prohibiting physical patient contact by internal and external
product sales personnel? Have there been any incidents of non-compliance in the last 3 years?

24.

FREP e g L BT PR G Fw s 4 § BRAOFIRIPF 542
How often is formal and documented compliance training requ1red of your internal and external sales
force?

BB A A
OPERATIONS RISK MANAGEMENT & LOSS CONTROL

1.

ERAETEHCEERR/ZF VR (doj GFREGZHEA]F L)
Does applicant have a formalized Enterprise Risk/Safety Program? (if yes, please provide name of person in
charge of program)
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2. B ERG/F2HNRPERFRLLR? (PETEFZER EF 2P (BERFEE)
What are the main focal areas of your Enterprise Risk/Safety Program? (Areas might include Code of
Conduct, Privacy, Biohazards, Disaster Recovery, etc.)

0. &HAEFTRERANFATR L FEF M) RERTHAR A EIRY
Does applicant require all new employees participate in training program that instructs them on all
applicable company policies and procedures?

4. EFRAETERAN) DERFEAK FREFGRERE? & RALE RDRGF T UF{oip s LA
Does applicant require Certificates of Insurance from all of applicants’ suppliers and sub-contractors? What
limits and terms does applicant require?

5.  EF A& b e AR o R TR S Y
Are all risk management programs and SOP's audited annually?

6. R Eied b bpo RS/ B A BT F Bk e F LR foiR 3R (AR 2
Please indicate any risk management programs and SOP's that are audited by independent
non-governmental organizations/individuals?

7. WP EEREERFTRER
Indicate Industry Trade Associations Memberships.

8. EFEAILFIMRT RELIZEE?

Does applicant have a crisis management team in place?

9. LiRAETF RRARGEELR?

Does applicant have a full time risk manager on staff?
HaFoe
Details:

PRAHS B o drk A G P s [
PREMISES/OPERATIONS. If N/A, indicate here: []

L g TR R R R A PR ST N R RS T R 2 [RGB 1T i R F g
R R PSR B AR E I
Indicate which of the following applies to applicant’s premises: access is not allowed without card and/or
authorized employee, front desk registration only, or no restricted access.
R, dp T AR R R R A PR SAT  BRTA WR o RAIRE A FT O BP0 N A R
Mol o RN 2T G RS FE T o
Indicate which of the following applies: hazardous substances are kept outdoors or in a cut-off within
approved containers, just in time supply levels, cut-off area with unapproved containers.
B. dpIPESHATRR GG S b R T ?
Indicate how many gallons of hazardous substances are kept on site?
4. A Ere Rk (fr ) ?
Biohazard Lab Rating if applicable?
5. BAZFEFIHRERGLELHS ?
Do you have an animal facility or house animals?
6. & EA {?ﬁiﬁ‘ﬁﬁﬁf%%ﬁ (doig * ) ?
If applicable is the applicant in compliance with Hazardous Materials Regulations?
7. ERHRALFEAERBEL GRS ERER?
Has applicant ever hired key employees from direct competitors?
8 EFRAILFTEEARIFASDERE S RTY
Does applicant ever do direct product comparisons against competitors’ products?
0. ERFRAETFEALAAPNE SRS ?
Does applicant have any competitors making similar products?
0. & %AEFFENPEFRT?ZRIET- A LATfrF A LAPPF?
Does applicant have a formalized Privacy Policy in place? When was it last updated and audited?
FaF R o
Details:
A e adf 4
LOSS HISTORY & POTENTIAL LOSS
i Hp B i A PETH st dic L JeAE IR 7 P AR P it
Policy Period Insurer # of Claims Total Incurred Total Paid Loss Ratio
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R AR BT E P AR R (2R ¢ RERRE
*Total aggregate cost (losses from ground up including defense, deductibles, and SIR's) for last five years

T R A K R A R R
*Attach previous carrier loss runs

$r B RS KD o

WM G e 4 0 df 4 £ %0 A4 510,000 ~ gf 4

Describe all incurred losses of US$10,000 or more:

Wk ARaRE R (40F 0 EHEP)

Any claims not yet reported? (if yes, provide details)

E P A & PRAE D

Indicate any product or service past or present that has been involved with
any certified, or attempted, class action or multi-district litigation?

IR EL A AEHE ER . B DR FREFOEMIFRS F ¥ RN

LiFRARFofiEe s f ARGFHRERTEGERP DR G RpiEE
FEBERSEN? (wF o EHE)

Is the Applicant aware of any fact, circumstance, or situation which one
might reasonably expect could give rise to a claim that would fall within the|
scope of the insurance being requested? (if yes, provide details)

FREE TR RREOTRET SRS EIL P e B SR E e % B A D P s R B R O g deeid 4o o
The information requested in this Application is for underwriting purposes only and does not constitute notice to the Company

under any policy of a Claim or potential Claim.

AL ehk
COVERAGE HISTORY
it AR oA i = R o ¥ /it g p
Policy Period Primary & Excess Limits Carriers Occurrence/Claims Made Retro Date
[ RRAETFEFIREDEG AR R FAF R HER? (o EHEBY)
Does applicant have any outstanding loss control recommendations with applicant's current carrier? (if yes, provide
details)
D, BERAEZG ERGEEEGATYEAGENRG? (4o ZHEF)
Has applicant’s insurance ever been canceled or non-renewed by a carrier? (if yes, provide details)
3. E*é&‘ﬁ&%%’ﬁﬂﬁﬂiﬁﬁE@ﬁpﬁ%m&%g@ﬁm?jﬁ%@ﬁiﬂ?(%;,gggm)
Any of your products, clinical trials, or services specifically excluded on your existing policy? (if yes, provide details)
4. BEPW R LRI BTN Rp ARG LI R R LA R E G RE L §lRe 7
Have you had concurrent claims made insurance for the insurance you are requesting back to your stated retro
date?
FaF R o
Details:
INSURANCE REQUESTED
K i 4 ) PR BOAGE/D WAL R
Coverage Limits Requested Deductible/SIR Requested

N2 2
A\i'_‘&;\"ﬁ =3

Premises & Operations Liability

ARfezl g

Products & Completed Operations Liability

BEFE (BFLmianpHBiT)
Professional Liability (E&O Financial Injury)

M A
Property

A

Other

sy 4 2p e
EEok N

Details:
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AEFEL P e FeanF AL TS ‘fﬁ%i\‘t Fd TR BT RS By TR B PR A G B aE e T Pﬁ‘}—'li ﬁgb*.c,i{ [ A
T~ BEEL F%T"ﬁ;—%— s A H B R T el e £ 7 ’f#’f:\' ERiEeEFHErPd ol s TRk 1
pU I ﬁrrf;lz.w JFAPRIE * enifrg B A BB o

b
3

5
_."
A
3
i
.
T
<t

INFORMATION OR DATA CONTAINED IN OR SUBMITTED IN CONNECTION WITH THIS APPLICATION DOES NOT CONSTITUTE
NOTICE OF AN OCCURRENCE, WRONGFUL ACT, CLAIM, SUIT OR OTHER CIRCUMSTANCE AND DOES NOT SATISFY ANY OF THE
REPORTING NOTIFICATION OR OTHER PROVISIONS OF ANY POLICY. ALL SUCH NOTICES MUST BE GIVEN SEPARATELY IN
ACCORDANCE WITH THE APPLICABLE POLICY CONDITIONS.

EREEELD R ARG R AR LAY RS B TS IRE A AR B e L (L
FENALS GG ) L0 GHAREEL ML FEEfR B R ARl - R FREAREL AL S G it
ook FRiPerafeitis > RERAERE AR L P el B g m}‘ﬁﬁi‘]’“”ry FPp et & EE B DY ehh A
”f‘r'ﬂ%‘t}ﬁw‘; CEERfrRED e AP EERBEEFEAEFTFHOAN c FEFAZRT I AHAL \”T#r%\c ]ﬁ\ AT F KA
jfz‘{li’—i\‘tx—'v'—‘j"“—rﬂ' ’%—mx—'v’—‘é; e 23 &i\‘txﬂ—imﬁ%’frk%{? o e AL mﬁg@ —4:,?\‘@15—‘1‘5 rﬂ]‘ﬁ:f‘fr’ﬂ 1a F,Tl L=l
FABMEFDFEGE A P2 P2 FFELEL > ERARFUTINF > A AT T UL HSgr T RPIFH o

For the purposes of this application, the above-signed officer of all person(s) and organization(s) proposed for this insurance declares
and acknowledges by executing this application that, no alterations were made to this application (other than sections reserved for
answers), he/she has reviewed this application and the statements contained therein with his/her Chief Executive Officer, Chief
Financial Officer, Chief Operating Officer or their equivalents, and that to the best of their knowledge and belief, after reasonable
inquiry, the statements in this application, and in any attachments, are true and complete for all persons or organizations applying for
insurance under this application. The Company is authorized to make any inquiry in connection with this application. Signing this
application shall not constitute a binder or obligate the Company to complete this insurance, but it is agreed this application shall be
the basis upon which a policy may be issued. If the statements in this application or in any attachment change materially before the
effective date of any proposed policy, the applicant must notify the Company, and the Company may modify or withdraw any
quotation.

BiRAEEER P
Authorlzed Signature of Applicant Date
Eeap Bi%
Print Name Title
& A
Applicant

BT RGO PR RS ARIZAET  The followmg is filled by broker/agent and insurance company:

, i,R— Ié} ﬁst_n /IJ‘ BAL , A -
iR A PPN %' % 7% R Insurance Salesperson
P S
& ¥ ;
Underwriter’s Slgn?ture of R R 53
. Broker’s/Agent’s .
Signature Signatory Reglstratlon ID No.: Signature:
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