



  The Mount Sinai Medical Center

Risk Management, Regulatory & Insurance Affairs                                                                                           
REQUEST FOR FOREIGN LIABILITY COVERAGE 
TERRITORIAL EXPANSION SCHEDULE

Covered Hospital: _______________________________________________________

Contact Person: ______________________________________________________________



     [Print Name]





     Phone Number]
Location [Specify Country]: ____________________________________________________
Length of Stay:  ______________________________________________________________



Month, Day, Year

to

Month, Day, Year 
Covered Applicant: ___________________________________________________________



Full Name & Designation [MD, MS (Include Year – PGY1, MSII)
Specialty: ___________________



_____________________________
Scope of Activities: _____________________________________ _______________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________


   ____________________ SIGNATURE OF APPLICANT


            
   DATE
__________________________________________________
Email Address/Telephone Number
NAMES OF INDIVIDUALS THAT ARE TRAVELING WITH APPLICANT:__________
_____________________________________________________________________________

_____________________________________________________________________________
[If attaching on a separate page, please indicate above. If only applicant, please so indicate. ]






________________________________________






Authorized Signature/Department Representative/Date
PLEASE RETURN THIS APPLICATION TO THE GLOBAL HEALTH OFFICE, Annenberg 13, room 13-30.






