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GENERAL INFORMATION 

 

First Name Last Name 
AMS Policy Number 

 (if current AMS insured) 

   

Office Phone Mobile Phone Email Address 

   

Practice Address 

 

 

Effective Date of Teleservices Primary Specialty of Teleservices Provided 

  

 

 Limits of Liability You Are Requesting for Insured Physicians: 
(For limits specific by state, indicate the state abbreviation next to the limits selected) 

   $100,000 /$300,000  
   State Specific:  

   $500,000/$1,500,000 (PA Only – Enrolled in PCF) 
 

   $200,000/$600,000 
   State Specific: 

   $1,300,000/$3,900,000 (NY Only) 

   $250,000/$750,000 
   State Specific: 

   $2,300,000/$6,900,000 (NY Only) 

   $500,000/$1,500,000 
   State Specific: 

   $$2,500,000/$7,500,000 (VA Only - Per statutory maximum 
Code of VA Sec 8.01-581.15)      

   $1,000,000/$3,000,000  
   State Specific: 

   $2,000,000/$6,000,000  
   State Specific: 
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PRACTICE INFORMATION 
Please refer to this link for any clarification and updated recommendations from the AMA Playbook: https://www.ama-
assn.org/system/files/2020-04/ama-telehealth-playbook.pdf 
 

1. Please indicate your best estimate of the weekly hours dedicated to the delivery of telemedicine services: 
  Telemedicine Hours: __________ All Other Hours: _________ 

 

2. Provide a narrative description of the telemedicine services you provide, including your scope of services, target 
population of patients and list any companies you contract with to provide telemedicine services: 

 
 
 

3. Please estimate the percentage of telemedicine services you provide by state (where patients are physically 
located): 

 
State: _____   Percentage of Practice: ______    State: _____   Percentage of Practice: ______ 
State: _____   Percentage of Practice: ______    State: _____   Percentage of Practice: ______ 
State: _____   Percentage of Practice: ______    State: _____   Percentage of Practice: ______ 
State: _____   Percentage of Practice: ______    State: _____   Percentage of Practice: ______ 
State: _____   Percentage of Practice: ______    State: _____   Percentage of Practice: ______ 
 

4.  Are you licensed to practice medicine in all the states that your patients are physically 
located?  If “no,” please list the states that you are providing telehealth services where you 
are not licensed.  Please note, these will be excluded from coverage: 
______________________________________________________ 
 

 Yes   No 

5. Are teleservices being provided by any employed/contracted physician extenders in your 
practice?  If yes, please answer the following: 
a. What is the average number of physician extenders being supervised by physicians 

in your practice? (provide the ratio): __________ 
 

b. Do any of these physician extenders practice at a location geographically separate 
from you?  If yes, provide a description: 

 

 

 Yes   No 
 
 
 
 

 Yes   No 

6.  Have you undergone an accredited telemedicine training program? 
     If “yes” please indicate the name of program: ___________________________ 
 

 Yes   No 

7.  Are written protocols in place regarding medical record documentation and necessary patient 
follow-up after the delivery of telemedicine services?  If no, please explain: 

 

 Yes   No 

8.    Do you maintain the proper medical record for the patient? 
 

a. Copies of all patient-related electronic communications? 
 
b. Patient-physician communication, prescriptions, laboratory and results, evaluations and 

consultations, records of past care, and instructions obtained or produced in connection 
with the utilization of telemedicine technologies? 

 
c. The patient record established during the use of telemedicine technologies accessible 

and documented for both the physician and the patient? 
 

 Yes   No 
 

 Yes   No 
 
 

 Yes   No 
 
 

 Yes   No 
 
 

9. Do you monitor electronic Intensive Care Units (eICUs)? 
 

 Yes   No 
 
 

10.   Are you prescribing any opioids or controlled substances?  If “yes” please indicate what you 
are prescribing: 

 

 Yes   No 
 

11.    Do you have protocols in place to prevent unauthorized access and protect the 
security/integrity of patient information? 

 

 Yes   No 
 

https://www.ama-assn.org/system/files/2020-04/ama-telehealth-playbook.pdf
https://www.ama-assn.org/system/files/2020-04/ama-telehealth-playbook.pdf
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12.    Is informed consent used in connection with an encounter involving telemedicine 

technologies?   
        Does it include the following: 

a. Identification of the patient, the physician and the physician’s credentials? 
 
b. That the patient agrees that the physician determines whether or not the    condition 

being diagnosed and/or treated is appropriate for a telemedicine encounter? 
 
c. Details on security measures taken with the use of telemedicine technologies? 
 
d. Hold harmless clause for information lost due to technical failures? 
 
e. Requirement for express patient consent to forward patient-identifiable information to a 

third party 

 Yes   No 
 
 

 Yes   No 
 

 Yes   No 
 
 
 

 Yes   No 
 

 Yes   No 
 

 Yes   No 
 

13. Do you follow the AMA recommendations when carrying out a diagnostic evaluation or 
prescribing medicine? 

a. Establishing the patient’s identity? 

b. Confirming that telehealth/telemedicine services are appropriate for that patient’s 
individual situation and medical needs? 

c. Evaluating the indication, appropriateness and safety of any prescription in keeping with 
best practice guidelines and any formulary limitations that apply to the electronic 
interaction 

d. Documenting the clinical evaluation and prescription? 

 

 Yes   No 
 

 Yes   No 
 
 

 Yes   No 
 
 

 Yes   No 
 
 

 Yes   No 

14.  What documentation are you providing either directly to the patient, primary care physician, consulting physician 
or referral center?  Please describe below: 
 
 
 
 

15. Please list all physicians/physician extenders who deliver telemedicine services on your behalf: 
 

Name Specialty Employed Contracted 

      

      

      

      

      

      

      

    
 
 

 
 
 
 
 
 
 
 
 
 



Page 5 of 8  
Ed.1.01.22 

PHYSICIAN CERTIFICATION 
 

Incomplete or incorrect information could result in a retroactive upward premium adjustment or could lead to a denial of 
liability in the event of a claim.  I also understand that any material misrepresentation or omission made by me on this 
application may render any contract of insurance null and without effect or provide the company with the right to rescind 
it. 
 
I hereby declare that the statements and responses I have provided in this application are complete and true and that I 
have not knowingly suppressed or misstated any material facts.  I agree to immediately notify the company in writing if 
there is any future material change in any answer to this application, including without limitation, any change in my 
professional status, specialty, affiliation, or working arrangement with any other physician, firm, or professional 
association, and I understand and agree that such changes are material to the risks covered by the policy of insurance I 
am applying for.  
  
By making this application, I am not relying upon any oral or written representation that coverage has or will be extended 
to me or that a policy of insurance will be issued.   I understand and agree that I have no right to demand or expect 
coverage until the company has: (1) received my completed application; (2) offered me a premium quote, and (3) 
received, as a precondition to coverage, the total premium due or, if the company has agreed to finance the premium, 
the first installment due.  In addition, I understand that if I pay my premium or first installment by check, electronic 
transfer or money order, it shall not be considered as "received" by the company until it has been honored by the bank.  
 
I agree that if I fail to comply with these terms, I will have no coverage for any claim under any policy of insurance for 
which I am applying. 
 

PRIVACY AGREEMENT  
 

We are committed to comply with the Standards for Privacy of Individually Identifiable Health Information 

under the Health Insurance Portability and Accountability Act of 1996 ("HIPAA") and as modified by the 

HITECH provisions of the American Recovery and Reinvestment Act of 2009 and related rules and as may 

be modified subsequently (the "Privacy Regulations"). Under the Privacy Regulations, you are a "covered 

entity," and as required by 45 C.F.R. Section 164.502(e) and 45 C.F.R. Section 164.504(e), we acknowledge 

that we, in certain instances, may be your "business associate." We must use and disclose information that 

identifies an individual; relates to health, health treatment, or healthcare payment; and is maintained in any 

form (e.g., electronic, paper, oral) ("Protected Health Information" or "PHI") in our performance of services 

under this Policy, and we agree to abide by the assurances, terms, and conditions contained herein in the 

performance of our obligations. 

We agree as follows: 

A. Permitted Uses and Disclosures of Protected Health Information. 
 

Pursuant to this Agreement, we provide services ("Services") for your operations that may involve the use 

and disclosure of Protected Health Information as defined by the Privacy Regulations. These Services 

may include, among others, quality assessment; quality improvement; outcomes evaluation; protocol and 

clinical guidelines development; reviewing the competence or qualifications of healthcare professionals; 

evaluating practitioner and provider performance; conducting training programs to improve the skills of 

healthcare practitioners and providers; credentialing, conducting, or arranging for medical review; 

arranging for legal services; conducting or arranging for audits to improve compliance; resolution of 

internal grievances; placing stop-loss and excess of loss insurance; and other functions necessary to 

perform these Services. Except as otherwise specified herein, we may make any uses 

of Protected Health Information necessary to perform our obligations under this Agreement. All other 

uses not authorized by this Agreement are prohibited. Moreover, we may disclose Protected Health 

Information for the purposes authorized by this Agreement: 

(i) to our employees, subcontractors, and agents, in accordance with Section D(5) below; (ii) as 

directed by you in writing; or (iii) as otherwise permitted by the terms of this Agreement. Additionally, 

unless otherwise limited herein, we are permitted to make the following uses and disclosures: 

 
B. Our Obligations and Activities. 
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We may use and disclose the Protected Health Information in our possession to third parties for the 

purpose of our proper management and administration, such as obtaining reinsurance, or to fulfill any of 

our present or future legal responsibilities, such as complying with insurance regulator requests, 

provided that (i) the disclosures are required by law; or (ii) we have received from the third party written 

assurances regarding its confidential handling of such Protected Health Information as required under 

45 C.F.R. Section 164.504(e)(4) and where necessary received a BAA. 

 
C. In addition to using the Protected Health Information to perform the services set forth above, we may: 

 
(1)    Aggregate the Protected Health Information in our possession with the Protected Health 

Information of other covered entities that we have in our possession through our capacity as a 

business associate to said other covered entities, provided that the purpose of such aggregation is 

to provide you with data analyses relating to your healthcare operations. Under no circumstances 

may we disclose Protected Health Information of one covered entity as defined by 45 C.F.R. 

Parts 160 and 164 to another covered entity absent your express written authorization; and 

 
(2)    De-identify any and all Protected Health Information provided that the de-identification conforms to the 
requirements of 45 

C.F.R. Section 164.514(b), and further provided that you are sent the documentation required by 45 C.F.R. Section 
164.15(b), which shall be in the form of a written assurance from us. Pursuant to 45 C.F.R. 164.502(d)(2), de-
identified information does not constitute Protected Health Information and is not subject to the terms of this 
Agreement. 

 
 
GENERAL FRAUD WARNING:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or 
benefit or knowingly presents materially false information in an application for insurance may be guilty of a crime and 
may be subject to fines and confinement in prison. 

 
ALABAMA FRAUD WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit, or 
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to restitution fines or 
confinement in prison, or any combination thereof. 
 
ARKANSAS FRAUD WARNING:  Any person who knowingly presents a false or fraudulent claim for payment for a loss or benefit 
or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison. 
 
COLORADO FRAUD WARNING:  It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an 
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, 
fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who knowingly provides 
false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to 
defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the 
Colorado Division of Insurance within the Department of Regulatory Agencies. 
 
DISTRICT OF COLUMBIA FRAUD WARNING:  It is a crime to provide false or misleading information to an insurer for the 
purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may 
deny insurance benefits if false information materially related to a claim was provided by the applicant.   
 
FLORIDA FRAUD NOTICE WARNING:  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files 
a statement of claim or an application containing any false, incomplete or misleading information is guilty of a felony of the third 
degree. 
 
IDAHO FRAUD WARNING: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a 
statement containing any false, incomplete, or misleading information is guilty of a felony. 
 
KANSAS FRAUD WARNING:  Any person who knowingly and with intent to defraud any insurance company or other person by 
presenting any written statement as part of an application for insurance, the rating of an insurance policy, or statement of claim 
containing any materially false information, or conceals, for the purpose of misleading, information concerning any fact material 
thereto commits a fraudulent insurance act. 
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KENTUCKY FRAUD WARNING:  Any person who knowingly and with intent to defraud any insurance company or other person 
files an application for insurance containing any materially false information or conceals, for the purpose of misleading, information 
concerning any fact material thereto commits a fraudulent insurance act, which is a crime. 
 
LOUISIANA FRAUD WARNING:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit 
or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison. 
 
MAINE FRAUD WARNING:  It is a crime to knowingly provide false, incomplete, or misleading information to an insurance 
company for the purpose of defrauding the company.  Penalties may include imprisonment, fines or denial of insurance benefits. 
 
MARYLAND FRAUD WARNING:  Any person who knowingly and willfully presents a false or fraudulent claim for payment of a 
loss or benefit, or who knowingly and willfully presents false information in an application for insurance is guilty of a crime and may 
be subject to fines and confinement in prison. 
 
MINNESOTA FRAUD WARNING:  A person who submits an application or files a claim with intent to defraud or helps commit a 
fraud against an insurer is guilty of a crime. 
 
NEW JERSEY FRAUD WARNING:  Any person who includes any false or misleading information on an application for an 
insurance policy is subject to criminal and civil penalties. 
 
NEW MEXICO FRAUD WARNING:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or 
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines 
and criminal penalties. 
 
NEW YORK FRAUD WARNING:  Any person who knowingly and with intent to defraud any insurance company or other person 
files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of 
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also 
be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation. 
 
OHIO FRAUD WARNING:  Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud. 
 
OKLAHOMA FRAUD WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes 
any claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony. 
 
OREGON FRAUD WARNING:  Any person who makes an intentional misstatement that is material to the risk may be found guilty 
of insurance fraud by a court of law. 
 
PENNSYLVANIA FRAUD WARNING:  Any person who knowingly and with intent to defraud any insurance company or other 
person files an application for insurance or statement of claim containing any materially false information or conceals for the 
purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and 
subjects such person to criminal and civil penalties. 
 
RHODE ISLAND FRAUD WARNING:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or 
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison. 
 
TENNESSEE FRAUD WARNING:  It is a crime to knowingly provide false, incomplete, or misleading information to an insurance 
company for the purpose of defrauding the company.  Penalties include imprisonment, fines, and denial of insurance benefits and 
civil damages. 
 
TEXAS FRAUD WARNING:  Any person who makes an intentional misstatement that is material to the risk may be found guilty of 
insurance fraud by a court of law. 
 
VIRGINIA FRAUD WARNING:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance 
company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits. 
 
WASHINGTON FRAUD WARNING:  It is a crime to knowingly provide false, incomplete, or misleading information to an 
insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of insurance 
benefits. 
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WEST VIRGINIA FRAUD WARNING:  Any person who knowingly and with intent to defraud any insurance company or another 
person, files a statement of claim containing any materially false information, or conceals for the purpose of misleading, 
information concerning any fact, material thereto, commits a fraudulent insurance act, which is a crime, subject to criminal 
prosecution and civil penalties. 
 

 
By your signature, you indicate to all the rules and regulations set by  

Applied Medico-Legal Solutions Risk Retention Group, Inc. 
 

Print Applicant Name: 

Applicant Signature: 

Date: /         / 

 
Please remit your completed application to: 

  
Applied Medico-Legal Solutions Risk Retention Group, Inc. 

c/o AMS Management Group 
23 Route 31 North, Suite A-20 

Pennington, New Jersey  08534 
 

Phone:  609-737-1154 
Toll-free 866-461-1221 

Fax:  609-737-1186 
 

 


