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Safeguard Healthcare Supplement 
 

IMPORTANT NOTICES 

Please read the Important Notices at the end of this form before completing the Supplement. 

 

COMPLETING THE FORM 

● Please answer all questions in full. Where appropriate, tick the ‘Yes’ or ‘No’ box that best indicates your reply. 
● If there is insufficient space provided, please provide further information on your letterhead. 

● All attached documents form part of this Supplement. 

 

 

1. YOUR DETAILS 

a. Full Name: __________________________________________________________________________________________________ 

 

 

b. Nature of the applicant’s team 
Number of 

employees 

Number 

contractors 

Number of 

volunteers 
% of males 

Paediatricians     

Gynaecologists/Urologists     

Other Doctors/Physician Assistants     

Nurses     

Psychologists/Counsellors/Therapists     

Office Staff     

Other (please describe)     

Total      

 

2. ORGANISATION DETAALS 

a. Please identify the types of programs and services applicant provides. Check all that apply.  

Alternative Medicine  Ambulatory Services  Behavioural Health  

Blood Donations  Counselling  Dialysis Centers  

Doctor’s Office  Family Planning  Home Care  

Hospital  Independent Senior Living  Inpatient Services  

Mental Institutions  Non-Medical Emergency Services  
Nursing Homes/Assisted Living 

Ambulatory Services  

Outpatient Services  Physical Therapy  Telemedicine  

Activities of Daily Living/Intimate Care  Other please describe)  
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3. LOSS PREVENTION METHODS 

a. For licensed and/or credentialed individuals, does the applicant consistently verify with the   Yes        No 

applicable oversight board the existence of any past or pending allegations or matters involving  

professional boundaries with patients? 

b. Are physical restraints of patients/vulnerable adults allowed? If Yes:      Yes        No 

- Does the applicant have written policies defining appropriate and inappropriate use of   Yes        No 

physical restraints? 

- Does the applicant require all individuals identified in question 1 to complete    Yes        No 

training that addresses appropriate and inappropriate use of physical restraints? 

c. Does the applicant require all individuals identified in question 2 to complete training that    Yes        No 

addresses how to build and maintain appropriate professional boundaries with  

patients/vulnerable populations? 

- If only some individuals receive this training but not all, please explain: 

- If Yes, describe what is covered by this training  

- If ‘Yes’, how often is this training repeated?

d. Does the applicant have written procedures defining what constitutes a sensitive or    Yes        No 

intimate examination? If Yes please provide a copy 

e. Does the applicant have defined written procedures addressing chaperones or attendants    Yes        No 

including when they are required and/or who can serve? If Yes please provide a copy 

- If Yes please describe your chaperone/attendant procedures (including, but not limited to, recording chaperone usage):  

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

f. Does the applicant require specific training for chaperones/attendants?     Yes        No 

- If Yes, please describe: __________________________________________________________________________________ 

g. Does the applicant have defined methods for monitoring and supervising interactions between   Yes        No 

patients (i.e., patients visiting each other’s rooms)? 

- If Yes, please describe: __________________________________________________________________________________ 

 

 

h. Does the applicant have defined methods for monitoring and supervising interactions between   Yes        No 

the individuals identified in question 2 above and patients/vulnerable populations? I.e. between 

doctors and technicians 

- If Yes, please describe: 

:
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i. How do you monitor patients with severe behaviours that are dangerous to themselves or others (i.e. safety plans)? 

j. Does the applicant provide educational materials to patients/vulnerable populations that addresses: 

- Summary of the professional boundary expectations between the individuals identified    Yes        No 

in question 1 and patients/vulnerable populations 

- When and how sensitive examinations are conducted and what to expect during the process   Yes        No 

- When and how sexual histories are taken and what to expect during the process     Yes        No 

- Requirements to log and track mileage, stops, and starting/ending times     Yes        No 

- Communication/other messaging services to contact parents/guardians/etc     Yes        No 

- Examples of the types of questions a patient can/should ask about their healthcare experience   Yes        No 

- The role of the chaperone/attendant         Yes        No 

- How to report concerns of any nature         Yes        No 

 

k. Describe any other loss prevention methods designed to prevent abuse and molestation of vulnerable populations not previously 

addressed: 

 

4. DECLARATION 

I/We acknowledge that: 

1. I/We have read and understood the Important Information set out in the Supplement and I/We are authorised to make this 

Supplement. 

2. All information given on this Supplement and any attachment is true and correct. 

3. No insurance is in force until this Supplement has been accepted by the Insurer and the premium paid or unless an interim 

contract has been issued. 

4. Up until a contract of insurance is entered into, I/We are under a continuing obligation to immediately inform the Insurer of 

any change in the particulars or statements contained in this Supplement or in any attachments. 

5. Although the signing of this Supplement does not bind the Applicants to effect insurance, the Applicants acknowledge that the 

particulars and statements contained in this Supplement and in the attachments shall be the basis of the contract should a policy 

be issued and the Applicants acknowledge that the Supplement and attachments will be incorporated in the Policy. 

    

 

Full Name: ____________________________________  Full Name: ____________________________________ 

Position: ______________________________________  Position: ______________________________________ 

Signature: _____________________________________  Signature: _____________________________________ 

   Date: _________________________________________  Date: ________________________________________ 
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