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Insurance Commissioner of the
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Attention: Mr, Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant”), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) seeking the approval of the Insurance :
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor”).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and & direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned
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subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement”).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application. Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. ‘In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server 5A - MSW
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Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,
Robert J. Stillivan

Enclosures

cc: Janice W. Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP



PS|Ship - FedEx Label Page 1 of 2

From:  Origin D: NYCA (212)735-3000 Ship Dale: 16JLUNOS

H. Matihew Crusey Fed=x. At 1LB

Skadden, Arps,Slate,Meagher&FlomLLP Expross CAD: 85542??%9.80200

4 Times Square Accountf: §

24th Floor . Delivery Address Bar Code
New York, NY 10036

Chg2u0509192424

I

II

l

I

|

|

I

SHIPTO: (360)725-7211 BILL SENDER Ref# 01507000014H. Malthew Crusey
Ron Pastuch invoice #
Insurance Commissioner of the Pt
5000 Capitol Bl\fd SE
Tumwater, WA 985014426 RELEASE#: 3785346
TRIH WED - 17JUN AA
Ak Wik U [0201] 7912 3052 1910 STANDARD OVERNIGHT
iy A pIAfL 1Y
| kI 98501
A . XH OLMA SEA

] ' b s

I RENA A

o i e Em mt Em em em ms R AR SR R R AR R AR R e e e Y

N el mr e e e R WR Am mm o e E e e e e

. Fold the first printed page in half and use as the shipping label.
2. Place the |label in a waybill pouch and affix it to your shipment so
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3. Keep the second page as a receipt for your records. The receipt
contains the terms and conditions of shipping and information
useful for tracking your package.
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No.10206
IN: 04-2595783
BIOGRATPHICAL AFFIDAVIT

To the extent permitied by law, this affidavit will be kept confidential by the state insurance regulatory authority,

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutaal Insurance Company (d/b/a ProMutual)
101 Arxch Street
Boston, MA 02110-1129 .
1-800-225-6168
In connection with the above-named entity, I herewith make represcutauons and supply information about myself as
hereinafter set forth, (Attach addendum or separate sheet 1fspace bereon is insufficient fo answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
1. Affiant’s Full Name (Initials Not Acceptable). Bruce Solomon Anerbach
2. a Areyouacitizen of the United States? Yes
b. Are you a citizen of. any other country, if so, what country?
3.  Affiant’s Occupation or Profession. Physician
4,  Affiant’s business address. Sturdy Memoxial Hospital, 211 Park Street, Attleboro, MA 02703
Business telephone. 508-236-7040

5.  Education and Training:

College/ University City/ State MA___M _mQ.b_uﬂﬂ
Temple University Philadelphia, PA 1967-1971
Graduate Studies: College/ University City/ State_ Dates Attended (MM/YY) Degree Obtained
Non-DegreePhysiology Untversity of PA Philsdelphiz, PA 1972-1973 NA

University De Lille Lille, France 1972-1978 NA

Temple University Philadelphia, PA 1975-1978 MD
Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained
Los Angeles County Harbor, UCLA Medical Center, Torrance, CA 1978-1979 Internship
Emergency Medicine, UCLA Medical Center, Torrance, CA 1979-1981 Residency
Emergency Medicine, UCLA Medical Center, Torrance, CA 1981 Chief Resident

(Note:  If affiant attended a foreign school, please provide fill address and telephone number of the college/university, If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplementzl Information.) .

©2000-2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11



Applicant Name (Company) Medical Professional Mutual Insurance Company

6.  List of memberships in professional societies and associations.

NAIC No.
FEIN:

{
{
|
|
|
!
|

102
84-2595783

{
i
|
i
!
|
|

Nameof Address of Telephone Number
Society/ Association Contuct Name Society/Association of Society/Association

860 Winter ST, Waltham 781-893_4‘%10
Massachusetts Medical Woods Corporate %
Society Center,Waltham, MA

02451
Federal Government 1125 Executive Circle, 1-800-798-1822
Affairs Committee, Irving TX, 75038-2522
Ameriean College of
Emergency Physicians

Massachusetts Hospital 781-272-8000
Clinical Issue Advisory Association
Council
Massachusetts College of 860 Winter St, Waltham., |
Emergency Physicians MA 02541 781-890-4407
American Board of 3000 Coolidge Rd, East ‘ |
Emergency Medicine Lansing, MI 48823-6319 517-33H800

J

American Board of 877-523-1415
Medical Examiners 1338 3rd Avenue, 1

Huntington, WV 25701 i
Bristol North District 10 Riverside Dr, Lakeville, 508-946-0120
Medical Seciety MA 02347 |

7.  Present or proposed position with the applicant entity. Director

t
|
|
t

: {
8.  List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, parmerships, owner of an entity, administrator, manager, operator, directorates or

officerships). Please list the most recent first. Attach additional pages if the space provided is inspffi

cient. It is only

necessary to provide telephone numbers and supervisory imformation for the past ten (10) years. Sfe attached list.

Beginping/Ending

Dates (MM/YY) - Employer’s Name

1
{

Address City

Country Postal Code Phone

Supervisor / Contact

Offices/Positions Held

State/Province

Beginning/Ending

Dates (MM/YY) - Employer’'s Name

Address City

Country Postal Code Phone

Supervisor / Contact

Offices/Positions Held

State/Province

Beginning/Ending

Dates (MM/YY) - Employer’s Name

©2000-2009 National Association of Insurance Commissioners
2
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No.10286
FEIN: 04-2595783

Address - City State/Province
Country Postal Code Phone Offices/Positions Held
Supervisor/ Contact _

Beginning/Ending

Dates (MM/YY), - Employer's Name

Address City State/Province
Country Postal Code Phone Offices/Positions Held
Supervisor / Comtact _

9. a  Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or goverumental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone pumber of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license mumber is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
munbers that are reagonably identifiable as your SSN, then write SSN for that portion of the professional license
mumber that is represented by your SSN, (For example, “SSN”, “12-8SN-345" or "1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License Medical Board of CA Address 2005 Evergreen St., Suite 1200

City _Sacramento State/Province CA Country USA Postal Code 95815
License Type Medical License License # G40479 Datc Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known (916) 263-2382

Organization /Issuer of License Board of Registration in Medicine Address 200 Harvard Mill Square, Suite 330
City Wakefield State/Province _MA  Country USA Postal Code 01880

License Type Medical License License # 47844 Date Issued (MM/YY)__6/1981

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known) (781) 876-8200

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a, Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
3 FORM 11



Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

12,

13.

14.
©2000-2009 National Association of Insurance Commissioners

FEIN: 4-2 95783

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any

judicial, administrative, regulatory, or disciplinary action? NO ]

¢. Beenplaced on probatlon or had a fine levied against you or your occupational, professional, ?r vocational
license or penmit in any judicial, administrative, regulatory, or disciplinary action? NO

d. Been charped with, or indicted for, any criminal offense(s) other than civil traffic offenses? s_

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil ﬁmfﬁc offenses?
NO ,

f. Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NQ 1

g Been subject to a cease and desist Jetter or order, or enjoined, either temporarily or pmmmhy, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law| of another country
regulating the business of insurance, securities or banking, or from carrying out any pa&ncular practice or
practices in the course of the business of insurance, securities or banking? NO

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a
financial dispute? NO !

i. Had a finding made by the Comptroller of any state or the Federal Government that yoxi have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptrolier of any state or the Federal Government? NO

J. Had a lien or foreclosure action filed against yon or any entity while you were associated wifch that entity? NO
If the response to any question above is answered “Yes”, please provide details incmdin!:g dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropn‘aﬂie.

L
I

!

|

o

!
List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The
term “comtrol” (including the terms “controlling,” “controlled by” and “under common control with™) means the
possession, direct or indirect, of the power to direct or cause the direction of the managemcbt and policies of a
person, whether through the ownership of voting securities, by contract other than a commercigl contract for goods
or non-management services, or otherwise, unless the power is the result of an official posmm: with or corporate
office held by the person. Contro} shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the vqtmg securities of any
other person._NONE

\

If any of the stock is pledged or hypothecated in any way, give details. N/A

Do [Will] you or members of your immedjate family individually or curnulatively subscribe ta or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulqt:on by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specxﬁc pq.rson, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies inm which the
curnulative stock holdings represent 10% or more of the outstanding voting securities. NO |

If any of the shares of stock are pledged or hypothecated in any way, give details. 1
i

N/A

{
Have you ever been adjudged a bankrupi? If yes, provide details NO {
1
|
]

September 23, 2008 -
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No.10206
FEIN: 04-2595783

15. To your knowledge has any company or entity for which you were an officer or director, trustee, investment .
committee member, key management emiployee or controlling stockholder, had any of the following events ocenr
while you served in such capacity? If yes, please indicate and give details, When responding to questions (b) and ()
affiant should also include any cvents within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
NO

c. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO
Note: If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this (@ ro day of 2009 at Pmlltgfuﬂr(- I hereby certify under
penalty of perjury that I am acting on my own bel and that the foregoing statements are true and correct to the best of my
knowledge and belief.

o

(Signature of Affiant)

State of __ 7Y A County of W

The foregoing instrument was acknowledged before me this (2/ o day of JUNE 2007 By
; and:

B who is personally known to me, or

(0 who produced the following identification:

[SEAL] . Notat.y Pubﬁ % ..()
4: 2m Lewrse. %?/
., Printed Notary Nam
@a[ % 2013
MyCommission Expires

©2000-2009 National Association of Insurance Commissjoners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No.
FEIN:

BIOG HICAL AFFIDAVIT
Suppleme Person rmation

(rint or Type)

i
|
i
1
i
i
i
\

10206
042505753

]
1
1
1
1
1
|

|
|

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory autﬁority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographica.k statement is being

required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company
101 Arch Street

Boston, MA 02110-1129

1-800-225-6168

1.  Affiant’s Full Name (Initials Not Acceptable). Bruce Solomon Auerbach

]
{
|
|
1
|
1
i
{

2.  Have you ever used any other name including nickname, maiden name or aliases? _ NO __ If yes, give the reason if

any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Ending Name(s Reason (If None, indicate such)

Date{s) Used

)
i
{
H

Note: Dates provided in response to this question may be approximate. Parties using this form un
be an overlap of dates when transitioning from one name to another.

3. Affiant’s Social Security Number ||| N NN

4, Government Identification Number if not a U.8. Citizen

dmtai!gd that there conld

5.  Foreign Student ID# (if applicable)

6.  Date of Birth: (MM/DD/YY) P ace of Birth: City Philadelphia
State/Province Pennsylvania Country USA

7  Name of Affiant’s Spouse (if applicable) Robin Richman

©2000-2009 National Association of Insurance Commissioners
: 6

September 23, 2008
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Applicant Name (Company) Medical Professional Mutaal Ingnrance Company NAIC No.10206

FEIN: 04:2595783
8. List your residences for the last ten (10) years starting with your current address, giving:
Beginning/Ending
Dates State/
d i ovince Coun ostal Code
1982 — Present

[ Note:  Dates provided in response to this gnestion may be approximate, except for current address. Parties using this form
{ understand that there could be an overlap of dates when transitioning from one address to another.
\

Dated and signed this ;3“’ dayof , JUne o PreMufual I hereby certify

under penalty of perjury that I am acting gn my awn behalf/and that the foregoing statemnents are true and correct to the best

| State of ._'ZM____ County of M
The foregoing instrament was acknowledged before me this cg day of Jurng 209 By
and:

L& who is personally known to me, or

(1 who produced the following identification:

| @ CLAIRE LOUISE BERGIN | ﬂ maﬁwﬁz%

[SEAL] i @ Notary Public 2 i | Notary Public
COMMONWEALTH OF MASSACHUSETTS ] S
| My Commisston Expires Aptil 08, 2013 = Po i No
‘ 1S

y Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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1998-Present

1996-Present

1995-Present

1994-Present

1992.Present

1989-Present

1989-Present

1987-Present

1987-Present

1985-Present

Ambulance Diversion Task Force,
Massachusetts Department of Public Health,
Commonwealth of Massachusetts,

250 Washington St., Boston, MA 02108

Medical Professional Mutual Ins. Co.
101 Arch St., Boston, MA 02110

Department of Public Health,
Commonwealth of Massachusetts,
250 Washington St., Boston, MA 02108,

Sturdy Memorial Associates, Inc.,
211 Park 8t., Attleboro, MA 02703,

Registry of Motor Vehicles,
Commonwealth of Massachusetts,

630 Washington St., Boston, MA 02111,
Member, Medical Advisory Board

University of Massachusetts Medical School,.
55 Lake Ave North, Worcester, MA 01655
of Emergency Medicine

Emergency Medical Care Advisory Board,
Department of Public Health,
Commonwealth of Massachusetts,

250 Washington St.,
Boston, MA 02108

Sturdy Memorial Hospital,
211 Park St., Attleboro, MA 02703

Member

Advisory
Board

Emergency
Medical Care

Advisory Bd.
Vice Chair

Boérd
Member

Medical
Advisory
Board
Member

Instryctor in
Medicine/Div

Member

VP & Chief
Emergency &

Ambulatory Services/

Medical Professional Mutual Ins. Co.,
101 Arch St., Boston, MA 02110

Tufts University School of Medicine,
136 Harrison Ave
Boston, MA 02111

Dir. of Emergency

Member

Asst. Clinical
Professor of
Community Medicine




1988 — 2002

1989-1999

1985-1987

Southeastern Massachusetts EMS Council,
339 Centre St., Suite 56
Middleboro, MA 02346

Department of Public Health,
Commonwealth of Massachusetts
250 Washington St., Boston, MA 02108

Newton-Wellesley Hospital,
2014 Washington Street
Newton, MA 02462

President and
Medical Director,
Region V

Helicopter
Utilization
Committee

Assoc.
Dir. Emergency Dept.
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Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washipgton Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner™) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company
(“FinCor™).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub™), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned
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Page 2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement”).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application. Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server 5A - MSW



Office of the Insurance Commissioner
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Kindly mark the provided duplicate copy of this letter as
“received” and refurn it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,

Robert J. $ullivan

Enclosures

cc:  Janice W, Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under whlch this biographical statement is being
required (Do Not Use Group Names),

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129
In connmection with the above-named entity, ] herewith make representations and supply information about myself as
hereinafier set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
1.  Affiant’s Full Name (Initials Not Acceptable). Brenda Eliza Richardson Slater
2. 8 Are you acitizen of the United States? NO
b. Are you a citizen of any other country, if so, what country? Yes, Canada.
3.  Affiant’s Occupation or Profession, Physician - Nutritionist
4.  Affiant’s business address. Harmony First, LLC, 18 Constitution Dr Suite 10, Bedford, NH
Business telephone. 603-668-5200

5.  Education and Training:

College/ Universi Citv/ State Dates Attended (MM/YY) Degree Obtained
Univ. of Guelph Ontario, Canada 1971 BHSC
Univ. of Toronto Toronto, Canada 1?72 B.Ed.
Graduate Studies; College/ University City/ State Dates Attended (MM/YY) D tained
MecMaster Univ., Ontario, Canada 1975 MD
University of Toronto Toronto, Canada 1975-1976 B.Ed.
Harvard University Boston, MA 1977 MS

Other Training: Name City/ State Dates Attended (MM/YY) Degres/Certification Obtained
American Board of Quality Assurance and Utilization Board Certification

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university, If
applicable, provide the foreign student Idemtification Nuinber in the space provided in the Biographical Affidavit
Supplemental Information.)
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Applicant Name (Company) Medical Professional Mutual Insnrance Company NAIC No. 10\‘ 6

FEIN: 04-2595783
6.  List of memberships in professional societies and associations, ‘
|
Name of Address of Tel_eg] hone Number
Society/Association Contact Name Society/Association of Sotiety/Association
Addison-Gilbert Hospital, 298 Washington St, 978-283:4000
Chair of the Operations Gloucester MA, 01930
Committee Medical Staff
American Board of
Quality Assurance and 6640 Congress St, New 800-998-6030
Utilization Review Port Richey, FL, 34653 5
Physicians
American Medical Assoc. 515 North State Street,
Chicago, IL 60610 800-621-3335
Cape Ann AIDS Task T
Force |
Essex South District 860 Winter St, Waltham, i
Medical Seciety MA 02451 781-434-7211
Harmony First LLC, 18 Constitution Dr, Suite j
President 10, Bedford, NH 03110 603-668-5200

7.  Present or proposed position with the applicant entity, Vice Chairwoman

8.  List compiete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, parmerships, owner of an entity, administrator, manager, r, directorates or
officerships). Please list the most recent first, Attach additional pages if the space provided is isufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years.

Beginning/Ending
Dates (MM/YY) 1978 - Present Emplover’s Name Self-employed

Address 118 School St City Manchester State/Province Massachusetts

|
{
P
i

Counry USA  Postal Code 01944 Phone 603-668-5200 Offices/Positions Held ;

Supervisor / Contact _

Beginning/Ending
Dates (MM/YY) 1998- Present Employer’s Name Harmony First, LLC

Address 18 Constitution Dr Suite 10 City Bedford State/Province New Hampshire

!
|
|
|
{
i
i
!
|
\
]
!
i
i
|
1
{
i
|

Country USA Postal Code 03110 Phone (0% 665200 Offices/Positions Held Consultant and Principal

Supervisor / Contact

Beginning/Ending
Dates (MM/YY) 2002 - Present Employer's Name Medical Professional Mutual Insurance Company, FroSelect Ins,
Co, ProMutual Group, Inc., ProMutual Insurance Agency, Inc.,
Address 101 Arch StreetCity Boston State/Province MA

Country USA Postal Code 02110 Phone (617)330-1755 Qffices/Positions Held Director ]

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutnal Insurance Company NAICNo. 10206

FEIN: 04-2595783
Supervisor / Contact ___
Beginning/Ending
Dates (MM/YY) - Employer’s Name
Address City State/Province
Country Postal Code Phone Offices/Positions Held

Supervisor / Contact ___

9. a Have youever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details.

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issned by any public
or governmental licensing agency or regulatory authority or licensing anthority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-8SN-345" or “1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License Board of Rewistration in Medicine Address 200 Harvard Mill Square, Suite 330

. City Wakefield State/Province MA Country USA Postal Code 01880

License Type Medical License License # 42071 Date Issued (MM/YY) 10/77

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known

Organization /Issuer of License Address

City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)
Date Expired MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  In responding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinary action? NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
e

i
c. Beenplaced on probanon or had a fine levied against you or your occupational, profmsxonal,‘ or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NQ i

d. Been charged with, or indicted for, any criminal offense(s) otber than civil traffic offenses? ﬁg

e. Pled guilty, or nolo contendere, or been convicted of, any eriminal offense(s) other than c1v111u-afﬁc offenses?
NO ,

f. Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of & sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO

5. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulatmg the business of insurance, securities or banking, or from camrying out any pq.mcular practice or
practices in the course of the business of insurance, securities or banking? NO

h.- Been, within the last ten (10) years, a party to any civil action involving dishonesty, bkeach of trust, or a
financial dispute? NO 1

i. Had a finding made by the Comptroller of any state or the Federal Government that you have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Governnient? NO

I
j. Had a lien or foreclosure action filed against you or any entity while you were associated thh that entity?
NO
\

If the response to any question above is answered “Yes”, please provide details inclu i g dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropri

12.  List any entity subject to regulation by an insurance regulatory authority that you control direcily or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and *“under common control with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voling securities of any
other person,

NONE

[ MR

If any of the stock is pledged or hypothecated in any way, give details. N/A

13. Do [Will] you or members of your immediate family individually or cumulatively subscribe toror own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NO

If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN; 04-2395783

14,  Have you ever been adjudged a bankrupt? NO If ves, provide details

15. To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committe¢ member, key management employes or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate aud give details. When responding to questions (b) and {(c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a pemmit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptey proceeding, state insolvency, supervision or any other similar proceeding)?
No

c. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NQ

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this__23 7/ dayof lme_ 2007t _La Mitfotel 1 terby ceriify under

penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my
knowledge and belief.

Bund b Stk o

(Signature of Affiant)

State of Z ?M County of

The foregomg msu'mnent was acknowledged before me this<3 & 3" dayof ] e 20 _0_ Z By
;1,4 24 1.4 ,1,_‘./'-4A.4.uu » and:

[&” who is personally known to me, or

[ who produced the following identification:

- N\ -
£ CLARE LOUSE BERGIN
[SEAL] nwmo myoﬁ MASSACHUSETTS Notary
cn:’ymt:ﬁo:mlmu:“ xplres Aprl 08, 2013 (7 /7 //ﬁ égw rq:f?
Re—— [Printed Notary Nawms”
__#n [ s, 0l ’3
My Cofmission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual [nsurance Company NAICNo. 10206
‘ FEIN: %2595783

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

int or j

E

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.
Full Name, Address, and telephone number of the present or proposed entity under which this biographical
required (Do Not Use Group Names),

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129

1.  Affiant’s Full Name (Initials Not Acceptable). Brenda Eliza Richardson Slater
2.  Have you ever used any other name including nickname, maiden name or aliases? _ YES  Ify

if any, if none indicate such, and provide the full name(s) and date(s) used.
i

Beginning/Ending Name(s) Reason (If None, indicate such) |
Date(s) Used (MM/YY)

statement is being

es, give the reason

1/6/48 - 1975 Brenda Eliza Richardson Maiden Name before m%rriage

|
|
i
|
!
]
|
i
|
i
i

{
(

Note:  Dates provided in response to this question may be approximate. Pariies using this form undemg,nd that there could

be an overlap of dates when transitioning from one name to another.

3. Affiant's Social Security Numbed |

4.  Government Identification Number if not a U.S. Citizen

5.  Foreign Student ID# (if applicable)

6.  Date of Birth: MM/DD/YY) [Jl]  Place of Birth: City Sudbury
State/Province  Omntario Country Canada

7  Name of Affiant’s Spouse (if applicable) Kenneth Slater, M.D.

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Company) Medical Professignal Mutual Insurance Company NAICNo. 10206
FEIN:  04-2595783

8. List your residences for the last ten (10) years starting with your current address, giving:

Beginning/Ending

Dates State/
(MM/YY) di Ci Province Counf Postal Code
1977 — Present

Note:  Dates provided in response to this question may be approximate, except for current address. Parties nsing this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this ¢ 5/'5’ dayof Jiune 2002 at P Mulzial 1 hereby certify
vnder penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best

of my knowledge and belief.
M , Yodhord . o
(Signature of Affiant)

State of __/UA County of Mlﬁ/

The foregoing instrument was acknowledged before me this 3t o day ontML ,20 t’? By
and:
_D/who is personally known to me, or

[J who produced the following identification:

& CLARE LOUSE BERGIN
u - . .
COMMONWEALTH OF MASSACHUSETTS M %
[ SEAL] My Commisien Expires ApI 0B, 2013 , Nom.y lic .
S — (’ laire Lourse. ?fgl ~
. Printed Notary Name
Apeil S, got
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 102b6
FEIN: %E :2§783

{
i

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (Al states gl:rcepz Califernia,
Minnesata and Oklahoma) !

i

This Disclosure and Authorization is provided to you in connection with pending or future application(sj of ProMutual or
an affiliate (“Company”) for licensure or a permit to orgaunize (“Application”) with a department of insurance in one or more
states within the United States. Company desires to procure a comsumer or investigative copsumer report - {or
both)(“Background Reports”) regarding your background for review by a depariment of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“Affiant™) of Company or of any business entities affiliated with
Company (“Term of Affiliation™) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may obtain copies of any Background Reports about you from the consumer reporting agency (“dRA”) that produces
them. You may also request more information about the nature and scope of such reports by submitting a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more information, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168. }

1

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”

AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and u?nderstand the above
Disclosure and by my signature below, 1 consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Applicatior, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I anthorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purpuses of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law. !

1 understand that I may revoke this Authorization at any time by delivering a written revocation té Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and efféct until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iif) twelve (}2) months following
the date of my signature below. . i

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as tha: signed original.

1

Brenda Bliza Richarason Stater, [
Ture 3,2007

(Signature) (Date)

sweof WA~ Couny ofW |

The foregoing instrument was acknowledged before me thisc? vl day of J(!Al-% 209 By

and ‘

B who is personally known to me, or

CIARETO
Notary Pubilc
COMMONWEALTH OF MASSACRUSETTS

My Commiasion Bxpires Aprii 08, 2013

[l who produced the followingg

[SEAL)
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SKADDEN, ARPS, SLATE, MEAGHER & FLOM LLP

FOUR TIMES SQUARE
FIRM/AFFILIATE OFFIGES
NEW YORK I0036-6522 BOSTON

4 - CHICAGD
’ TEL: (212) 7353000 HOUSTON
LOS ANGELES
PALO ALTO

FAX: (212) 735-2000
SAN FRANCISCO

www.skadden.com
JUN 17 7009 o wpmeonee
INSURANCE COMMISSIONER shussre
COMPANY SUPEHV]S]DN CONFIDENTIAL Hg%égggG
MUNI‘CH
June 16, 2009 oa
TOKYO
VIA FEDERAL EXPRESS OVERNIGHT oA
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.
Turnwater, Washington 98501
Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements 0f48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington -
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company
(“FinCor™).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-

owned subsidiary of the Applicant (“Merger Sub™), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



Office of the-Ins_urancé.Cbmmissioner
June 16, 2009
Page 2.

subsxdlary of FinCor, dated as of June 3,2009.(the “Merger Agreernent”)
Pursuant to. the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with F inCor
surviving as a direct, wholly-owned subsidiary of the Applicant, |

A copy of the Merger Agrcement is included as an exhibit’ to thc

~ enclosed Application. Blographlcal affidavits for the directors and executive v
officers of the Applicant are included as an exhibit to the Application. In addltmn, -

finger print cards and a check in the amount of $197 are being provided under
separate cover io the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant.  Theresults of the background checks will be provided to the
Commissioner by. Owens Online, Inc. '
|

The information contained in Exhibit J to the Apphcatlon an‘fi in
the “Supplemental Personal Information” poruon of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom

_ such information relates will be protected from any and all unwarranted invasions

of personal privacy pursuant to all applicable provisions of law, including bu‘t not

limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.
I

715403-New York Server SA - MSW : : _ |



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,
Robert J. $tilivan

Enclosures

cc:  Janice W. Allegretto, Esq.,
' Medical Professional Mutual [nsurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP
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Applicant Name (Company) Medical Professional Mutunal Insurance Company NAICNo, 10206
FEIN: 04-2595783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required. (Do Not Use Group Names).

Medieal Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129
In connection with the above-named entity, I herewith make representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
1. Affiant’s Full Name (Initials Not Acceptable). Deanna P. Ricker (P. does not stand for s fall name)
2. a Areyouacitizen of the United States? Yes '
b. Are you a citizen of any other country, if so, what conntry?
3.  Affiant’s Occupation or Profession. Ophthalmologist
4, Affiant’s business address. 105 Chestnut Street, Needham, MA 02492
Business telephone. 781-444-5122

5.  Education and Training:

College/ University City/ State Dates Attended (MM/YY) Degree Obtained
Ruigers University New Jersey 9/61 — 6/65 B.A.
Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained
U. Chicago Chicago, IL 7/65- '1/66 Biophysics
Harvard Medical School Boston, MA 9/66- 6/73 M.D.
Other Training: Name City/ State Dates Attended (MM/YY)_ D Certificati tain
New England Deaconess Hospital Boston, MA 1973~ 1974 Internship (Medical)
Tufts New England Medical Center Boston, MA 1974 - 1978 Residency (Ophthahmology)
Massachusetts Eye & Ear Infirmary Boston, MA 1978~ 1979 Fellowship (Eye Pathology)
American Board of Ophthalmology 1980 Board Certification (Ophthalmology)

(Note:  If affiant attended a foreign school, please provide full address and telephone number of the college/university, If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professionsl Mutual Insurance Company

1 S - T -

!

i
f
1
i

NAICNo. 10206

Trustee

FEIN: 04‘?—-2595’783
)
6.  List of memberships in professional societies and associations. j
Ngme of Address of Te]gg% hone Number
Societd/Association . Contact Name Society/Association of Society/Association
1101 Vermont Ave NW, #700
American Academy of Washington, DC 20005 (202) 737-6662

Ophthalmology '

New England ?.0. Box 9165 (617) 227-6484
Ophthalmologic Society Boston, MA 02114 :

Massachusetts Society of P.0. Box 236 (617) 426-2020
Eye Physicians and Boston, MA 02133 i
Surgeons 1
|

American Medical 515 N, State Street (800) 62}-8335
Association (AMA) Chicago, IL_60610 j
860 Winter Sireet |

Massachusetts Medical Waltham Woods Corp. (300) 322-2303
Society (MMS) Ctr. ;
Waltham, MA 02451 j
145 Black Bear Drive |

Middlesex District #2011 (781) 209-1938
Medical Society Waltham, MA 02451 ?:

Boston Medical Library 10 Shattuck Street (617) 4322175

Boston, MA 02115

7. Present or proposed position with the applicant entity, Director

i

8.  List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first. Attach additional pages if the space provided is insufficient. It is only

necessary to provide telephone numbers and supervisory information for the past ten (10) years.

_ Needham  State/Province __MA

Beginning/Ending

Dates (MM/YY) _1980 - present Employers’ Name Sole Practitioner
Address 105 Chestnut Street City

Country USA Postal Code 02492

Supervisor / Contact Self-emploved for the past 20 years
Beginning/Ending

Phone 781-444-5122 Offices/Positions Held

Dates (MM/YY} - Employer’s Name ‘
Address City State/Province
Country Postal Code Phone Offices/Positions Held ]
Supervisor / Contact :
Beginning/Ending

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Company) Medical Professional Mutnal Insurance Company NAICNo. 10206
FEIN: 04-2595783

Dates (MM/YY) - Employer's Name

Address City State/Province

Country Poistal Code Phone Offices/Positions Held

Supervisor / Contact ___

Beginning/Ending
Dates (MM/YY) - Employer’s Name

Address City State/Province

Country Postal Code Phone Offices/Positions Held

Supervisor / Contact _

9. a. Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details.

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NOQ

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (5) issued.. If your professional
license nuraber is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN., (For example, “SSN”,-“12-SSN-345" or “1234-SSN™ (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License Comnionweslth of MA, Board of Registration in Medicine Address 200 tarvera Mitt square, suite 330
City Wakefield State/Province MA Country USA Postal Code 01880

License Type Medical License License #JJllll  Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Tenmination

Non-insurance Regulatory Phone Number (if known

Organization /Issuer of License Address

City State/Province Country Postal Code
License Type License # Date Issved (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a. Been refused an occupationsl, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

©2000-2009 National Association of Insurance Commissioners " September 23, 2008
3 FORM 11



i o

|
\
!
!

Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

12.

13.

FEIN: 0412595783

i
l

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
Judigial, administeative, regufatory, or disciplinary action? NO !

¢. Beenplaced on probatmn or had a fine levied against.you or your occupational, professnonal,‘ or vocational -
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO |

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? QLQ

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil trafﬁc offenses?
NO i
\

f.  Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncetnent of a sentence

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offcases? NO

g. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permaneqtly, in any judicial,

administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulaung the business of insurance, securities or banking, or from can'ymg out any patucular practice or
practices in the course of the business of insurance, securities or banking? NO

h. Been, within the last ten (10) years, a party (o any civil action involving dishonesty, bmch of trust, or a
financial dispute? NO 1

J

i. Had a finding made by the Comptroller of any state or the Federal Government that you have violated any
provisions of small loan laws, banking or trust company laws, or credit unjon laws, or that you bave violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Govemm?nt‘? NO

j.  Had a lien or foreclosure action filed against you or any entity while you were associated wnb that entity?

NO !
If the response to any question above is answered “Yes”, please provide details includinjg dates, locatiéns,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate%.

List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The
term “control” (including the terms “controlling,” “controlled by™ and “under common contro} with”) means. the
possession, direct or indirect, of the power to direct or cause the direction of the managemeq‘t and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official posmoﬁ with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, confrols,

holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securitics of any
other person. ‘

NONE _
If any of the stock is pledged or hypothecated in any way, give details. N/A

Do [Will] you or members of your immediate family individually or cumnulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated™ with, a specific person, is a person that
directly, or indirectly throngh one or more mtermedmnes, controls, or is controlled by, or is br common control
with, the person specified. If the answer is “Yes”, please identify the company or compames ip which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NO |

If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

f
{
|
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
14.  Have you ever been adjudged a bankrupt? NO If yes, provide details

15,  To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occnr
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

4. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
NOo

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this __ 37 = day of, 2097 at I hereby certify under
penalty of perjury that I aw acting on my own behalf, and that the foregoing statements are true and correct to the best of my
knowledge and belief.

(Signature of g! |
State of 774 County of
The foregoing instrument was acknowledged before me this day of %20 7

B/who is personally known to me, or

[J who produced the following identification:

J—

{ ' .
EAL S CLAIRE LOUSE BERGIN .
- \J; mu’mw_%éw 2 Zoness e,

COMMO!

My Commission Explras Apri 08, 2013 C/ﬂlm { ﬂw..fe B’@
Printed Notary Name

- —Lpal $, #C/ 2

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
. FEIN: 04-2595783

i
BIOGRAPHICAL AFFIDAVIT i
Supplemental Personal Information ‘
§

|

i

i

t or [3

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographicaﬂf statement is being
i

required (Do Not Use Group Names),

|
Medical Professional Mutual Iusurance Company (d/h/a ProMutual) :
101 Arch Street |
Boston, Massachusetts 02110-1129

1.  Affiant’s Full Name (Initials Not Acceptable). Deanna P. Ricker (P. does not stand for a full n:jime)

2.  Have you ever used any other name including nickname, maiden name or aliases? __ YES _ If );(cs, give the reason

if any, if none indicate such, and provide the full name(s) and date(s) used. 1

i

Beginni ndin, Name(s) Reason (If None, indicate such) I
Date(s) Used (MM/YY) 3

5/10/45 - 1969 Deanna P. Girshon Maiden name before marriage

!
|
§
i
!
\
i
i
{
i
]
)
i
i
i
;

Note:  Dates provided in response to this question may be approximate. Parties using this form undersmjnd that there could

be an overlap of dates when trausitioning from one name to another.

3. Affiant’s Social Security Number_

4, Government Identification Number if not a U.S. Citizen

|
i
)
i
I
]

5.  Foreign Stdent ID# (if applicable)

|
i
[l
J
\
!
1
{
]

6.  Date of Birtt: (MM/DD/YY) ] Ptace of Birth: City Newark
State/Province New Jersey Country USA

7  Name of Affiant’s Spouse (if applicable) George Ricker

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

8.  List your residences for the last ten (10) years starting with your current address, giving:

Beginning/Endi
Dates State/
Adi i Province unl Co
19 86 - Present

Note:  Dates provided in response fo this question may be approximate, except for current address, Parties using this form
understand that there could he an overlap of dates when transitioning from one address to another.

Datod snd signed tis_ (370 aayor Jeme 2007« _BefMutual I hereby certify

under penalty ofpequthatlamacnngonmyownbehalf, and that the foregoing statements are true and correct to the best

of milcnowledge and belief. |

(Signature of Affiant)

State of ﬂ/ County of _(_‘Q{M'_
foregoing instrument was acknowledged before me this __ﬁ# day of Q‘hyzo g ﬁ By
Mﬂg Ma ,_,and: )

~who is personally known to me, or

[0 who produced the following identification:

Y € ARE LOUISE BER BERGIN
Notary P
[+1] MAW HUSETTS
[SEAL] @ COMMONWEALTH ey & &EZ QNOWQ :m! zhcéé

My Comumiasion Expires Aprl 08,

PrmtedNo Neme
of

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutnal Insurance Compan NAICNo. 10206

FEIN: 595783

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (Al states except Calzfomia,
Minnesota and Oklahoma) 1

This Disclosure and Authorization is provided 1o you in comnection with pending or fitture application(s)iof ProMutual or
an affiliate (“Company”) for licensure or a permit to organize (“Application™) with a department of insurance in one or more
states within the United States. Company desires to procure a consumer or investigative consumer report (or
both)(“Background Reports”) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to fumetion as, an officer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation™) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursnant to your authorization below may contain informatién bearing on your
character, general reputation, personal chatacteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential. \

You may obtain copies of any Backeround Reports about you from the consumer reporting agency (“CﬁA") that produces
them. You may also request more information about the nature and scope of such reports by submitting a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more 1rformation, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168. ‘

I

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” ,

AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance ini any
state where Company files or intends to file an Application, and to the Company, for purposes of i mv&stxgatmg and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide mformat:on concerning
me to cooperate fully by providing the requested information to CRA retained by Company for pmpodes of the foregoing
Backg yund Reports, except records that have been erased or expunged in accordance with law. ‘

1 understand that 1 may revoke this Authorization at any time by delivering a written ravocation to‘ Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is prepzu"mg Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force snd effect until the earlier of
(1) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (jii) twelve (ﬁz) months following
the date of my signature below.

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the éigned original.

3@2‘%‘7

(Signature (D{te)

sute of_ ZH4. County ofW |
|

o 7 i
The foregoing insttyment was acknowledged before me this¢ 2/ day of _g&flc | 2009 By
and ;

B/who is personally known to me, or 1‘

[ who produced the following identification: é

[SEAL] ‘ ﬁ CLAIRE LOUISE BERGIN )
L comoniaty,Peol ’ 9122
OF MASSACHUSETTS
My Commission Expires Apri 06, 2018 ' ﬂzn::’te}Notary Name :
My Commission Expires
©2000-2009 National Association of lnsurance Commissioners ,’ September 23, 2008
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Question 8
Medical Practice

Solo Practitioner: *

Deanna P. Ricker, M.D., P.C., Needham, MA 1980-present
Hospitals:

Beth Israel-Deaconess (Needham); Newton Wellesley; St. Elizabeth’s; Mt.

" Auburn

Officerships

» Massachusetts Society of Eye Physicians and Surgeons (MSEPS)
Executive Board (1981-present)

e American Medical Association (AMA)
OMSS Delegate (2003-present)
OMSS Reference Committee (2006)

Massachusetts Medical Society (MMS)
Delegate (1995-present) .o e
Alternate Trustee (2004-pfegent) ), T ks CE (2o08 = WWLJ
Chair, Reference Committee (2003-2004; 2006-2007
Co-Chair, Nominating Committee (2004-2007)
Assistant Secretary Treasurer (2008-June 2010)
Middlesex District Medical Society
President (2001-2003)
Executive Board (2000-present)

Boston Medical Library Trustee (2005-present)

* Contact to verify self-employment:
Dennis Doyle

Accountant

37 Water Street

Wakefield, MAO1880

T & F: 781-246-555 (1 or 2)
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INSURANCE COMMISSIONER srussls
COMPANY SUPERVISION CONFIDENTIAL Hgggggse
MUNIICH
June 16, 2009 SINGAFORE
SYDNEY
TOKYQ
VIA FEDERAL EXPRESS OVERNIGHT TOENNA
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of

Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”™) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of contro] by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor”).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



Office of the Insurance Commissioner
June 16, 2009
Page 2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement™).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application. Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. Theresults of the background checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server 5A - MSW



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope,
Thank you for your attention to this matter, Please contact us if you have any
questions or require any additional information.

Sincerely,

Robert J. $llivan

Enclosures

cc:  Janice W, Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP



PS|Ship - FedEx Label Page 1 of 2
: in ID; 1 :
megﬁg;c? UIEQ yNYCA (212)735-3000 R Emo Sl gﬂeéwunos
Skadden, Arps,Slale,MeagheraFiomLLP CAD: BS54 262/WBUS0200
4 Times Square Account: S
241 Floor Delivery Address Bar Code
T
SHIPTO; (360)725-7211 BILL SENDER Ref#  01507000014H, Melthew Crusey
Ron Pastuch Invoice #
Insurance Commissioner of the ggpf#
5000 Capitol Blvd SE
Tumwater, WA 985014426 RELEASE#: 3785346
@ WED - 17JUN AA
T ooy 791230521910  STANDARD OVERNIGHT
)
98501

N

WA-US

XHOLMA .

WA

- e Er am ot M e AR G G W W TR ST G WY Ge e mm mm e Emam em mm em

. Fold the first printed page in half and use as the shipping label.

2. Place the label in a waybill pouch and affix it to your shipment so
that the barcode portion of the label can be read and scanned.

3. Keep the second page as a receipt for your records. The receipt
contains the terms and conditions of shipping and information
useful for tracking your package.

http://dc1msvm370,ad.skadden.net/index.php
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Applicant Name (Company) Medieal Professional Mutunal Insnrance Company NAICNo. 10206
FEIN: 04-2595783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority,

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Namnes).

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street’
Boston, Massachusetts 02110-1129
In connection with the above-named entity, I herewith make representations and supply information about myself as
hereinafier set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
1. Affiant’s Full Name (Initials Not Acceptable). Dwight Emmanuel Golann
2. a Are you a citizen of the United States? YES
b. Are you a citizen of any other country, if so, what country?
3.  Affiant’s Occupation or Profession. Professor of Law
4.  Affiant’s business address. Suffolk Law School, 120 Tremont St., Boston, MA 02108
Business telephone. 617-573-8183

5.  Education and Training:

College/ University City/ State Dates Attended (MM/Y'Y) Degree Obtained

Ambherst College Ambherst, MA 1965-1969 BA

Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained
" Harvard Law School  Cambridge, MA 1970-1973 JD

Other Training: Name City/ State D ification Obtain

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Comruissioners September 23, 2008
1 FORM 11



Applicant Name (Company) Medical Professional Mutual Insurance Company

6.  List of memberships in professional societies and associations,

1
i
i
!
|
|

NAIC No. m&s

FEIN: 04-2505783
l
|
1
|

Name of Address of Telephone Number
Society/Association Contact Name Society/, ciatio of Societz/Associatiog
16 Beacon St, Boston, MA (02108
Boston Bar Association 617-778-2040
PO Box 4745, Carol Stream, IL 601974745
American Bar Association 1-800-285-2221
]

7. Present or proposed position with the applicant entity, Director

i
8.  List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first, Attach additional pages if the space provided is insufficient, It is only

necessary to provide telephone mumbers and supervisory information for the past ten (10) years. 'See Attached List.

Beginning/Ending
Dates (MM/YY) - Employer’s Name
Address City State/Province

Country Postal Code Phone Offices/Positions Held
Supervisor / Contact

Beginning/Ending

Dates (MM/YY) - Employer’s Name

Address - City State/Province
Country Postal Code Phone Offices/Positions Held
Supervisor / Contact

Beginning/Ending

Dates (MM/YY) - Employer’s Name

Address City State/Province

Country Postal Code Phone Offices/Positions Held <
Supervisor / Contact |
Beginning/Ending

Dates (MM/YY) - Employer’s Name

Address City State/Province ;
Country Postal Code Phone Offices/Positions Held |
Supervisor / Contact

9. a  Have you ever been in a position which required a fidelity bond? NQ If any claims were made on the bond, give

details.

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

10.

b.

FEIN: 04-2595783

Have you ever been denjed an individual or position schedule fidelity bond, or had a bond canceled or revoked?

If yes, give details. NO

List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For exarople, “SSN”, “12-88N-345" or “1234-8SN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License Board of Bar Overseers Address 99 High St.

City Boston State/Province Commonwealth of MA Country USA Postal Code 2110

License Type Massachusetts Bar Membership License # 196720 _ Date Issued (MM/YY) 1973

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known _(617) 728-8700

Organization /Issuer of License —_ Address

City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

1L

In responding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a,

Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

Had any occupational, professional, or vocational license or permit you hold or have held, been snbject to any
Jjudicial, administrative, regulatory, or disciplinary action? NO

Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO '

Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO

Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country

©2000-2009 National Association of Insurance Commissioners ) September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10,2_': 06

12.

13.

FEIN: 04+2595783

regulating the business of insurance, securities or banking, or from carrying out any pqmoular practice or
practices in the course of the business of insurance, securities or banking? NO J

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, bteach of trust, or a
fipancial dispute? NO ‘

i. Had a finding made by the Comptroller of any state or the Federal Government that yotjﬁ have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Govemment" NO

j- Had alien or foreclosure action filed against you or any entity while you were associated w1th that ennty? NO

If the response to any question above is answered “Yes”, please provide details mcludu;lg dates, locatlons
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate.

List any entity subject to regulation by an insurance regulatory authority that you conirol directly or indirectly.- The
term “control” (including the terms “controlling,” “controlled by” and “under common comrq:l with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercij.l contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person._NONE {

If any of the stock is pledged or hypothecated in any way, give details. N/A I

Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulat:on by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specxﬁc peison, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is unfer common control
with, the person specified. If the answer is “Yes”, please identify the company or comﬂames in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NO \

If any of the shares of stock are pledged or hypothecated in any way, give details, |

N/A

’
]
|
|
l
|
}
|
|

©2000-2009 National Association of Insurance Commissioners | September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insnrance Company NAIC No. 10206
FEIN: 04-2595783

14.  Have you ever been adjudged a bankrupt? NOQ_If yes, provide details

15.  To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controiling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her deparmre from the entity.

2. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankrupicy proceeding, state insolvency, supervision or any other similar proceeding)?
NO

c. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive

and an explanatiroxmvided. )
Dated and signed this ?) day of Ogﬂat @ Mutua! 1 hereby certify under
penalty of perjury that I am acting on my own be and that the foregoing statements are true and correct to the best of my
knowledge and belief.
0\'\4"‘—‘-—_—

(4 b(Sigmm:e of Affiant)

State of "M County of

The foregoin_g instrument was acknowledged before me this L? vl day of jm , 207 z By

and:

B who is personally known to me, or

[ who produced the following identification:

-

e
£\ CLAIRE LOUISE BERGIN : i
o Wsaciustms
[+ 1 .
[SEAL] C:VM:’:mEﬂz;T‘:mhl Aprit 08, 2013 . Notaw Publi
S 7
Printed Notary Nam

/‘Zﬂr’/ /! 5,.20/3

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 0442595783

BIOGRAFHICAL AFFIDAVIT
Supplemental Personal Information

{ oy e

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority,

Full Name, Address, and telephone number of the present or proposed entity under which this bxogtaphlcql statement is being

required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutusl)
101 Arch Street
Boston, Massachusetts 02110-1129

1.  Affiant’s Full Name (Initials Not Acceptable). Dwight Emmanuel Golann

2. Have you ever used any other name including nickname, maiden name or aliases? _NO _ If yes, give the reason if

any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Ending Name(s) Reason (If None, indicate such)
Date(s) Used (MM/YY)

|
|
i
|
i
i
|
|
|
|

i

\
|

1
|
i
i
|

|

{
.

-

l

Note:  Dates provided in response to this question may be approximate. Parties using this form understand that there could

be an overlap of dates when transitioning from one name to another,

3. Affiant’s Social Security Number [ NN

4, Government Identification Number if not a U.S. Citizen

\
|
|
|
{

5. Foreign Student YD# (if applicable)

6.  Date of Birth: MM/DD/YY)YJJll Place of Birth: City Rochester
State/Province New York Country; USA

7  Name of Affiant’s Spouse (if applicablc) Helaine Golann

©2000-2009 National Association of Insurance Commissioners
6
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i
|
)
|
i
|
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O

Applicant Name (Company) Medical Professional Mutual Insnrance Company NAIC No. 10206
FEIN: 04-2595783

8. List your residences for the last ten (10) years starting with your current address, giving:

Beginning/Ending

Dates State/
(MM/YY) Ad i Province 0 P
1983 — present

Note; Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be overlap of dates when transitioning from one address to another.

Dated and signed this__ %"~ day of%]\_fﬂﬁ__ 206‘\ a _ [/Metieal I hereby certify
own

under penalty of perjury that I am J behalf, and that the foregoing statements are true and correct to the best

of my knowledge and belief,

' v (si ofAfﬁﬁrt)

Stateof 747 County of ;</ LM/

The foregoing instument was acknowledged before me this :3/4 day of M 200% _ By
” and:

kg who is personally known to me, or

U who produced the following identification:

W E LOUISE BERG|N ﬁd . .
‘@ CLARE Lo Biic Mcé&é;}-—

NWEALTH OF MASSACHUSETIS
[SEAL] W Commiion Expres Ap 08. 2015 | C’ (arre caéﬁ“’éﬁ"" 74 P
. Printed Notary Name ~
7, /
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN: 042595783
1

|
DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (AUl states 1except Cualifornia,
Minnesota and Oklahoma) J
This Disclosure and Authorization is provided to you in connection with pending or future application(s}) of ProMutual or
an affiliate (“Company”) for licensure or a permit to organize (“Application™) with a department of insurance in one or more
states within the United States. Company desires to procure a consumer or investigative copsumer report: {or
both)(“Background Reports™) regarding your background for review by a department of insurance in any state ‘where
Company pursues an Application during the term of your functioning as, or seeking to function as, an ofﬁccr, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain infomatﬁon bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose 0f such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent I}equired by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as conﬁdential.j’

You may obtain copies of any Background Reports about you from the consumer reporting agency (“GRA”) that produces
them. You may also request more information about the nature and scope of such reports by submxttmg a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more information, contact

ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168. ’\

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”

AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a departmemi of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investig ting and rewewmg
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information conceming
me 1o cooperate fully by providing the requested information to CRA retained by Company for purpdses of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law. i

I understand that T may revoke this Authorization at any time by delivering a written revocation t& Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is prepanng Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect unti] the earlier of
(i) the expiration of the Term of Affiliation, (if) written revocation as described above, or (iii) twelve (12) months following
the date of my signature below.

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the fsigned original.

FEaman Gonn S
M‘fr@?@ wAi

(Signature) {7/ (Date)

State of County of Ii

|
|

d 3
The foregoing instrument was acknowledged before me thisca/ day of M 20 0? By

and \

3 who is personally known to me, or

|
|
J]‘
O who produced the following identificdyio \

Notary
COMMOMWEALTH OF MASSAC&;US:OT]T:“

mission Expires April Q ,
b . Notary Public

o P

)
; . Printed Nog Ndnte
L] -
My Commission Expires
©2000-2009 National Association of Insurance Commissioners | September 23, 2008
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| Quesﬂon'_ﬁ

2005-2007

1999.2005

19992005

1999-2005

1999-2005

1999.2005

1998-present

1996-present

' 1996-present

1996-1999
l99_5-prescnt

1986-present

1992-present
& 1987-1991

Medical Professional Mutual Insurance Co.,
. ‘:101 Arch St., Boston, MA 02110 '

ProSelect National Insurance Company -
2999 N, 44% Street, Suite 250,
Phoenix, AZ 85018

ProSelect Insurance Company
101 Arch Street, Boston, MA 02110

ProMutual Insurance Agency,
101 Arch Street, Boston, MA 02110

Promutual Group Inc., 101 Arch St.,

‘Boston, MA 02110

Medical Professional Mutual Insurance Co.,
101 Arch St., Boston, MA 02110

ProSelect National Insurance Company

2999 N, 44" Street, Suite 250,
Phoenix, AZ 85018

ProSelect Insurance Co., 101 Arch St.,
Boston, MA 02110

ProMutual Insurance Agency,
101 Arch Street, Boston, MA. 02110

ProSelect Insurance Co., 101 Arch St.,
Boston, MA 02110 .

ProMutual Group, Inc., 101 Arch St., .
Boston, MA 02110

Suffolk Law School, 120 Tremont St.
Boston, MA 02108 |

Medical Professional Mutual Insurance Co.
101 Arch St., Boston, MA 02110

Sccretary

i

Director

(1986-89),
Professor
(1 9§9emwent) .

Director



1995-1999 Medical Professional Mutual Ins, Co., ProSelect $ecretary
Insurance Co.,ProMutual Group, Inc., ProMutual :
Insurance Agency, 1
101 Arch St., Boston, MA 02110 ?

1992-1994 Tufts Managed Care Insurance Co., Director
333 Wyman Street i
PO Box 9112 :
Waltham, MA 02454 |
1988-1991 Arbella Mutual Insurance Co éDirector
Quincy, MA |
1977-1986 and  Attorney General’s Office of Massachusetts Chief of Gov't
(1991-1992)  One Ashburton Place, Boston, MA 02108 Bureau(91-92),

Chief of Consumer
Prot. Div. (1982-86),
Dep. Chief of Public
Prot. Bureau
(1980-82), |

Ass’t Att, Gen.
(1977-80) |




SKADDEN, ARPS, SLATE, MEAGHER & FLOM LLP
FOUR TIMES SQUARE

FIRM/AFFILIATE QFFICES

NEW YORK I0036-6522 sGETON
RECEIVED et ra1 7283000 s
FAX: (212) 735-2000 Liicgii::gs
JUN 17 2008 o sldden.com AT 25
INSURANCE COMMISSIONER
COMPANY SUPERVISION - CONFIDENTIAL sovean
MUNICH
PARIS
June 16, 2009 S\NGARPDRE
SYDNEY
VIA FEDERAL EXPRESS OVERNIGHT v
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of

& Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of*
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Dormestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor™).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-

owned subsidiary of the Applicant (“Merger Sub™), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



 Office of the Insﬁra_nc‘e Commissioner
. June 16, 2009
o Page2

Applicant. The results of the background checks will be prov1ded to the R

‘71 5403-Now York Server 54 - MSW

“subsidiary of FinCor, dated as of June 3 2009 (the “Merger Aggeement”)
- . Pursuant to the Merger. Agreement, at thc Effective Time (as defined in the o
— Merger Agreement), Merger Sub will merge with-and into FinCor, with FmCor
o survxvmg as a dlrect wholly—owned subsidiary of the Apphcant o P

l

A copy of the Merger Agreement is mcluded as an exhibit to the

: enclosed Application; Biographical affidavits for the directors and executive -
officers of the Applicant are. included as an-exhibit to the: Apphcahon In addmon

finger print cards and a check in the amount of $197 are being provided under -

separaie cover to the Commissioner. Finally, we have arranged for Owens Online, .

Inc. to conduct background checks for the directors and executive officers of the

v

Comnnssloner by Owens Onhne Inc. \‘

The mformauon contained in E b1t J to the Apphcatlon and in

: vthe “Supplemental Personal Information” portlon of the hlographlcal a.fﬁdavﬁs

- which are attached to the Application as M is of a personal nature that is
*. not otherwise available to the public and is being submitted to the Commissioner

in confiderice. Such mformatlon should be afforded confidential treatrnent and is-

* being provided with the express understanding that the confidentiality of such
- information will be safeguarded and the directors and executive officers to whom_
. such information relates will be protected from any and all unwarranted invasions
“of personal privacy pursuant to all applicable provisions of law, including but not
' limited to, Revxsed Code of Washington Sections 42.56.070 and 42.56.230. |

|
b
[



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as

- “received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,
Vbt L Do
Robert 1. ivan

Enclosures

cc:  Janice W. Allegretto, Esq., A
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP



PS|Ship - FedEx Label

Page 1 of 2

Frr*?nh}; uh:)\;i%i;ulge:yNYCA {212)735-3000 FBdEX« 22{'\‘/]\1 f;)talfL "IS&IUNOQ
Skadden, Arps,Slale,Meagher&FlomLLP bogress | CAD: 85§42§?NVBU80200
4 Times Square Acoolmf. § ssaese
241h Fioor Delivery Address Bar Code
[E] U TR
SHIPTO: (360)725-7211 BILL SENDER Ref# 01507000014H. Matthew Crusey
Ron Pastuch Invoice #
Insurance Commissioner of the A
5000 Capito! Blvd SE
Tumwater, WA 985014426 RELEASEH: 3785346
” WED - 17JUN AA
! g2y 791230521910 STANDARD OVERNIGHT
i
' 98501
1 (XH OLMA SEA
TR ~ ; OID-O; tTﬂ; I;;ie—a;d ;l;c; i;'l- s?wiJ;p;)g- p;u‘::hﬂw'l-th—b;r ;o:e_a;d :laTlv-er; a.l-!d.l.'e;s-\'/i;ib_le_ T
1. Fold the first printed page in half and use as the shipping label.
2. Place the label in a waybill pouch and affix it to your shipment so
that the barcode portion of the label can be read and scanned.
3. Keep the second page as a receipt for your records. The receipt .
contains the terms and conditions of shipping and information
useful for tracking your package.
6/16/2009

httn://dclmsvm3"70.ad.skadden.ne’(/index.php



Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory anthérity.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutual Insnrance Company (d/b/a PreMutual)

101 Arch Street
Boston, Massachusetts 82110-1129

Io connection with the above-named entity, I herewith make representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
1.  Affiant’s Full Name (Initials Not Acceptable). Erwin August Stuchner, Jr.
2. & Areyoua citizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3. Affiant’s Occupation or Profession. Physician

4. Affiant’s business address, VNA/Hospice of Northern Berkshire,
535 Curran Memorial Drive, Noxth Adams, MA 01247

Business telephone. 413-664-4536

5.  Education and Training:

College/ Upiversity City/ Dates Antended (MM/YY) Degree Obtained
Dartmouth College Hanover, NH 1962-1966 AB

Gragduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained

Northwestern Univ. Medical School Chicago, 1L 1966-1970 M.D.

Other Training: Name City/ Statg Dates Attended (MM/YY) Degree/Certification Obtained

University of Michigan Ann Arbor, MI 1970-1974 Internship & Residency

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university. If

applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000~2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11



Applicant Name (Company) Medical Professional Mutual Insurance Company

!
|

NAICNo. 10206
FEIN: 04-2595783
6.  List of memberships in professional societies and associations. ‘y
Name of Address of Telephone Number
Society/Association Contact Name Society/Association of Society/Association

American  College  of 190 N Independence Mall  800-523-1546, x2600
Physicians West Philadelphia, PA |

19106-1572 i
Berkshire District Medical 85 Post Office Park, Suite  (800) 512-3112 or (413)
Society 8518, Wilbrabam, MA 596-9231

01095
Massachusetts  Medical 860 Whiter Street
Society Waltham Wouods (781) 893:4610, ext, 1504

CorporateCenter !

Waltham, MA 02451-1411

7. Present or proposed position with the applicant entity. Secretary

T
1

8. List complete cruployment record for the past twenty (20) years, whether compensated or othtsi;wise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships), Please list the most recent first. Attach additional pages if the space provided is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years. See Attached List

Beginning/Ending
Dates (MM/YY)

- Employer’s Name

Address

t
1
?
|

City

State/Province

Country

Supervisor/ Contact ___

Beginning/Foding
Dates (MM/YY)

Postal Code Phone

Offices/Positions Held ‘

- Employer’s Name

Address

City

State/Province

Country
Supervisor / Comtact ____

Beginning/Ending
Dates (MM/YY)

Postal Code Fhone

Offices/Positions Held

- Employer's Name

Address

City

State/Province

Country
Supervisor / Contact

Beginning/Ending
Dates (MM/YY)

Postal Code Phone

Offices/Positions Held |

- Employer’s Name

Address

City

State/Province

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Company) Medieal Professional Mutual Insurance Company NAIC No. 10206
FEIN: 04-2595783

Country Postal Code Phone Offices/Positions Held

Supervisor/ Contact ___

9. a Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details,

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past, For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license () issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-8SN-345" or “1234-SSN™ (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License Board of Registration in Medicine Address 200 Harvard Mill Square, Suite 330

City Wakefield State/Province Commonwealth of MA Country USA Postal Code 01880
License Type Medical Iicense License # 39560 Date Issued (MM/YY) 7/76
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Numbser (if known

Organization /Issuer of License Address

City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or bave held, been subject to any
Jjudicial, administrative, regulatory, or disciplinary action? NO

c. Been placed on probation or had = fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

¢. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO :

©2000-2009 National Association of Insurance Commissioners September 23, 2008
3 FORM 11



Applicant Name (Company) Medical Professional Mutusl Insnrance Company NAIC No. 10206
FEIN: 04-2595783

12,

13.

©2000-2009 National Association of Insurance Commissioners

f. Had adjudication of guilt withheld, had a sentence unpoéed or suspended, had pronouncement of a senteﬁce

|

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic

offenses? NO

g. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permancﬁtly, in any judicial,

administrative, regulatory, or disciplinary action, from violating any federal, state law or law,

regulatmg the business of imsurance, securities or banking, or from carrying out any pa#h

practices in the course of the business of insurance, securities or banking? NO

of another country
cular practice or

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a

financial dispute? NO

i. Had a finding made by the Comptroller of any state or the Federal Government that you
provisions of small loan laws, banking or trust company laws, or credit nnion laws, or that

have violated any
you have violated

any rule or regulation lawfully made by the Comptroller of any state or the Federal Governmént? NO

j.  Had a lien or foreclosure action filed against you or any entity while you were associated with that entity?

NO |

l

If the response to amy question above is answered “Yes”, please provide details mchldmg dates, locations,

disposition, etc. Attach a copy of the complaint and filed adjndication or settlement as appropriate.

List any entity subject to regulation by an insurance regulatory authority that you control directly

or indirectly. The

term “comtrol” (including the terms “controlling,” “controlled by” and “under common control with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the mauagemexjt and policies of a

person, whether through the ownership of voting securities, by contract other than a commercial

contract for goods

or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voqng securities of any

other person.

i
i

NONE

If any of the stock is pledged or hypothecated in any way, give details. N/A_

Do [Will] yon or members of your immediate family individually or cumulatively subscribe to ¢

r own, beneficially

or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific on, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is Pu:llzer common control
with, the person specified. If the answer is *Yes”, please identify the company or companies in which the

cumnulative stock holdings represent 10% or more of the outstanding voting securities. NOQ
If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

4

September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

14, Have you ever been adjudged a bankrupt? NO If yes, provide details

15.  To your knowledge bas any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, quidation, receivership,
conservatorship, federal bankruptey proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NQ

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive

and an explanation provided.

Dated and signed this "MA_. day of QUMW 208Aat _ ProMutual I hereby certify under
penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my
knowledge and belief.

(Signature of )
State of W County of .
The foregoing instrument was acknowledged before me this _ 3 r’c{day of [Z{[ﬂ ) 20051 By

&w}. Jm ;& , and:

o whois personally known to me, or

O who produced the following identification:

[SEAL] e cerde £ :
£ CLAIRE LOUISE asnamz[“'f ¢ Lo Lug_%@

Notary Public . Printed Notary N
COMMONWEALTH OF MASS:CHW&TI Of.2
tey Commissian Explres Apedl 0% My Commission Expires

©2000-2009 National Association of Insurance Comrmissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN: 04-2595783
|

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information =‘

(Print or Type)

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory autﬁority

. Full Name, Address, and telephone number of the present or proposed entity under which this bxographlcal statement is being

required (Do Not Use Group Names), |
|
Medical Professional Mutual Insurance Company (d/b/a PreMutual) i
101 Arch Street f,

Boston, Massachusetts 02110-1129 !

1. Affiant’s Full Name (Initials Not Acceptable). Erwin August Stuebney, Jr. 1
2. Have you ever used any other name including nickname, maiden name or aliases? _ NO Ifyes, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used. ,

Beginning/Ending Name(s) Reason (If None, indicate such)
a Used :

l
= 1
\
J
)
i

Note:  Dates provided in response to this question may be approximate. Parties using this form understand that there could
be an overlap of dates when transitioning from one name to another.

3.  Affiant’s Social Security Number_

4, Government Identification Number if not a U.S. Citizen

5.  Foreign Student ID# (if applicable)

6.  Date of Birth: MM/DD/YY) P ace of Birth: City Philadelphia
State/Province PA Country USA |

7  Name of Affiant’s Spouse (if applicable) Jane Stuebner

©2000-2009 National Association of Insurance Commissioners September 23,2008
6 | FORM 11




Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

8.  List your residences for the last ten (10) years starting with your current address, giving:

Bepinni ndin
Dates State/
Address _ City ince Co Postal C
we-reet

Note:  Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning fror one address to another.

Dated and signed this_ 37 o ayof Jure 2007 o __ P Mutual 1 hereby certify
under penglty of perjury that I am acting on my own behalf, and that the foregoing statements are true and comrect to the best
of my knowledge and belief

(Signatare of Affiant)
State of _W County of

The foregoing instrument was acknowledged before me this _ 3 < day of nJU#L, 2009 By
' . and:

E/who is personally known to me, or

O who produced the following identification:

[SEAL] S GAIRE LOUISE BERGIN | Notary %

7, Publig ,
m&voepsgls!&huseﬂr 4
K MO ' -

- c:YMGomnuwen Expbies Aprl 08, 2013 ; 4‘ ﬂ7 Prln: tedNool Nam

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Jusurance Company NAIC No. 10286
FEIN: 04-25957.

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (4U states «f.tcept California,
Minnesota and Oklahoma)

This Disclosure and Authorization is provided to you in connection with pending or future application(s of ProMutual or
an affiliate (“Company”) for licensure or a permit to organize (“Application™) with a department of 1 ce in One or more
states within the United States. Company desires to procure a consumer or investigative co: er report (or
both)(“Background Reports™) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (*Affiant™) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurdnce reviewing any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thercto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as conﬁdcnnal. !

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CFA") that produces
them. You may also request more information about the nature and scope of such reports by submitting a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more information, contact
ProMutual Group, Legal Department, 181 Arch Street, Boston, MA, 02110, 800-225-6168.

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” i

AUTHORIZATION: I am currently an Affiant of Company as defined above, I have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of mvestlgatmg and rev:ewmg
such Application and my status as an Affiant. I authorize all third parties who are asked to provide qurmatlon concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purpoém of the foregoing
Background Reports, except records that have been erased or expunged in accordance with Jaw, ;

I understand that I may revoke this Authorization at auny time by delivering a written revocation tu{ Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is pnlepan'ng Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) mouths following
the date of my signature below, |

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the laigncd original.

1gnatu:e)
State of County of

The foregomg instrument was acknowledged before me this . 5 day of .JML 200 2 By

,and

i

340 is personally known to me, or

_1 who produced the following identification: st—

A CLAIRE LOUISE BERGIN
- I thhﬁm
A cMy Commission Expires Asth 08, 2003/ 7/ re. e, ' /7
Printed Notary Name |

Lonl S,.3013
/" My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Question 8

2007-present

1996-present

1995-present

1976-2007

VNA/Hospice of Northern Berkshire
535 Curran Memorial Drive
North Adams, MA 01246

ProSelect Insurance Company, 101 Arch St.
Boston, MA 02110

Medical Professional Mutual Insurance Company
101 Arch Street, Boston, MA 02110

Williamstown Medical Associates
197 Adams Road, Williarnstown, MA 01267

Physician

Director

Director

Physician



SKADDEN, ARPS, SLATE, MEAGHER & FLOM LLP

FOUR TIMES SQUARE:
NEW YORK 10036-6522

TEL (212) 735-3000

FIRM/AFFILIATE OFFICES
BOSTON
CHICAGO

HOUSTON
LOS ANGELES

RECEIVED

FAX: (212) 735-2000 PALO ALTO

SAN FRANCISCO
www.skaddern.com WASHINGTON, D.C.

JUN 1 7 2009 WILM_IN_GTON
INSURANCE COMMISSIONER
COMPANY SUPERVISION CONFIDENTIAL HE§§§§£G
MUNICH
June 16, 2009 Sl;?ﬁ:é;e
VIA FEDERAL EXPRESS OVERNIGHT TENNA.
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch .
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of

Contro] of Washington Casualty Company

)

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant”), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application™) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor™).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-

owned subsidiary of the Applicant (“Merger Sub™), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



Office of the Insurance Commissioner
June 16, 2009
Page 2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Apgreement™).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

A copy of the Merger Agreement is included as an exhibit {o the
enclosed Application, Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server 5A - MSW



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,

Kot ) Dhwro_

Robert J. $tllivan

Enclosures

ce:  Janice W. Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP
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1. Fold the first printed page in half and use as the shipping label.

Place the label in a waybill pouch and affix it to your shipment so

that the barcode portion of the label can be read and scanned.

Keep the second page as a receipt for your records. The receipt

contains the terms and conditions of shipping and information
useful for tracking your package.
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
BIOGRAFPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutual Insarance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129
Tu connection with the above-named entity, I herewith make representations and supply information about myself as
hereinafier set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER I8 “NO” OR “NONE,” SO STATE.
1.  Affiant’s Full Name (Initials Not Acceptable). Gregg Lee Hanson
2. a Are you a citizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3.  Affiant’s Occupation or Profession. Chief Operating Officer
4,  Affiant’s business address. 101 Arch Street, Boston, MA 02110
Business telephone. 617-526-0219

5.  Education and Training:

Colle; niversi City/ State Dates Attended (MM/YY) btained
University of North Dakota Grand Forks, ND 9712 - 5175 BS

Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained
N/A

Other Training; Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained

N/A

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 1Q206
FEIN: 04-2595783
|

6.  List of memberships in professional societies and associations,

Name of Address of Telephone Number
Society/, iation Contact Name Society/Association of §ob§glAssgcxanon

NONE 1

7. Present or proposed position with the applicant entity, Chief Operating Officer

8.  List complete employment record for the past twenty (20) years, whether compensated or otherwxse {up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, opc{ator directorates or
officerships). Please list the most recent first. Attach additional pages if the space provided is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years. :

Beginning/Ending j

Dates (MM/YY) 9/00 - present  Employers’ Name Medical Professional Mutual Insurance Company

Address 101 Arch St City Bostou State/Province MA “

Country USA Postal Code 02110  Phone 617-526-0219 Offices/Positions Held Sr VP Underwriting
Supervisor / Contact

Beginning/Ending

Dates (MM/YY) 7/98 -9/00 Employer’ Name ProNational Insurance Company, Inc.

Address 2600 Professionals Dr City Okemos State/Province ML

Country USA  Postal Code 48864 Phone Offices/Positions Held Sr VP Underwriting & O‘Perations

Supervisor / Contact

{
|
Beginning/Ending |
Dates (MM/YY) 1/95 - 7/98 Employers’ Name Physician’s Protective Trust Fund |

|
Address 2121 Ponce de Leon Blvd #350  City Coral Gables State/Province FL !

|
Country USA  Postal Code 33114 Phone Offices/Positions Held Director of Underwriting

Supervisor / Contact

J
|
|
Beginning/Ending ‘
Dates (MM/YY) 7/75-1/95 Employers’ Name St. Paul Companies \

Address 385 Washington St City StPaul State/Province MIN

1

|
Country USA Postal Code 55102  Phone Offices/Positions Held Underwriting Train‘pe, Marketing Rep,
Underwriting Manager, Marketing Manager, Branch Manager, General Manager, VP and Director of St Paul-IL

|
©2000-2009 National Association of Insurance Commissioners xSepwmber 23, 2008
2 FORM 11
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206

9. a,

b.

FEIN: 042595783
Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details, :

Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmenta! licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-8§N-345" or “1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient Also See Attached List

Organization/Issuer of License _Division of Agent and Agent Services  Address 200 East Gaines St.

City Tallahassce State/Province FL Country USA Postal Code 32399

License Type License # Date Issued (MM/YY)  06/97

Date Expired (MM/YY) 09/00 Reason for Termination Left the State

Non-insurance Regulatory Phone Number (if known _(850) 413-3137

Organization /Issuer of License Office of Financial and Insurance Services Address PO Box 30220

City Lansing State/Province Ml Comiry USA Postal Code 439509
License Type License # Date Issued (MM/YY) 1978
Date Expired (MM/YY) 1981 Reason for Termination Left the State

Non-insurance Regulatory Phone Number (if known)

11. Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a.

Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
Jjudicial, administrative, regulatory, or disciplinary action? NO

Been placed on probation or had a fine levied against you or your occupational, professional, or vocationat
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 1L)206
FEIN: 042595783

12.

13.

©2000-2009 National Association of Insurance Commissioners September 23, 2008
|
|
!
|

g. DBeen subject to a cease and desist letter or order, or enjoined, either temporarily or pemm@nﬂy, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulatmg the business of insurance, securities or banking, or from carrying out any Paxucular practice or
practices in the course of the business of insurance, securities or banking? NO ‘

|

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a
financial dispute? NO \

|
i. Had a finding made by the Comptroller of any state or the Federal Government that you have violated any
provisions of small loan laws, banking or frust company laws, or credit union laws, or thiat you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Goverm’nent? NO

j. Had alien or foreclosure action filed against you or any entity while you were associated wath that entity?
NO {

If the response to any question above is amswered “Yes”, please provide details including dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropﬁa‘te

1
|

List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common control with””) means the
possession, direct or indirect, of the power to direct or canse the direction of the managem¢nt and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non~management services, or otherwise, unless the power is the result of an official posmbn with or corporate
office held by the person. Confrol shall be presumed to exist if any person, directly or mdlrectly, owns, controls,

holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voPng securities of any
other person, ;

NONE _ i

T

¥
|

If any of the stock is pledged or hypothecated in any way, give details. N/A

Do [Will] you or members of your immediate family individually or cumulatively subscribe to{or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific pdjson, is & person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is un“der common control
with, fhe person specified. If the answer is “Yes”, please identify the company or companies in which the

cumulative stock holdings represent 10% or more of the outstanding voting securities. NO }
If any of the shares of stock are pledged or hypothecated in any way, give details.

\,
|
N/A |

L
!
1
I
|
i
1
!
|
i
i
i
!
i
¢
|
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

14,  Have you ever been adjudged a bankrupt? NO If yes, provide details

15. To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committes member, key management employee or controlling stockholder, bad any of the following events occur
while you served in such capacity? If yes, please indicate and give details, When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months afier his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this e.qk}l day of Jume 2009 at _ Dodhwm 2B I hereby certify under
penaltyofpel:]m'ythatlamacungonmyownbehalf,andthatﬂ:eforegomgsmwmmmquemdcouectwthcbmofmy

state of MassadrwseHs  county of Sobfolle
The foregoing instrument was acknowledged before me this 8'\'“ day of L_\Oﬂﬂ. ,200°1 By

(areq L msoM |, anc:
ﬂ/ who is personally known to me, or

[0 who produced the following identification:

WW

(SRAT] Kodnlear R en 1

Printed Ni N;
L0 g ey e

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 1dzgg

FEIN: 0_4-}&953_3.

BIOGRAFHICAL AFFIDAVIT
Supplemental Personal Information

f or

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being

required (Do Not Use Group Names).

i
|
Medical Professional Mutual Insurance Company (d/b/a ProMutual) !
101 Arxch Street }
Buston, Massachnsetts 02110-1129 1‘
|
{
|

1.  Affiant’s Full Name (Initials Not Acceptable). Gregg Lee Hanson

i

2. Have you ever used any other name including nickname, maiden name or aliases? __NO Ifyes, give the reason if

any, if none indicate such, and provide the full name(s) and date(s) used. j

i
Beginning/Ending Name(s Reaso one, indicate such)
Daig(s) Used MM/YY)

-

\
- |
]

Note:  Dates provided in response to this question may be approximate. Parties using this form underst#ud that there could

be an overlap of dates when transitioning from one name to another,

3. Affiant’s Social Security Number _

4, Govemment Identification Number if not 2 U.S, Citizen

!

5.  Foreign Student ID# (if applicable)

6.  Date of Birth: (MM/DD/YY) I Place of Birth: City Bismarek
State/Province Country USA

7  Name of Affiant’s Spouse (if applicable) Deborah Hanson

©2000-2009 National Association of Insurance Commissioners
6
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Applicant Name (Company) Medical Professional Mutnal Insurance Company NAICNo. 10206
FEIN:  04-2505783

8. List your residences for the last ten (10) years starting with your current address, giving:

Beginnine/Ending
Dates State/
A if Provinee o Postal
9/00 — present

o

Note:  Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this ?%%il‘ day of_Jurm & ,2009_at Bodtorm , 1023 I hereby certify
under penalty of peljury am acting on my own behalf, and that the foregoing statements are true and correct to the best

State of MQSGGCMA)SQ{'*’: County of SO(’Q'D i

The foregoing i was acknowledged before me this %T‘" day of d\)ﬂl, 2009 By
G Veﬂq‘ [} OV and:

)Q who is personally known to me, or

O who produced the following identification:

Ve
EAL Ratn [EERC | .

tary Name
109204

My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insuranee Company NAIC No. 10296
FEIN:  04-2595783
,
DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (Al states except California,
Minnesota and Oklahoma)

This Disclosure and Authorization is provided to you in connection with pending or future application(s) of ProMutual or
an affiliate (“Company”) for licensure or a permit to organize (*Application™) with a depariment of insusance in one or more
states within the United States. Company desires to procure a consumer or investigative consumer report (or
both)(“Background Reports™) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated ‘with
Company (“Term of Affiliation™) for which a Background Report is required by & department of insurance reviewing any
Application. Background Reports requested pursnant to your authorization below may contain informaﬁion bearing on your
character, general reputation, personal characteristics, mode of living and credit standing, The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent requn'ed by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential,

|
You may obtain copies of any Background Reports about you from the consumer reporting agency (“GRA“) that produces
them. You may also request more information about the nature and scope of such reports by submxtnnd a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more mformanon, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 300-225-6168.

i
Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” |

AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and uhderstand the above
Disclosure and by my signature below, 1 consent to the release of Background Reports to a depanmenq of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide mfbrma’uon concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoxng
Background Reports, except records that have been erased or expunged in accordance with law. |

1
I understand that 1 may revoke this Authorization at any time by delivering a written revocation t¢ Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization, This Authorization shall remain in full force and eﬁ'ebt until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iif) twelve (12) months following
the date of my signature below. ) 1

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original.

s s v R

U\m < a ) 2.0 q
{Signature) (Date)

State of If lj?f County of AT SU‘PFD | I¢ 1

The foregping instrument was aclmowledged before me this % O day of m 20_0 o] By
C;Lec,a F NG WS and |

|
!
B'\ who is personally known to me, or ‘ !1

[J who produced the following identification: ,
. /m@ong@ W
Kohnl ZCN %K@
|O-=e

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Question 10

Organization/Issuer of License: Verment Department of Banking, Insurance, Secarities and Health
Care Administration

State/Province: VT Country: USA

License Type: Non-Res Producer Individual
License # 337194

Date Issued (MM/YY): 06/06

Date Expired (MM/YY): current

Organization /Issuer of License: State of Rhode Island and Providence Plantations Department of
Business Regulation Insnrance Division

State/Province; RI Country; USA
License Type: Insurance Provider
License # 2030938

Date Issued (MM/YY):
Date Expired (MM/YY): current

Organization /Issuer of License: Pennsylvania Insurance Department
State/Province: PA Country: USA

License Type: Non-Resident Producer Ind.

License # 475972

Date Issued (MM/YY):
Date Expired (MM/YY): current

Organization /Issuer of License: State of New Jersey Department of Banking and Insurance
State/Province: NJ Country: USA

License Type: Producer

License # 1071241

Date Issued (MM/YY): 06/06

Date Expired (MM/YY): current




Organization /Issner of License: State of New Hampshire Insnrnnge Department
State/Province: NH Country: USA

License Type: Producer

License # 2004490

Date Issued (MM/YY): 11/07

Date Expired (MM/YY): current

Organization /Issuer of License; State of Maine Department of Professional and Financial Regulation
State/Province: ME Country: USA
License Type: Producer NonResgident
License # PRN128294

Date Issued (MM/YY): 06/06

Date Expired (MM/YY): cusrent

Organization /Issuer of License: State of Connecticut Insursnce Department
State/Province: CT Country: USA

License Type: Producer- Property, Casualty

License # 002262616

Date Issued (MM/YY): 07/06

Date Expired (MM/YY): current

Orgapization /Issuer of License: The Commonwealth of Massachusetty- Office of Consumer Affairs
and Bosiness Regulation Division of Insnrance

State/Province: MA Country: USA
License Type: Producer

License # 1816019

Date Issued (MM/YY): 12/05

Date Expired (MM/YY): current




SKADDEN, ARPS, SLATE, MEAGHER & FLOM LLP

FOUR TIMES SQUARE
FIRM/AFFILIATE OFFICES
NEW YORK 10036-6522 sosTON

. — CHICAGO
) TEL: (212) 735-3000 HOUSTON
LOS ANGELES
PALO ALTO

FAX: (212) 735-2000
SAN FRANCISCO

JUN 17 2008 wwwsladden.com
INSURANCE COMMISSIONER
COMPANY SUPERVISION CONFIDENTIAL ogN§WG
MUNICH
June 16, 2009 on
VIA FEDERAL EXPRESS OVERNIGHT "ViEnNa
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer™). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company
(*FinCor™). '

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub™), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned




Office of the Insurance Commissioner
June 16, 2009
Page 2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement”™).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application. Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information™ portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server 5A - MSW



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,
Kot ) lhwo_
Robert J. Sullivan

Enclosures

cc:  Janice W, Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
‘Warner Norcross & Judd LLP
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1. Fold the first printed page in half and use as the shipping label.
2. Place the label in a waybill pouch and affix it to your shipment so
that the barcode portion of the label can be read and scanned.

3. Keep the second page as a receipt for your records. The receipt
contains the terms and conditions of shipping and information
useful for tracking your package.

http://dclmsva 70.ad.skadden.net/index.php 6/16/2009



Applicant Name (Compary) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN: 04-2595783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutunal Insurance Company (d/b/a ProMutual)

101 Arch Street
Boston, Massachusetts 02110-1129

In connection with the above-named- entity, [ herewith make representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE," SO STATE.
1. Affiant’s Full Name (Initials Not Aéceptab]e). Janice Wilson Aliegretto
2. a. Areyouacitizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3. Affiant’s Occupation or Profession. Attorney
4,  Affiant’s business address, 101 Arch Street, Boston, MA, 02110
Business telephone. 617-428-9833

5. Education and Training:

College/ University City/ State Dates Attended (MM/YY) Degree Obtained

Brandeis University Waltham, MA 9/79 — 6/83 BA

Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained
Suffolk University Boston, MA 1984-1987 ‘ JD

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11
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|
|
Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

FEIN:

6.  List of memberships in professional societies and associations,

[\ A

04-2595783
|
|

[l

Name of Address of Telgﬂhone Number
Society/Association Contact Name Society/Association of Society/Association
PO Box 4745, Carol 1-800-28§-2221
American Bar Association Stream, IL 60197-4745 *
20 West St, Boston, MA 1
MA Bar Association 02111-1204 617-338-0530
|
Boston Bar Association 16 Beacon St, Boston, MA 617—7784040
02108 i
American Corporate PO Box 791044, 202-293-4103
Counsel Association Baltimore, MD, 21279- '
1044

7. Present or proposed position with the applicant entity. Assistant Secretary

|
|
!
i
|
|

{

8. List complete employment record for the past twenty (20) years, whether compensated or othferwise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first. Attach additional pages if the space provided is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years, See below &

Attached List

Beginning/Ending
Dates 11/97-Present Employers' Name Medical Professional Mutual Insurance Company

Address 101 Arch Street  City Bostou

State/Province __ MA

Offices/Positions Held Asst.

Country USA Postal Code _02110 Phone_ 800-225-6168

Secretary, Vice President & General Counsel (4/00-present); Counsel, Asst. Secretary (1/99-4/00); Assoe. Counsel
(11/97-12/98)

Supervisor / Contact Richard W. Brewer

Beginning/Ending

Dates 3/95 - 10/97 Employer’ Name Massachusetts Division of Insurance

Address _Qne South Station

Country USA Postal Code 02111
Officer

City_Boston State/Province_ MA

Supervisor / Contact Daniel R. Judson, Esq., Deputy General Counsel

Beginning/Ending

DatesqMM/Y'Y) _3/94-2/95 Employers’ Name Law Offices of Janet B. Fierman
Address 6 Beacon St City _Boston State/Province MA
Country USA  Postal Code Phone

Supervisor / Contact _Japet Fierman

©2000-2009 National Association of Insurance Commissioners
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Phone Offices/Positions Held Chief Enforcement Counsel ang‘: Special Hearing

Offices/Positions Held Litigation Associate

!
I
|
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

FEIN: 04-2593783
Beginning/Ending
Dates (MM/YY) 9/91-8/93 Employers’ Name Ricklefs & Giordano, PC
Address _1 Washington Mall City Boston State/Province MA
Country Postal Code Phone Offices/Positions Held Litigation Associate

Supervisor / Contact Philip J. Giordano, Esq.

9. a Have you ever been in a position which required a fidelity bond? NQ If any claims were made on the bond, give
details,

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your 8SN. (For example, “SSN”, “12-SSN-345" or “1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License _Board of Bar Overseers  Address PO Box 55863

* City Boston State/Province MA___ Country USA_ Postal Code 02205
License Type Legal License # 550281 Date Issued (MM/YY)_12/87
Date Expired (MM/YY) current Reason for Termination n/a
Organization /Issuer of License Address
City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

2. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
Jjudicial, administrative, regulatory, or disciplinary action? NO

¢. Been placed on probation or had a fine [evied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

12,

FEIN: 04-2595783
|
f.  Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic

offenses? NO l‘

g. Been subject to a cease and desist letter or order, or enjoined, either temporarily or pennanenftly, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or lawof another country
regulatmg the business of insurance, securities or banking, or from carrying out any pamcxﬂar practice or
practices in the course of the business of insurance, securities or banking? NO

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, brcach of tmst, ora
financial dispute? NO ‘

i. Had a finding made by the Comptroller of any state or the Federal Government that yowl‘ have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Govemment? NO

j-  Had a lien or foreclosure action filed against you or any entity while you were associated wnth that entity?
NO 1

If the response to any question above is answered “Yes®, please provide details mcludu'Jg dates, locanons,
disposition, etc. Attach a copy of the complaint and filed adjudwanon or settlement as appropriate.

List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common conﬂ'd’l with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the manageme nt and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official pesition with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indxrec’:tly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the votgng securities of any
other person.

NONE_

If any of the stock is pledged or hypothecated in any way, give details. N/A

|

Do [Will] you or members of your immediate family individually or cumulatively subscribe to ;or own, beneficially

or of record, 10% or more of the outstanding shares of stock of any entity subject to regulatxon by an insurance
regulatory authority, or its afTiliates? An “affiliate” of, or person “affiliated” with, a specxﬁc person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NO

If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

©2000-2009 National Association of Insurance Commissioners September 23, 2008

4 FORM 11




Applicant Name (Company) Medical Professional Mutnal Insurance Company NAICNo. 10206
FEIN: 042395783

14, Have you ever been adjudged a bankrupt? NO If yes, provide details

15.  To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months afier his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,

conservatorship, federal bankruptey proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this 7%' day of JW Zﬂat_égm I hereby certify under

penalty of perjury that [ am acting on my own behalf, and that the foregoing siatements are true and correct to the best of my
knowledge and belicf.

.

(Signature’of Affiant)

State of W County of W’

- L4

The foregoing instrument was acknowledged before me this 2 7 day of _Lh: ZOL?'__ By

Wm
who is personally known to me, or

7 who produced the following idenﬁﬁcaﬁo%r_

CLAIRE LOUISE BERGIN - .

MONWNOE:;%;Y : mubllo HUSETTS.

o
[SEAL] c:yu Commission Explres April 03, 2013 . Notary Public .
o L TP %ﬁ;’m
. Printed Notary Name
? My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10ng1
FEIN: 04-2595783

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information |
1
(Print or Type)
|
|

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory autﬁority.
i
Full Name, Address, and telephone number of the present or proposed entity under which this biographica‘ statement is being
required (Do Not Use Group Names). i
Medical Professional Mutual Insurance Company (d/b/a ProMutual) |
101 Arch Street "
Boston, Massachusetts 02110-1129 ]
f
1. Affiant’s Full Name (Initials Not Acceptable). Janice Wilson Allegretto }

2. Have you ever used any other name including nickname, maiden name or aliases? __YES _ If §es, give the reason
if any, if none indicate such, and provide the full name(s) and date(s) used. |

Beginning/Ending Name(s) Reason (If None, indicate such) |

Date(s) Used (MM/YY) “
]
4/12/61 - 11/27/99 Janice Marie Wilson Maiden name before marriage

H
{
!
- ;
|
1

|
Note:  Dates provided in response to this question may be approximate. Parties using this form understand that there could
be an overlap of dates when transitioning from one name to another.

3. Affiant’s Social Security Number _

4, Government Identification Number if not a U.S. Citizen

5. Foreign Stdent ]D# (if applicable)

6. Date of Birth: (MM/DD/YY )- Place of Birth: City Newton
State/Province MA Country USA ;

7  Name of Affiant’s Spouse (if applicable) Richard Allegretto

©2000-2009 National Association of Insurance Commissioners {September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN: 04-2595783

8. List your residences for the last ten (10) years starting with your current address, giving:

Beginning/Ending

Dates State/
(MM/YY) Address Ci Province
2004-Present
4/99-2004 T

Note:  Dates provided in response to this question may be approxitnate, except for curreit address, Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another,

Dated and signed this q# day of { ZM , 20ﬂ_7_ at E/ 4 M@ z;[ I hereby certify

under penalty of perjury that 1 am acting on my own behalf, and that the foregoing statements are true and correct to the best
of my knowledge and belief,

(Signatne of Affiant)

state of __ 7S County of M

The foregoing instrument was acknowledged before me this 5 V" day of L}{lll_, 2007 _ By
and:

4" who is personally known to me, or

O who produced the following identification:

N . . )

CLAIRE LOVISE BERGIN ¢ ¢~ > o 4 AN

N 1 « (7 e el e . e S Vs

[SEAL] @couuaww&%m:&%umm - C /7 ~ _ Notary Public a

My Cammission Explres Aprii 08, 2013 (fanl t 77
—— Printed Notary Name
; Myl Commission Expires
©2000-2009 Nationa!l Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Compan NAICNo. 10206
: FEIN: 04-2595783
i
|
DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (4 states dxcept California,
Minnesota and Oklahoma)

This Disclosure and Authorization is provided to you in connection with pending or future apphcanon(sj of ProMutual or
an affiliate (“Company”) for licensure or a permit to organize (“Application™) with a department of msmthe in one or more
states within the United States, Company desires to procure a consumer or mvestlgatwe consumer report (or
both)(*Background Reports™) regarding your background for review by a department of insurance ip any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of' the
board of directors or other management representative (*Affiant””) of Company or of any business enntxes affiliated with
Company (“Term of Affiliation™) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain mformatfg:l bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Backgrotnd
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent r&quired by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential, |

|

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CRA”) that produces
them. You may also request more information about the nature and scope of such reports by submitting ; a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more wformatmn, contact

PreMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168.
i

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” [

AUTHORIZATION: | am currently an Affiant of Company as defined above, I have read and u:{!tdersmnd the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law. J

I understand that | may revoke this Authorization at any time by delivering a written revocation td‘l Company and’ that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iif) twelve (112) months following
the date of my signature below. ‘ 4

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the :éigned original.

|
Janice Witson Aliegretto, [N

‘:;Mﬂm%ﬁc__ _Jhae 4007

|
State of County of 3
|

d

- UISE BERGIN
B/who is personally known to me, or Cmélﬁé?v SE Bent
COMMONWEALTH OF MASSACHUSETTS

The foregoing instrument was acknowledged before me this ? /‘, day of M 2002 By
: |
' i
1
2018 |
[ who produced the following identification: My Comlsslon Expiret AR 05 |

71/ S
My Coxq‘mission Expires
i
©2000-2009 National Association of Insurance Commissioners 1 September 23, 2008
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[SEAL]J . Notary Public :g, ‘
é?/glg len Se @l")
Printed Notary Name - ?




Question 8

DATE EMPLOYMENT TITLE

9/87-8/91 Plymouth County District Attorney Office Asst. Dist. Attorney
Belmont St., Brockton, MA
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.skadden. SAN FRANCISCO
JUN 17 2009 = o
INSURANGE COMMISSIONER sssEis
COMPANY SUPERVISION CONFIDENTIAL H§§§§§£G
’ MLLNICH
June 16, 2009
: B TOKYO
VIA FEDERAL EXPRESS OVERNIGHT oA
Insurance Commissioner of the
State of Washington
5000 Capital Bivd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Waghington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy .
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”™) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor”).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned
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subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement™).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application. Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server 5A - MSW
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Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,

« f
Kobuct JRbhuro_
Robert J. $ullivan

Enclosures

cc:  Janice W, Allegretio, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP
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1. Fold the first printed page in half and use as the shipping label.
2. Place the label in a waybill pouch and affix it to your shipment so
that the barcode portion of the label can be read and scanned.

3. Keep the second page as a receipt for your records. The receipt
contains the terms and conditions of shipping and information
useful for tracking your package.
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN:  04-2505783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutaal)
101 Arch Street
Boston, Massachusetts 02110-1129
In connection with the above-named entity, 1 herewith make representations and supply information about myself as
hereinafter set forth, (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” 50 STATE.
1. Affiant’s Full Name (Initials Not Acceptable). John Joseph Donchoe
2. a. Areyoua citizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3. Affiant’s Occupation or Profession. Sr. VP, Chief Financial Officer, and Treasurer
4.  Affiant’s business address. 101 Arch Street, Boston, MA 02110
Business telephone. 617-526-0251

5. Education and Training:

College/ University City/ State Dates Attended (MM/YY) egree Obtained

Northeastern University Boston, MA 9/65 - 9/70 BS BA

Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained
N/A

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained

N/A

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplenental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11
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Applicant Name (Company) Medical Professional Mutual Insurance Compan NAIC No. 14206

FEIN: 2595783
6.  List of memberships in professional societies and associations.
Name Address of Telephone Number
Society/Association Contact Name Society/Association of Society/Association

NONE

7.  Present or proposed position with the applicant entity. Senior VP, Chief Financial Officer, and} Treasarer

)
i
|
1
i

8.  List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first. Attach additional pages if the space provided is insufficient, It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years. |

Beginning/Ending
Dates (MM/YY) 1/89 - Present Employers’ Name ProMutual Group
Address 101 Arch St City_Boston State/Province _ MA

{
|
'i
|
Country USA __ Postal Code 02110 Phone _617-526-0251 Offices/Positions Held Sr VP, CFO & Treasurer

Supervisor / Contact

Beginning/Ending
Dates (MM/YY) 4/81 —1/89 Employer’ Name Commercial Union Insurance Company

Address 1 Beacon St City Boston State/Province MA

|
|
|
i
|
|
|
Country_USA _ Postal Code Phone Offices/Positions Held Deputy Controller/Assistant Treasurer
1
|

Supervisor / Contact __ _ ‘
Beginning/Ending |
Dates (MM/YY) - Employer’s Name

Address City State/Province

Country Postal Code Phone Offices/Positions Held
Supervisor / Contact ___ ‘
Beginning/Ending i
Dates (MM/YY) - Employer’s Name 3
Address City , State/Province 4
Country Posial Code Phone Offices/Positions Held ;
Supervisor / Contact ___ ‘
©2000-2009 National Association of Insurance Commissioners }September 23, 2008

2 ! FORM 11
|
!




1

Applicant Name (Company) Medical Professional Mutnal Insurance Company NAICNo. 10206
FEIN: 04-2595783

9. a. Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details,

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or govermmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing anthority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-SSN-345" or “1234-SSN™ (last 6 digits)).
Attach additional pages if the space provided is insufficient

Orpganization/Issuer of License, NONE Address

City State/Province Country Postal Code

License Type License # Datg Issued (MM/YY)
Date Expired (MM/YY) . Reason for Termination

Non-insurance Regulatory Phone Number (if known ‘

Organization /Issuer of License Address

City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinaty action? NQ

¢. Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO
d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

f. Had adjudication of guilt withbeld, had a sentence imposed or suspended, had probouncement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
3 FORM 11
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Applicant Name (Company) Medical Professional Mutnal Insurance Compan NAIC No., 104206

12.

13.

FEIN: j 2595783

g Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
rcgulatmg the business of insurance, securities or banking, or from carrying out amy partlcular practice or
practices in the course of the business of insurance, securities or banking? NO !

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, l'feach of trust, or a
financial dispute? NQ

i. Had a finding made by the Comptrol]er of any state or the Federal Government that yo{l have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Government? NO

i

j. Had a lien or foreclosure action filed against you or any entity while you were associated with that entity?
NO |
|

If the response to any question above is answered *“Yes”, please provide details including dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlernent as appropriate.
J

List any entity subject to regulation by an insurance regualatory authority that you control directly or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common control with”) means the
possession, direct or indirect, of the power to direct or canse the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Contro] shall be presumed to exist if any person, directly or md:r&ctly, owans, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the votmg securities of any

other person.

NONE !

If any of the stock is pledged or hypothecated in any way, give details. N/A

!
i

Do [Will] you or members of your immediate family individually or cumulatively subscribe tq‘ or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a person that
directly, or indirectly through one or more mtermed:mes, controls, or is controlled by, or is under commmon control
with, the person specified. If the answer is *Yes”, please identify the company or compames in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NO i

If any of the shares of stock are pledged or hypothecated in any way, give details,
N/A

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

14.  Have you ever been adjudged a bankrupt? NQ If yes, provide details

15. To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events oconr
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liguidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, ctiminal, administrative, regulatory, or disciplinary action? NO

Note: If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive

and an explanation provided.

Deted and signed this W™ dayof Suee 200t _FoMufum | 1 hereby cerity under
penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my
knowledge and belief,

\ .L-Jaiz\n—/

(Signature of Affiaut)

State of ﬁé\fsﬂdluﬂﬂf County of S\d\‘é/[

-
" The foregoing instrament was acknowledged before me this /i, day of W’Ll’, 2090 7 By
0

who is personally knowa to me, or

[0 who produced the following identification;

[SEAL] .
Printed Notary Name
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10?06

BIOGRAPHICAL AFFIDAVIT |
Supplemental Personal Information |
|
|
|

(Print or Type)

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory au{‘.hority.

Full Name, Address, and telephone mmber of the present or proposed entity under which this bxogmphxcal statement is being
required (Do Not Use Group Names).

Medical Professional Mutnal Insurance Company (d/b/a ProMutual)

l
|
!
101 Arch Street 1
Boston, Massachusetts 02110-1129 |

!

|

1.  Affiant’s Full Name (Initials Not Acceptable). John Joseph Donehue

2.  Have you ever used any other name inchuding nickname, maiden name or aliases? _ NO Ifyé‘s, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used.

1
Beginning/Ending Name(s) Reason (1f None. indicate such \
Date(s) Used MM/YY) |
|
1
i

Note: Dates provided in response to this question may be approximate. Parties using this form undetstahd that there cotld
be an overlap of dates when transitioning from one name to another. 1

3. Affiant’s Social Security Number _ l

4, Government Identification Number if not a U.S. Citizen

1
S.  Foreign Student ID# (if applicable) !
!

6. Date of Birth: MM/DD/YY) I Pilace of Birth: City Boston
State/Province MA Country USA

7  Name of Affiant’s Spouse (if applicable) Juliana Donehue

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

8.  List your residences for the last ten (10) years starting with your current address, giving:

Beginni ndin;

Dates State/
MM/YY) A Cil Province Coun Postal Code
1984-Present

Note: Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this__ || V" dayof Juwe _ ,200% at me Uuhep ) I hereby certify
underpenaltyofpmjm'ythatlmactmgonmyownbehalf,andthattheforegomgstatementsaretmeandcorrecttotheb&st
of my knowledge and belief.

(Rignature of Affiant)
StateofMﬁS.gﬂ.flu/féﬂg Countyofﬁdpé/[
The i ent was acknowledged before me this /f% day of_Jwhl 209 ? By

ho is personally known to me, or

[l who produced the following identification:

7Y/

[SEAL) Notary*Public

Prinfed Notary Name

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 042595783

1
'\
DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (4/ States except California,
Minnesota and Oklahoma) ‘ ‘

This Disclosure and Authorization is provided to you in cormection with pending or future applicaﬁon(#) of ProMutual or
an affiliate (“Company”) for licensure or a permit to organize (“Application”) with a department of insurance in one or more
states within the United States. Company desires to procure a conmsumer or investigative consumer report (or
both)(*Background Reports™) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to finction as, an officer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation™) for which a Background Report is required by a department of insurance reviewing. any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CJ;RA”) that produces
them. You may also request more information about the nature and scope of such reports by submitting| a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more information, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168. i

l
Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” '
AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a departmen’q of insurance in any
state where Compamy files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide mfbrmnnon concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law. {

\
I understand that | may revoke this Authorization at any time by delivering a written revocation to Company and that

Company will, in that event, forward such revocation promptly to any CRA that either prepared or is pfepanng Background
Reports under this Disclosure and Authorization, This Authorization shall remain in full force and eﬁ'ect until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (1\2) months following
the date of my signature below. \

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the Blgned original,

1

Joiin Joseph Donehnc I

v A )  glwlases

N\ (Signature) (Date)
State of ﬁ ﬁ County of *¢ Vé/t’/[ |

The foregoing,, instument was acknowledged before me this _//”  day of <vnl nd 7 By

—Toha Ve bt wa

B{ispcrsonally known to me, or
[J who produced the following identification: % | Z
4/ - ‘

[SEAL] _ . C ” Notary Public
Prmted‘Notary Name
My Corm“nission Expires
©2000-2009 National Association of Insurance Commissioners September 23,2008
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Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application™) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company
(“FinCor™). '

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned
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subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement™).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger ‘Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Apphcant :

A copy of the Merger Agreement is included as an exhibit to the

enclosed Application, Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under '
- separate cover to the Commissioner.  Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background. checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Apphcatlon and in

- the “Supplemental Personal Information” portlon of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
- inconfidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230,

" '715403-New York Server SA - MSW
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Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,
Wesbud )5 Do
Robert J. $uillivan

Enclosures

cc:  Janice W. Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP
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1. Fold the first printed page in half and use as the shipping label.

Place the label in a waybill pouch and affix it to your shipment so

that the barcode portion of the label can be read and scanned.

Keep the second page as a receipt for your records. The receipt

contains the terms and conditions of shipping and information
useful for tracking your package.
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IS

Applicant Name (Company) Medical Professional Mutual Insarance Company NAICNo. 10206

s

FEIN: 04-2595783

BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutal Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129
In connection with the above-named entity, I herewith make representations and supply information about myself as
hereinafter sot forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
1.  Affiant’s Full Name (Initials Not Acceptable). Kenneth Avery Heisler
2. & Are you a citizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3.  Affiant’s Occupation or Profession. Surgeon
4,  Affiant’s business address. 78 Main Street, Falmouth, MA 02540
Business telephone. 508-548-8317

5.  Education and Training;

College/ University City/ State Dates Attended (MM/YY) Degree Obtained
Columbia University New York, NY 1967-1971 BA

Graduate Studies; College/ Universi City/ State_ Dates Attended (MM/YY) Degree Obtained

Columbia Univ. College of Physicians & Surgeons New York, NY - 19711975 MD

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained

Columbia Univ., Dept. of Surgery New York, NY 1975-1980 Clinical Fellow

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insnrance Company

- - . 3 » - - 13 !
6.  List of memberships in professional societies and associations. J
\

Name of Address of Teﬂ;p, hone Number
Society/Association Contact Name Society/Association of Society/Association
515 North State St, 800-621-8335
American Medical Assoc. Chicago IL, 60610
Massachusetts Medical 860 Winter ST, Waltham 781-893-4610
Society Woods Corporate
Center,Waltham, MA
02451
312-202-5000
American College of 633 North St. Clair St, |
Surgeons Chicago, 11 60611 1‘
American Society of PO box 4834, Englewood, 303-77*-5948
General Surgeons Co 80155 |

7.  Present or proposed position with the applicant entity. Chairman of the Board

8.  List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first. Attach additiopal pages if the space provided is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years; See Attached List .

Beginning/Ending
Dates (MM/YY) - Employer’s Name
Address City State/Province
Couatry Postal Code Phone Offices/Positions Held __|
i
Supervisor / Contact ‘\
Beginning/Ending
Dates (MM/YY) - Employer’s Name l
Address City State/Province
Country Postal Code Phone Offices/Positions Held
Supervisor / Contact
Beginning/Ending |
Dates (MM/YY) - Employer’s Name ;
{
1
Address City State/Province “
Country Postal Code Phone Offices/Positions Held
Supervisor / Contact ____ |
Beginning/Ending
Dates (MM/YY) - Employer’s Name
Address City State/Province ‘
©2000-2009 National Association of Insurance Commissioners | September 23, 2008
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Applicant Name (Company) Medical Professional Mutugl Tnsarance Company NAICNo. 1D206
FEIN: 04-2595783

Country Postal Code Phone Ofﬁces/Positions'Held’

Supervisor / Contact ____

9. a. Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details,

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have beld
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (8SN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN™, “12-SSN-345" or “1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License State of NY Medical Board Address Cultural Education Ctr., Room 3023, Empire State Plaza

City Afbany State/Province NY Country USA Postal Code _12230

License Type Medical License License # 127406 Date Issued (MM/YY) 1976-Present

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known (518) 474-3841

Organization /Issuer of License Comunonw of Board of Registration in Medicine Address

City State/Province MA Country USA Postal Code

License Type Medical License License # 45802 Date Issued (MM/YY) 1980-Present
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question, Have you ever:

d. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinary action? NQ

c. Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206

12.

13.

FEIN: 04-2595783
|
o e . |
f.  Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncément of a sentence

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO ‘

i

g Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or la\b of another country
regulating the business of insurance, securities or banking, or from carrying out any pmucular practice or
practices in the course of the business of insurance, securities or banking? NO T

» 13 . » . " . - 1
h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a
financial dispute? Yes. See attached. f
i. Had a finding made by the Comptroller of any state or the Federal Government that yov,'l have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or thdt you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Government? NO

j. Hadalienor foreclosure action filed against you or any entity while you were associated wxih that entity?
NO i
!
If the response to any question above is answered “Yes”, please provide details mcludu&g dates, locations,
disposition, ete. Attach a copy of the complaint and filed adjudlcatxon or settlement as appropnatp

]
|
i
List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and ‘“under common contr'il with”™) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercxaﬂ contract for goods
or non-management services, or otherwise, unless the power is the result of an official posxtlon with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person. }
NONE }

i
1

If any of the stock is pledged or hypothecated in any way, give details. N/A

Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an inswrance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a speciﬁc person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is un ler common control
with, the person specified. If the answer is “Yes”, please identify the company or compamcs in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NO ‘

If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

14.  Have you ever been adjudged a bankrupt? NO If yes, provide details

15. To your kmowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and pive details, When responding to questions (b) and (¢)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by amy regulatory authority, or Govemmental-
licensing agency? NO

b. Had its permit, license, or certificate of anthority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this __, 3 ro/ day of Jine 2007 at Enm 1 hereby certify under
penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my

knowledge and belief. :

(ngnature of Affiant)

State of ___7tt] County of _M_/_

The foregomg instrument was acknowledged before me this 3 e/ D7 day o(ll&_, 20¢ 7 By

MJA[(/C and:

[ who is personally known to me, or

-[J who produced the following identification;

) E LOUISE BERGI
[SEAL g UNoiary Public : ofary Public
J% co.wmoyv&/\guvw MASSACHUSETTS § t e Jg
WMy Commisslon Expires Aprll 08, 21@a%

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

t or

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory aut;hority.

|
Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names). |

Medical Professional Mutual Insurance Cdmpany (d/b/a ProMutual)
101 Arch Street

|

|

Boston, Massachusetts 02110-1129 |
1

1.  Affiant’s Full Name (Initials Not Acceptable). Kenneth Avery Heisler

2. Have you ever used any other name including nickname, maiden name or aliases? __NO__ If yes, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Ending Name(s Reason (If None, indicate such)
Date(s) Used (MM/YY) |

-

Note:  Dates provided in response to this question may be approximate, Parties using this form understand that there could
be an overlap of dates when transitioning from one name to ancther.

3. Affiant's Social Security Number_

4. Goveroment Identification Number if not a U.S, Citizen

|

|

l

|

|

5. Foreign Student IDi# (if applicable) ‘

6.  Date of Birth: (MM/DD/YY) [P Iace of Birth: City New York
State/Province New York Country USA

{

%

7 Name of Affiant’s Spouse (if applicable) Kristen Heisler l
{

©2000-2009 National Association of Insurance Commissioners S
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Applicant Name (Company) Medjcal Professional Mutual Insurance Compsny NAIC No. 10206
FEIN: 04-2595783

8.  List your residences for the last ten (10) years starting with your current address, giving:

Besinning/Endi
Dates State/

Addres Ci rovince Co Postal Cod
1981 - Present

Note:  Dates provided in response to this question may be approximate, except for current address. Parties nsing this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this 53 "d day of M , 2007 at Z_ﬂ ﬂ QEA Q I hereby certify

under penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best
of my knowledge and belief,

il S
(Signature of Affiant)

State of W County of

&l -
The foregoing instrument was acknowledged before me this 3/ day of _JJII- ,20. 2 ? By
, and:

i
B/who ig personally known to me, or

[1 who produced the following identification:

[N
CLAIRE LOUISE BERGIN 4 . «
Notary Public f / /émae
commouwmmyor MASEACHUSETIS . ,J_é/“"
[SEAL] My Comemission Explias Apih) 08, 2003 | . Notary Publi r
A —— ] *-7
, Printed Notary
2 My Co%ission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. Dgu
FEIN: 04-2595783

|
i

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (All state.ﬂ except California,
Minnesota and Oklahoma) |

This Disclosure and Authorization is provided to you in cormection with pending or future application(s) of ProMutual or
an affiliate (“Company™) for licensure or a permit to organize (“Application”) with a department of insutance in one or more
states within the United States, Company desires to procure a consumer or investigative consuwmer report (or
both){*Background Reports™) regarding your background for review by a departient of i msurance in any state where
Company pursues an Application during the term of your functioning as, or secking to fimction as, an ofﬁcer member of the
board of directors or other management representative (“Affiant”) of Company or of any business eriﬁﬁes affiliated with
Company (“Term of Affiliation") for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain mformaltxon bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purposeiof such Background
Reports will be to evaluate the Application and your background as it pertains thereto, To the extent required by law, the
Background Reporis procured under this Disclosure and Authorization will be maintained as confidential.

|
You may obtain copies of any Background Reports about you from the consumer reporting agency (“CM”) that produces
them. You may also request more information about the nature and scope of such reports by submitting a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more |information, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 860-225-6168. ‘

i
|

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” 1

AUTHORIZATION: I am currently an Affiant of Company as defined above. 1 have read and jimderstand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a departmeﬁt of insurance in any

state where Company files or intends to file an Application, and to the Company, for purposes of mvcst;gatmg and reviewing
such Application and my status as an Affiant. ] authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA remined by Company for purdoses of the foregoing

Background Reports, except records that have been erased or expunged in accordance with law. ;
1

I understand thet I may revoke this Authorization at any time by delivering a written revocation to Company and that |
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of .
(2) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve ‘12) months following

the date of my signature below,
A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as thp signed original.

—

Keaneth Avery Hester, [ NN
Q@_& _Lléqﬂuﬁ 2007
i (Date)

(Signature)

. \
State of, m County of M J
|

The foregoing instrument was acknowledged before me this &gdday of / 20009 By |

and

a/ who is personally known to me, or

My

[SEAL]

Tin
gﬁpﬁz S 102 ?____
: My C<7‘mmission Expires

{
©2000-2009 National Association of Insurance Commissioners JJ September 23, 2008,
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Question 8

2007-Present

2007-Present

2005-2007

2002-2005

1998-present

1996-present

1996-present

1995-present

1995-present

1980-present

Medical Professional Mutual Insurance Company,
101 Arch Street, Boston, MA 02110

ProMutual Solutions Insurance Company
Brattleboro, VT 05301

Medical Professional Mutual Insurance Company,
101 Arch Street, Boston MA, 02110 '

Medical Professional Mutual Insurance Corupany,
ProSelect Insurance Company,

ProMutual Group, Inc.

ProMutual Insurance Agency, Inc.,

101 Arch Street, Boston, MA 02110

ProSelect National Insurance Company, Inc.,
2999 North 44® Street, Ste. 250, Phoenix, AZ 85018

ProSelect Insurance Co., 101 Arch Street,
Boston, MA 02110

ProMutual Insurance Agency, 101 Arch Street,
Boston, MA 02110

ProMutual Group, Inc., 101 Arch Street, Boston,
MA 02110

Medical Professional Mutual Insurance Co.,
101 Arch Street, Boston, MA 02110

Self, 78 Main Street, Falmouth, MA 02540

* Contact tp verify seif-employment:

Eriec Hall, C.P.A.

c/o R.A. Hall & Co. LLC
183 State Street

Boston, MA 02109

(617) 723-3333

/ Chairman
‘Chairman
Vioe;-Chairman

 Director
* Director
-
Director
Director

Surgoon®



COMMONWEALTH OF MASSACHUSETTS |

Superior Cowrt |

| Case No. 89-292
TIMOTHY P. DONQVAN, et al,
Plaintifts

ALAN CORDTS, etal, |
: Defendants |

" The porties in the sbovecaptioned case hereby sipulate to cismiss this case
pursuant to MRCP Rule 41 (a)(1)(I), with prefudice and without costs to any party.

‘The Plaintif, | Kanneth Halsier, MD
. By Thelr Attomey, By His Attormeys,

PO-RUX"I048 : ~ , James A. Bello, Esquire
Sandwich, MA 02563 - 250 Summer Streat 3
Sandwich, MA 02563 _ . Boston, MA 02110 o

‘September 2, 1999
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SKADDEN, ARPS, SLATE, MEAGHER & FLOM LLP
FOUR TIMES SQUARE

FIRM/AFFILIATE OFFICES

NEW YORK I0036-6522 SGSTON
RECEIVED e
FAX: (218) 735-2000 c;ALO ALTO s
.skadden. SAN FRANCISCO
JUN 17 2008 Eetem e C weemeonee
INSURANCE COMMISSIONER
COMPANY SUPERVISION CONFIDENTIAL HE‘EE‘C%:G
MUNICH
June 16, 2009 Aon
VIA FEDERAL EXPRESS OVERNIGHT | o
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor™).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned




Office of the Insurance Commissioner
June 16, 2009
Page2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement”).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the

Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

(

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application, Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the -
Commissioner by Owens Online, Inc.

i

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server 5A - MSW




Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope,
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,
Robert J. Sullivan '

Enclosures

cc: - Janice W, Allegretio, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLL.C

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP



PS|Ship - FedEx Label

From: Origin ID; NYCA (212)735-3000

H. Matthew Crusey Fe%.
Skadden, Arps,Slate,Meagher&FlomLLP

4 Times Square

24th Floor

New York, NY 10036

Page 1 of 2

Ship Dale: 16JLINDS
Acfvgt: 1 LB
CAD: 8554262/WBUS0200
Accounw: S 11117
Delivery Address Bar Code

L

SHIPTO: {360)725-7211 BILL SENDER
Ron Pastuch
insurance Commissioner of the

5000 Capitol Blvd SE

Ref# 01507000014H. Matthew Crusey
Invoice #

PO#

Dept #

RELEASE#: 3785346

Tumwater, WA 985014426
| WED - 17JUN AA
e % 791230521910 STANDARD OVERNIGHT
Y :
5 ] 98501
: | ¥ WA-US
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! ]

N
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1. Fold the first printed page in half and use as the shipping label.

Place the label in a waybill pouch and affix it to your shipment so

that the barcode portion of the label can be read and scanned.

Keep the second page as a receipt for your records. The receipt

contains the terms and conditions of shipping and information
useful for tracking your package.

http://de1msvm370.ad.skadden.net/index.php

6/16/2009
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
' FEIN: 04-2595783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMntual)
101 Arch Street
Boston, Massachusetts 02110-1129
In connection with the above-named entity, I herewith make representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” 80O STATE.
1.  Affiant’s Full Name (Initials Not Acceptable), Maryanne Clashy Bombaugh
2.  a. Are you acitizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3.  Affiant’s Occupation or Profession. Obstetrician/Gynecologist
4,  Affiant’s business address, Caritas Women’s Health, 830 Qak Street, Suite 104 West, Brockton, MA. 02310
Business tclephone. 508-897-4707

5.  Education and Training:

College/ University City/ State Dates Attended MM/YY) Degree Obtained
Smith College Northhampton, MA 1976 BA.
Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained
University of Massachusetts Amherst, MA 1979 M.S. Public Health
University of Texas Health Science Center San Antonio, TX 1984 M.D.
Johns Hopkins University Baltimore, MD 2001 Hopkins Bus of Med Exec. Grad. Cert.
Other Training: Name City/ State de: Degree/Certification Obtained
Brooke Army Medical Center San Antomio, TX  1984-19 Internship OB/GYN

Walter Reed Army Medical Center Washington, D.C  1985-1988 Residency OB/GYN

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/nmiversity. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN: 04-2595783
6.  List of memberships in professional societies and associations.
Name of Address of Telephone Number
Society/Association Contact Name Society/Association of Sodiety/Association
American College of 409 12¢h St., S W, PO Box (202) 638-5577
Obstetricians & 96920 !
Gynecologists Washington, D.C. 20090-
6920 -
American Assoc. of 6757 Catella Avenne |
Gynecologic Cypress, CA 90630-5105 (800) 554-2245
Laparoscopists !
Amerijcan College of 4890 West Kennedy Blvd, !
Physician Executives Suite 200 “
Tampa, K1 33609 !
American Medical 515 N. State Street (800) 621-8335
Association Chicago, IL 60610
Massachusetts Medical 860 Winter Street 781-893-4610 or -3800
Society Waltham Woods
Corporate Center
Waltham, MA 02451-1411
7. Present or proposed position with the applicant entity. Director
8.  List complete employment record for the past twenty (20) years, whether compensated or ofherwise {up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, op#ator, directorates or
officerships). Please list the most recent first. Attach additional pages if the space provided is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years. |See Attached List
Beginning/Ending
Dates (MM/YY) - Employer’s Name
Address City State/Province
Country Postal Code Phone Offices/Positions Held
Supervisor / Contact ___
Beginning/Ending
Dates (MM/YY) - Employer’s Name
Address City State/Province
Country Postal Code Phone Offices/Positions Held |
Supervisor / Contact ___ !
(
Beginning/Ending ;
Dates (MM/YY) - Employer’s Name ‘
Address City State/Province
Country Postal Code Phone Offices/Positions Held
Supervisor / Contact ___
Beginning/Ending ;
Dates (MM/YY) - Employer’s Name ; f
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo, 10206
FEIN: 04-2595783

Address City State/Province
Country Postal Code Phone Offices/Positions Held
Supervisor / Contact

9. a. Have you ever been in a position which required a fidelity bond? NQ If any claims were made on the bond, give
details, '

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
' or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (5) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-88N-345" or *“1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License Texas Medical Board Address 333 Guadalupe St. #3-610
City Austin State/Province Texas Country USA Postal Code _78701

License Type Medical ILicense # G8010 Date Issued MM/YY)

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known) (512) 305-7030

Organization /Issuer of License Commonwealth of MA. Board of Registration in Medicine Address "o M Savere. Suft 330
Ccity Wakefield State/Province Massachusetts Country USA Posta] Code 01880

License Type Medical License # 75493 Date Issued (MM/YY) 1992

Date Expired (MM/YY) : Reason for Termination

Non-insurance Regulatory Phone Number (if known) _(781) 876-8200

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinary action? NO

c. Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

d. Been charged with, or indicted for, any criminal offense(s) other than civil raffic offenses? NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

12.

13.

FEIN: 042595783

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than c1v11 traffic offenses?
NO .
|
. !
f Had adjudication of guilt withheld, had a sentence imposed or suspended, had pmnounce]}mmt of a sentence

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) oﬂ"mer than civil traffic
offenses? NO !

i
g. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permaneiltly, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or la\{l of another country
regulating the business of insurance, securities or banking, or from carrying out any pérncular practice or
practices in the course of the business of insurance, securitics or banking? NO
h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, b#each of trust, or a
financial dispute? NO |

\
i. Had a finding made by the Comptroller of any state or the Federal Government that you have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptmller of any state or the Federal Govermnent? NO

j. Had a lien or foreclosure action filed against you or any entity while you were associated w1th that entity?

NO

If the response to any question above is answered “Yes”, please provide details including dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate.

List any entity subject to regulation by an insurance regulatory authority that you control directly or mdirectly. The
ferm “control” (including the terms “controlling,” “controlled by” and “vnder common control with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the managemeht and policies of a
person, whether through the ownership of voting securities, by contract other than a commercxal contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indire(;tly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person.

NONE

If any of the stock is pledged or hypothecated in any way, give details. N/A

Do [Will] you or members of your immediate family individually or cumulatively subscribe to br own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NONE

If any of the shares of stock are pledged or hypothecated in any way, give details,
N/A

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

14.  Have you ever been adjudged a bankrupt? NO If yes, provide details

15, To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events ocour
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity,

a. DBeen refused a permit, license, or certificate of authorify by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its pennit, license, or cerfificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
NQ

c. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the posmve
and an explanation provided.

Dated and signed this __ 3fd day ofum'_ 200t _Po Mt/ I hereby certify under

penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my
knowledge and belief,

..

nads
(S{igpature of Affiant)

State of m County of

The foregoing instrument was acknowledged before me this <2 ﬂ/ day of \72(/& 20 2 By
d:

E‘tho is personally known to me, or

0 who produced the foHowing identificatiamums
[N CLAIRE

= CONRE LORE SERSiH—T———
‘ 1y
E A I ‘ COMMOEWOJA?‘H OF MAJSAC"US:J:Z &!M@w
s 1 | My Commission Explras Aptit 05, ety
7. /5 Ve
. Printed Notary Naie
/
My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

(Print or Type) |

|
i
i

!
{

FEIN; 04-2595783
|

To the extent permitied by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being

required (Do Not Use Group Names),
Medical Professional Mutual Insurance Company (d/b/a ProMutual)

101 Arch Street
Boston, Massachusetts 02110-1129

1.  Affiant’s Full Name (Initials Not Acceptable). Maryanne Clasby Bombaugh

2,  Have you ever used any other name including nickname, maiden name or aliases? YES Ifyeb, give the reason if

any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Ending Name(s Reason (If None, indicate such)
Date(s) Used (MM/YY)

511954 - 1977 Maryanne Clasby Marriage

O

Note: Dates provided in response to this question may be approximate. Parties using this form \mderstqnd that there could

be an overlap of dates when transitioning from one name to another,

3. Affiant’s Social Security Number || EGN

4, Government Identification Number if not a U.S. Citizen

5.  Foreign Student ID# (if applicable)

6.  Date of Birth: (MM/DD/YY) [JJlLP12ce of Birth: City Framingham
State/Province Massachusetts Country USA

7  Name of Affiant’s Spouse (if applicable) Keith Bombaugh :

©2000-2009 National Association of Insurance Commnissioners
6
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

FEIN: 04-2595783
8. ' List your residences for the last ten (10) years starting with your current address, giving:

Bepinning/Fnding

Dates State/
MM/YY) Address City Province Country _ ostal Code
1992 - Present

Note:  Dates provided in response to this question may be approximate, except for current address, Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this _ 3¢ dayof | Jure 2009 ot _ fa/Heelligd 1 heroby cenify
under penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best
of my knowledge and belief. )

Dhotrnse &MM/

’ OSignamré of Affiant) ﬂ

Stateof _ ZAA County of
The foregoing instrument was acknowledged before me this (" s day of (7“&1{ , 2007 By
and:

E/who is personally known to me, or

[0 who produced the following identification;

.

& £ LOUISE BERGIN
CLAIRE avy Public ‘ ‘ .
COMMONWEAUH OF MASSACHUSETTS 3
El"l LL My Commission txpired Aptl 08, 2013“— .
. / . Notary Public ‘
/ 3 ,
,Printed Notary N
—Aprt s Fol3
My Corfimission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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NAIC No. 10206
10206

Applicant Name (Company) Medical Professional Mutual Insurance Company
FEIN: 04-2595783

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (AU states except California,
Minnesote and Oklahoma)

This Disclosure and Authorization is provided to you in connection with pending or future application(s) of ProMutual or
an affiliate (“Company™) for licensure or a permit to organize (“Application™) with a department of insurance in one or more
states within the United States. Company desires to procure a comsumer or mveshgatlve consumer report. (or
both)(“Background Reports™) regarding your background for review by a department of insurance ju any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an ofg?:er, member of the
board of directors or otber management representative (“Affiant™) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background

Reports will be to evaluate the Application and your background as it pertains thereto. To the extent
Background Reports procured under this Disclosure and Authorization will be maintained as conﬁdentml

ﬁeqmred by law, the

You may obtain copies of any Background Reports about you from the consumer reporting agency (“C{RA”) that produces

a written request to

them. You may also request more information about the nature and scope of such reports by submitting
Company. To obtain contact information regarding CRA or to submit a written request for more jnformation, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168.

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”

AUTHORIZATION: 1 am curently an Affiant of Company as defined above. 1 have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerming
me to cooperate fully by providing the requested information to CRA retained by Company for purpases of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law, \

I understand that I may revoke this Authorization at any time by delivering a written revocation té: Company and that
Company will, in that event, forward such revacation promptly to any CRA that either prepared or is pi'cpanng Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the eartier of
(i) the expuatmn of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) months following
the date of my signature below. }

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as thelsngned original.

anne Clasby Bombaugh,
Mirgose Dy I, .

(Signature) (Date)
State of___m

County of ,W

The foregoing instrument was acknowledged before me this gi/d day of ;Zgﬂ&_ 20 _sz__ By
s and

-B/ who is personally known to me, or

[0 who produced the following idenﬁﬁuax. - |
CLAIRE LOUISE BERG]

H Notary Publlc
[SEAL] COMMONWEALTH OF MASSAGHUSETTS
My Commission Expires Aprtl 08, 2013 g

¥ My Com mission Expires

September 23, 2008
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Question 8
2008-Present
2008-Present
2003-2007
2003-2008
1998-2003
1996-1998
1996-1998

1995-1996
1992-1995

1994-1995

1991-1993

1991-1992
1988-1992

1991-1992

OB/GYN

Caritas Women’s Health
~ 830 Oek Street Suite 104 West
Brockton, MA 02310
Medical Professional Mutual Insurance Co. Director
101 Arch Street, Boston, MA 02110 i 1
South Shore Hospital — Medical Teams Instructor
Safety and Communication Initiative
(MED TEAMS) 1
' Atlantic Women’s Health OB%/GYN
Bayview Women'’s Health OB/GYN
Bridgewater Park Medical Center OB/GYN
For Women in Community with :
Beth Isracl/Deaconess Healthcare
'Falmouth Free Clinic Physician Volunteer
Falmouth, MA |
Heywood Affiliated Medical Group OB/GYN
* Private Practice, Women’s Health Group 'Physici.axéx Director
Falmouth, MA 3 '
|
Falmouth Hospital Chief of Obstetrics
& Gynecology
Uniformed Services University of Assistant ?rofessor
Health Sciences !
Walter Reed Army Medical Center Chief of Gynecology
Service
Walter Reed Army Medical Center Attending, Cbsteuics
Washington, D.C. Service
Walter Reed Army Medical Center Coordinator of
Washington, D.C. Medical Student .

Education (OB/GYN)



1989-1992

1989-1991

1989-1991

1988-1991

'1988-1991

1988-1991

1988-1990

Walter Reed Army Medical Center
Washington, D.C.

Walter Reed Army Medical Center
Washington, D.C.
Walter Reed Army Medical Center
Washington, D.C.

Walter Reed Army Medical Center
Washington, D.C

Walter Reed Army Medical Center
Washington, D.C.

Uniformed Services Univ. of Health
Sciences, Bethesda, MD

Walter Reed Army Medical Center
Washington, D.C.

Residents*; Day
Research Coordinator
Chief, Outpatient Clinics
& Consultation Service

1
I

Director of Col; scopy
& Laser Clinics (O 1/GYN)

Attending Physician
Gynecology Service

Quality Assﬁrance
Coordinator (OB/GYN) :

Insitructor

Chief, Family Planning
Service ;
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prsy
TORDNT
VIA FEDERAL EXPRESS OVERNIGHT VIENNA
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant”), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application™) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor™).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub™), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



Office of the Insurance Commissioner
June 16, 2009
Page 2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement™).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application, Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server SA - MSW



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,
Robert J. $ullivan

Enclosures

cc:  Janice W, Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP
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hitp:/dc1msvm370.ad.skadden.net/index. php 6/16/2009



Applicant Name (Company) Medieal Professional Mutnal Insurance Company NAIC No. 10206
FEIN: 04-2595783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telepbone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutual Insuranee Company (d/b/a ProMutual)

101 Arch Street
Boston, Massachusetts 02110-1129

In connection with the above-named entity, I herewith make representations and supply information about myself as
hereinafier set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” 80 STATE,
1. Affiant’s Full Name (lnitials Not Acceptablc). Panl Asheim Schnitman
2. a Are you a citizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3.  Affiant's Occupation or Profession. Dentist

4.Affiant’s business address, Wellesley Hills Medical Center, Suite 202,
422 Worcester St, Wellesley Hills, MA 02481

Business telephone, 781-235-9988
5.  Education and Training:

College/ University City/ State Dates Attended (MM/YY) Degree Obtained
Univ, of Pittsburgh Pitisburgh, PA 1964 BS

Graduate Studies; College/ University City/ State Dates Attended (MM/YY) Degree Obtained

New York Univ. College of Dentistry New York, NY 1967 DDS

New York Univ. College of Dentistry New York, NY 1979 Prosthodontics, MSD

Other Training: Name City/ State Dates Attended (MM/YY) D Certification i

Brookdale Hospital, Medical Center Brookiyn, NY 1971-1973 Fellow in Prosthodontics/Oral Implantology

Harvard School of Medicine Boston, MA 1973-1974 Rescarch Fellow in Prosthetic Dentistry

Also see attached.

{Note: If affiant attended a foreign school, please provide full address and telephone mumber of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company

FEIN:

6.  List of memberships in professional societies and associations.

NAIC No.

1
i
i
l
i

10206

04-2595783

|

1

Telgp‘mf ne Number |

7. Present or proposed position with the applicant entity. Director

Name of Address of
Society/Association Contact Name Society/Association Society/Associatio
American Deutal 211 East Chicago Avenue, 312-440-2500
Association Chicago, IL 60611 |
Academy of 85 W, Algonquin Rd., Suite 550. 847- 43%‘11919
Osseointegration Arlington Heights, IL 60005 1
J
Fellow, American ‘
Academy of Implant 211 East Chicago Avenue, 312-333-1550
Dentistry suite 750, Chicago, IL |
60611 f
MA Dental Society 508-480-9797
Two Willow St, Suite 200, 1
Southborough, MA 01745 5
Harvard Odontolegical l
Society f]
Northeastern B
Prosthodontics Society |
American Academy of 312-335-1550
Implant Dentistry 211 East Chicago Ave, vj
Research Foundation Sutie 750, Chicago, IL '
60611 3
J
|

8  List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and

including present jobs, positions, partnerships, owner of an entity, administrator, manager, o
officerships). Please list the most recent first, Attach additional pages if the space provided is

or, directorates or
cient. It is only

necessary to provide telephone numbers and supervisory information for the past ten (10) years, See Attached List

Beginning/Ending <‘
Dates (MM/YY) - Employer’s Name ;
Address City State/Province f
Country Postal Code Phone Offices/Positions Held _|
Supervisor/ Contact
Beginning/Ending
Dates (MM/YY) - Employer’s Name
Address City State/Province ___|
]
Country Postal Code Phone Offices/Positions Held __|
Supervisor/ Contact
Beginning/Ending
Dates (MM/YY) - Employer’s Name !
Address City State/Province
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

FEIN: 04:2595783
Country Postal Code Phone Offices/Positions Held
Supervisor / Contact ____
Beginning/Ending
Dates (MM/YY) - Employer’s Name
Address City State/Province
Country Postal Code Phone Offices/Positions Held
Supervisor / Contact __

9. a Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details.

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details, NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issned by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have beld
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-SSN-345" or “1234-SSN™ (last 6 digits)}.
Attach additional pages if the space provided is insufficient See Attached List

Organization/Tssuer of License Address

City State/Province __ Country Postal Code
License Type License # Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Repulatory Phone Number (if known

Organization /Issuer of License Address

City State/Province Country _____ Postal Code
Licenss Type License # Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever;

a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mytual Insurance Company NAIC No. 10206

12.

13.

FEIN: 04‘-2595783

b. Had any occupational, professional, or vocational license or permit you hold or have held, ‘been subject to any
judicial, administrative, regulatory, or disciplinary action? NO

1
¢.  Been placed on probation or had a fine levied against you or your occupational, professional“. or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO =~ |

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? E

€. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

f.  Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO

g Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
adminisirative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulating the business of insurance, -securities or banking, or from carrying out any particular practice or
practices in the course of the business of insurance, securities or banking? NO

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty,
financial dispute? NO

breach of trust, or a

{
]
1
|
1
|
1

] :
i. Had a finding made by the Comptroller of any state or the Federal Government that yoh have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Govermﬁent? NO

j.  Had a lien or foreclosure action filed against you or any entity while you were associated Wlth that entity?

NO g

If the response to amy question above is answered “Yes”, please provide details mcludmg dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate.

List any entity subject to regulation by an insurance regulatory authority that you conirol directly or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common control with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies.of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the resuit of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indire¢tly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person,

NONE
If any of the stock is pledged or hypothecated in any way, give details. N/A

\

Do [Will] you or members of your immediate family individually or cumulatively subscribe to »or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulat:on by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specxﬁc pel‘son, is a person that
directly, or indirectly through one or more mtermedlanw, controls, or is controlled by, or is unﬂer common control

with, the person specified. If the answer is “Yes”, please identify the company or compames in which the
cumulative stock holdings represent 10% or more of the outstanding voting securitics. NO |

If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 042505783

14.  Have you ever been adjudged a bankrupt? NO If ves, provide details

15. To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give defails. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, recejvership,
conservatorship, federal bankruptey procecding, state insolvency, supervision or any other similar proceeding)?
NO

c. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO
"Note: If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.
Dated and signed this day of 20 at I hershy certify under
penalty of perjury that I am acting o own behalf, and that the foregoing statements are true and correct to the best of my

knowled s
Crmm & m

(Signature of Affiant)
State of County of
The foregoing instrument was acknowledged before me this day of , 20 By
, and:

O who is personally known to me, or

O who produced the following identification:

[SEAL] Notary Public
Printed Notary Name
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. ld

BIOGRAPHICAL AFFIDAVIT

Supplemental Personal Iuformation

(Print or Type)

|
|

i

i
|
|
i
]

206
04-2595783

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authomy

Full Name, Address, and telephone number of the present or proposed entity under which this bxogmphxcal statement is bemg
required (Do Not Use Group Names).

Medical Professional Muotual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129

1.

2.

Besimi
Date(s) Used (MM/YY)

Affiant’s Full Name (Initials Not Acceptable). Paul Asheim Schnitinan

Have you ever used any other name including nickname, maiden name or aliases?
any, if none indicate such, and provide the full name(s) and date(s) used.

ndin, Name(s

§
!
|
1
|
I
)
!
i
{
|

i
§

Reason (If None, indicate such)

1
i

NO Ify«fw, give the reason if

Note:  Dates provided in response to this question may be approximate, Parties using this form understand that there could
be an overlap of dates when transitioning from one name to another. i

kX

4.

Affiant’s Social Security Number_

Government Identification Number if not a U.S. Citizen

i
1
i
f
i
]
|
j

Foreign Student ID# (if applicable)

Date of Birth: (MM/DD/YY P ace of Birth: City New Haven
State/Province Connecticut Country USA

Name of Affiant’s Spouse (if applicable) Phyllis Schnitman

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Company) Medical Professional Mutnal Insurance Company NAICNo. 10206
FEIN: 04-2595783

*8.  List your residences for the last ten (10) years starting with your current address, giving:

Beginning/Ending

Dates State/
(MM/YY) Al S Ci Province Coun Po
1984 — Present

Note: Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Datedandsignedthxs ‘2 dayof L 200 at é :&M 1 hereby certify
under penalty of Iamacnngonmyownbehalf,andthatﬁm oing statements are {rue and correct to the best

of my knmowledpe and belief

" (Simaatore of Al ofAfﬁant)

State of ﬂ@‘? County of

The foregoing instrament was acknowledged before me this zrd day of (Jlfeee 200 9. By
and:

[J”who is personally known to me, or

O who produced the following identification:

E LOVISE BERGIN
cubtl%tar Public ,%M mﬂe ;@,ﬂu
1

COMMONWEALTH OF MASSACHUBETTS

My Commission Exptres Apl 08, 2013 [’ / / w “/ < & ¢ /.\

Printed Notary N
Aeril 5 01>
My Comfiission Expires

[SEAL)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN; 04-2595783
|
DISCLOSURE AND AUTHRORIZATION CONCERNING BACKGROUND REPORTS (Al states é\:cept Caléfornm,
Minnesota and Oklahoma) !

l

This Disclosure and Authorization is provided to you in connection with pending or future application(sj of ProMutual or
an affiliate (“Company”) for licensure or a permit to organize (“Application™) with a department of insurance in one or more
states within the United States. Company desires to procure a consumer or mvesl:Igatlve co:hsmner report “(or
both)(“Background Reports”) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain informaﬁfon bearing on your
character, general reputation, personal characteristics, mode of living and credit standing, The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent réquu'ed by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as conﬁdenml

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CFKA”) that produces
them. You may also request more information about the nature and scope of such reports by submitting a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more mfomanon, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, M A, 02110, 800-225-6168, )

1

w
Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act” |
AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant, I authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested mformation to CRA retained by Company for purpo?es of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law.

1 understand that I may revoke this Authorization at any time by delivering a written revocation td Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is pl‘lEpaﬂIlg Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (jii) twelve (12) months following
the date of my signature below.

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the Lxgncd original.

(Ac/ryfm é./§ o

MJW , and

(Signature) 7/ (Date)
State of Z@ County ofW i
ol i
The foregoing  instrument was acknowledged before me this (S (5" day of er 200 7 By
|
|
1

[3~ who is personally known to me, or

0 who produced the following identification:

" CLA'\fllgEOLrOWgC gFRGlN v
[SE AL] ;\ COMMONWWYHY"F :H”L%HUBETTS d. ) NOt‘?ry . '
My Gomnusaien Expiras Apit 08, 2013 i tcd’NOtB-l'yN
T
._.ZZML%&_@L?___
My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Question 6

1983-Present, American College of Prosthodontists, Associate Fellow

1984-Present, Master, American Academy of Implant Prosthodontics

1986-Present, Fellow, Academy of Osseointegration

1988-Present, American College of Prosthodontics, Ad Hoc Committee on Implants
1989-Present, American Board of Oral Implantology, Diplomate

1991-Present, American Academy of Dental Science, Fellow

1993-Present, American College of Dentists, Fellow

1996-Present, Harvard Odontological Society, Past President

2003-2006, International Association for Dental Research

Question 8

1991- Present

1991-Present

1994-Present

2000-Present

2002-Present

2002-Present

1975-1982

The Boston Seminars in Implant Dentistry, Director
422 Worcester St., Wellesley Hills, MA 02481

Implant Dentistry, 422 Worcester St., Private Prac.
Suite 202, Wellesley Hills, MA 02481

Department of Surgery, Active Staff
Newton-Wellesley Hospital,

2014 Washington St.,

Newton, MA 02462,

Department of Prosthetic Dentistry, Lecturer
Harvard School of Dental Medicine,
188 Longwood Avenue, Boston, MA 02115,

Medical Professional Mutual Insurance Director
Company, ProSelect Insurance Company,

ProMutual Group Inc., ProMutual Insurance

Agency, Inc., 101 Arch Street, Boston, MA 02110

ProSelect National Insurance Company, Director
2999 North 44 Street, Ste. 250,
Phoenix, AZ 85018,

Department of Prosthetic Dentistry, Asst. Prof. of
Harvard School of Medicine, Prosthetic
188 Longwood Ave, Dentistry

Boston, MA 02115



1977-1984

1979-1989

1981-1991

1982-1985

1986-1991

1986-1991

1991-1997

1993-1994

1996-1997

Question 10

1967 — Connecticut License #4029
1967 — New York License #27144-1
1967 — Rhode Island License #1410
1973 — Massachusetts License #12317

Harvard/Implant Transplant Pircctor
Research Unit Co |
188 Longwood Ave, Boston, MA 02115 !

Waltham Hospital, 9 Hope Ave, Consultant in

Waltham, MA 02453 Implant Dentistry
|
Special Care for Advanced Dental Disease, Director

of Dentistry and Medicine, 188 Longwood Ave,

School of Dental Medicine, Harvard School )
Boston, MA 02115 I

i
1

Department of Prosthetic Dentistry, Assoc. Prof.

Harvard School of Dental Medicine, of Prosthetic
188 Longwood Ave, Boston, MA 02115 Dentistry
Department of Implant Dentistry, Head of Dept.
Harvard School of Dental Medicine, |

188 Longwood Ave, Boston, MA 02115,

Department of Implant Dentistry, Assoe. Prof.
Harvard School of Dental Medicine, of Implant
188 Longwood Ave, Boston, MA 02115 Dentistry
Department of Surgery, Active Staff
Beth Israel Deaconess Medical Center,

1 Deaconess Rd., Boston, MA 02215 |
Department of Surgery, Provisional
Newton-Wellesley Hospital, )

2014 Washington St., Newton, MA 02462 }

Dental Advisory Board, Medical Professional | Member
Mutual Insurance Company, 101 Arch St.,
Boston, MA 02110

1989 — Diplomate — American Board of Oral Implantology) This is a non-recoghized
board which follows the guidelines for boards of the nine recognized specialtiesjof

dentistry

2002 — Vermont License #016-002136 J




Academic Appointments:

1974-1975
19’75.-1 982
1982-1987
1987-1991

2000-

Instructor, Prosthetic Dentistry, Department of

Prosthetic Dentistry, Harvard School of Dental Medicine,
Boston, Massachusetts

Assistant Professor of Prosthetic Dentistry, Department of
Prosthetic Dentistry, Harvard School of Dental Medicine,
Boston, Massachusetts

Associate Professor of Prosthetic Dentistry, Department of
Prosthetic Dentistry, Harvard School of Dcntal Medicine,
Boston, Massachusetts

Head, Department of Implant Dentistry, Associate Professor of
Implant Dentistry, Harvard School of Dental Medicine, Boston,
Massachusetts

Lecturer, Department of Restorative Denﬁstry and Biomaterials
Sciences, Harvard School of Dental Medicine, Boston, Massachusetts

Hospital or Affiliated Institution Appointments:

1969-1977
1979-1989
1991-1997
1993-1994

1994

Assistant, Restorative Dentistry, Brookdale Hospital Medical
Center, Brooklyn, New York

Consultant in Implant Dentistry, Waltham Hospital, Waltham,
Massachusetts ,

Active Staff, Department of Surgery, New England Deaconess
Hospital, Boston, Massachusetts

Provisional Staff, Department of Surgery, Newton-Wellesley
Hospital, Newton, Massachusetts

Active Staff, Department of Surgery, Newton-Wellesley Hospital,
Newton, Massachusetts

Other Professional Positions and Major Visiting Appointments:

1967-1971
1973-1975
1977-1978
1991-
1991-
1996-1997

2002-

Private Practice, General Dentistry, New Haven,

Comnecticut

Associate Scientist, New England Regional Primate Center,
Southborough, Massachusetts

Affiliated Scientist, New England Regional Primate Center,
Southborough, Massachusetts

Director- The Boston Seminars In Implant Dentistry

Private Practice, Implant Dentisiry, Wellesley Hills, Massachusetts
Dental Advisory Board- Promutual Medical Professional Insurance
Company

Board of Directors, Promutual Medical Professional Insurance
Company

2007~ 300¥ Secretary-Board of Directors, Promutual Medical Professional

Insurance Company



Major Administrative Responsibilities:

1977-1984
1981-1991

1987-1991

Major Committee Assignments:

National
1977-1978

1978
1979
1985

1986
1987-1991

1990

1990
1996-1997

2002~

Co-Director, Harvard/Implant Transplant Research Unit
Director, Special Care for Advanced Dental Disease,
School of Dental Medicine

Head, Department of Implant Dentistry, Harvard School of
Dental Medicine, Boston, Massachnsetts

Advisory Committee on Tooth Implant Clinical Investigation,
NIDR-NIH ‘ .
Co-Chairman, NIH/Harvard Consensus Development Conference on
Dental Implants: Benefit and Risk

Consultant on Consensus Development to National Advisory
Research Council, NIDR-NTH

Special Study Section Division of Research Grants NIH, ;
Department of Health and Human Services j
Medical Research Council of Canada, Site Visitor |
Member, Accredited Standards Committee-MD156, Subcommniee
on Dental Implants, American Dental Association
Organizing Committee, American College of Oral
Implantology/American Association of Dental Schools Conference
to Develop Predoctoral Implant Training

Medical Research Council of Canada, Site Visitor
Dental Advisory Board- Promutual Medical Professional Insurancc
Company

Investment committee, Board of Directors, Promutual Medmai
Professional Insurance Company |

i

2007- 300¢ Chairman, Investment committee, Board of Directors, Promutnal

Harvard School of Dental Medicine

1976-1977
1978-1979
1979-1991
1985-1991
1985-1991
1989-1991

Memberships, Offices and Committee Assignments in Professional SocietieSf

1967-
1971-
1971-1994
1973-1991
1973-1991
1976-

Medical Professional Insurance Company

Admissions Committes, Harvard School of Dental Medicine
Radioactive Materials Committee _

Pre-doctoral Research Committee i
Committee on Appointments, Re-appointments, and Promotxons
Committee on Postdoctoral Education i
Currictlum Committee

American Dental Association

Fellow, American Academy of Implant Dentistry
Federation of Prosthodontic Organizations
Prosthodontics Research Group, IADR

International Association of Dental Research (IADR)
Massachusetts Dental Society




1976-2006
1978-1992
1980-1987
1980-
1981-2004
198420006
1981-
1983-2006
1984-
1986~
1987-1991
1989-1994
1989-
1991-
1993-
2003-
2003-

Offices Held

1981-1982
1982-1983
1985-1986

1986-1987
1986-1987
1987-1990

1987-1988
1987-1989
1989-1990
1989-1991
1990-1991
1991-1992
1992-1997
1993-1997

1993-1995

1996~ 2004
1996-1997
2004-
2005-2006
2006-2008

Fellow, Greater New York Académy of Prosthodontics
Society for Biomaterials

Saociety for Clinical Trials

Harvard Odontological Society

Northeastern Prosthodontic Society

Implantology Research Group, JADR

American Academy of Implant Dentistry Research Foundation
Member, American College of Prosthodontists

Master, American Academy of Implant Prosthodontics
Active Member, Academy of Osseointegration

American Association of Dental Schools

Academy of General Dentisiry

Diplomate, American Board of Oral Implantology

Fellow, American Academy of Dental Science

Fellow, American College of Dentists

Fellow, Academy of Osseointegration

Delegate- House of Delegates, Massachusetts Dental Society

President, Prosthodontics Research Group, AADR

President, Prosthodontics Research Group, IADR

Treasurer American Academy of Implant Dentistry Research
Foundation . ‘

President, Implantology Research Group, AADR

President, Implantology Research Group, IADR
Vice-Chairman, American Academy of Implant Dentisiry
Research Foundation

Councilor, Intemational Association of Dental Research/AADR
Secretary, American Academy of Implant Dentistry
Vice-President, American Academy of Implant Dentistry

Board of Directors, American Board of Oral Imiplantology
President-Elect, American Academy of Implant Dentistry
President, American Acaderny of Implant Dentistry

Board of Directors, the American Board of Oral Implantology
Board of Directors, the American Academy of Impldnt Dentistry
Research Foundation

Past Presidents Representative to the Executive Council, American
Academy of Implant Dentistry :

Secretary-Harvard Odontological Society

President, The American Board of Oral Implantology
President-Elect-Harvard Odontological Society

President -Harvard Odontological Society

Executive Committee- Harvard Odontological Society



Major Com.nnttee Ass1gnmcnts

1978 Advisory Committee on Endosseous Implants, American Dentdl
Association, Chicago, Illinois

1982 Chairman, Nomenclature Commitiee, American Academy of Irpplant
Dentistry

1983 Chairman, Education Commiitee, American Academy of Implqnt
Dentistry

1984-1993 Chairman, Committee on Specialization, American Academy ﬁf
Implant Dentistry 3

1987 Education Committee, American College of Prosthodontics !

1988-1989 Scientific Investigation Committee, Greater New York Academy of
Prosthodontics

1988- Ad Hoc Committee on Implants, American College of Prosthodonucs

1990 National Dental Implant Registry, Federation of Prosthodontxc‘
Organizations, Representative |

1990 Organizing Committee American College of Oral i

Implantology/American Association of Dental Schools, Nat:onal
Conference of Dental Educators for Curriculum Guidance for | N

Predoctoral Implant Dentistry

1995-1996 Scientific Investigation Committee, Greater New York Acaderpy of
Prosthodontics ‘

1997-1998 Ad Hoc Subcommittee on Learning Lunches- Academy of |
Osseointegration ‘

1999- Public Relations Committee- Academy of Osseointegration 1

2003 Chairman, Local Arrangements Committee — Academy of |
Osseointegration !

2004 Oral Session Chairman, Implantology Research-Immediate Lq.admg,

Annual Session, International Association for Dental Research
2006~ Co-chairman-Section on Immediate Loading, 2006 Workshop on the

State of the Science of Implant Dentistry, Academy of i

Osseointegration ]

|
i
!
t
|

Community Service Related to Professional Work

1995- Troop 182 Committee, Wellesley, Massachusetts, Boy
Scouts of America 1
Editorial Boards: l
1979 Ad Hoc Reviewer, Journal of the American Dental Association
1979 Ad Hoc Reviewer, Journal of Biomedical Materials Research |
1979 Ad Hoc Reviewer, Journal of Prosthetic Dentistry
1980 Ad Hoc Reviewer, Journal of Dental Research

1980-2006 Member, Journal of Oral Implantology
1988-1994  Assistant Editor, Journal of Oral Implantology
1989-1995 Member, Clinical Oral Implants Research
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Office of the Insurance Commissioner
June 16, 2009
Page 2 '

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agr e’ement”_). :
Pursuant to-the Merger Agreement, at the Effective Time (as defined in the:
Merger Agreement), Merger Sub will merge with and into FinCor, with FmCor

surviving as a direct, wholly-owned subsidiary of the Applicant,

A copy of the Merger Agreement is included.as an exhibit to the
enclosed Application, Biographical affidavits for the directors and executive
officers of the Apphcant are included as an exhibit to the Application. In add:mon,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged‘ for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The résults of the background checks will be provided to the
Commissioner by Owens Online, Inc. ‘ |

: |
) -

- The information contained in Exhibit J to the Application an& in
the “Supplemental Personal Information™ portion of the biographical aﬁidavxts
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Comn:ussnoner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
- of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.




Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,

Wesbuct M Bhuo_

Robert J. $llivan

Enclosures

ce: Janice W. Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kiﬁdinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP



PS|Ship - FedEx Label

Page 1. of 2

From; Orgin ID: NYCA (212)735-3000 Ship Dale: 16JUND3

H. Matihew Crusey , FedEzz. Aciwgt: 1 LB

Skadden, Arps,Slale, Meagher&FlomLLP s CAD: 8553429.2'%9?0200
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241h Floor Delivery Address Bar Code

New York, NY 10036

CDI200805102124

SHIPTO: (360)725-7211 BILL SENDER Ref# 01507000014H. Matthew Crusey
Ron Pastuch %o;ce #

Insurance Commissioner of the Dopt#

5000 Capitol Blvd SE
Tumwater, WA 985014426

RELEASE:#: 3785346

1. Fold the first printed page in half and use as the shipping label.
2. Place the iabel in a waybill pouch and affix it to your shipment so
that the barcode portion of the label can be read and scanned.

3. Keep the second page as a receipt for your records. The receipt
contains the terms and conditions of shipping and information
useful for tracking your package.
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutunal)
101 Arch Street
Boston, Massachusetts 02110-1129
In connection with the above-named entity, I herewith make representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
1.  Affiant’s Full Name (Initials Not Acceptable). Peter Thomson Robertson
2.  a Areyouacitizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3. Affiant's Occupation or Profession. Attorney
4. Affiant’s business address. 210 Melrose Street, Newton, MA 02466
Business telephone. 617-527-0011 '

5.  Education and Training;

Collese/ University City/ State Dates Attended (MM/YY) Degree Obtained
University of Virginia Charlottesville, VA 1963-1966, 1969-1970 AB

Graduate Studies; College/ University City/State. ~ Dates Attended (MM/YY) Degree Obtained
Boston College Law School Boston, MA 1970-1973 ID

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained

N/A

(Note; If affiant attended a forcign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information,)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11



Applicant Name (Company) Medical Pm!essigg" al Mutual Insurance Company NAICNo. 10206
FEIN:

04:2595783
6.  List of memberships in professional societies and associations.
Name of Address of Telephone Number
Society/Association Contact Name Societv/Association f Society/Associati
NONE

7.  Present or proposed position with the applicant entity. Director

8.  List complete employment record for the past twenty (20) years, whether compensated or oi&herwise (up to and

including present jobs, positions, parmerships, owner of an entity, administrator, manager, m directorates or

officerships). Please list the most recent first. Attach additional pages if the space provided is i

|
i

necessary to provide telephone numbers and supervisory information for the past ten (10) years,
List.
Beginning/Ending
Dates (MM/YY) 1998 - Present Employers’ Name ProSelect National Insurance Company, Inc.
Address 2999 North 44® St Suite 250  City Phoenix State/Province  AZ
Country USA Postal Code 85018 Phone  Offices/Positions Held Director
Supervisor / Contact
Beginning/Ending

Dates (MM/YY) 1998 — Present Employer’ Name RightFind Technology Company, LLC
Address210 Melrose Street City Newton  State/Province MA

Country USA Postal Code 02446 Phone Offices/Positions Held Founder,
Supervisor / Contact

Beginning/Ending

Dates (MM/YY) 1998 - Present Employers® Name RightFind Auto Inc., c/o Peter T, Robertson

Address 210 Melrose Street City Newton State/Province MA

i
|

cient, It is only
Also See Attached

Member

Country USA Postal Code 02466 Phone Offices/Positions Held Founder, Directt:)r, Clerk

Supervisor / Contact

Beginning/Ending
Dates (MM/YY) 1996-Present  Employers’ Name ProSelect Insnrance Co.

Address 101 Arch St City  Boston State/Province MA
Country USA Postal Code 02110 Phone Offices/Positions Held Director

Supervisor / Contact

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Comopany) Medical Professional Mutual Insurance Company NAICNo. 10206

9, a
b.
10. List

FEIN: 04-2595783

Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details,

Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

any professional, ocoupational and vocational licenses (inclnding licenses to sell securities) issued by any public

or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing anthority or regulatory body having jurisdiction over the license (s) issved.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable ag your SSN, then write SSN for that portion of the professional license
pumber that is represented by your SSN. (For example, “SSN”, “12-8§N-345" or “1234-SSN™ (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/lssuer of License of Bar Overveers — Address 99 High St.
City Boston State/Province Commenvwealth of MA. Boston Country USA Postal Code 02110

License Type License to Practice Law License # 422740 Date Issued (MM/YY)_12/1973
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known _(617) 728-8780

Orpganization /Issuer of License Address

City State/Province Country Postal Code
License Type __ License# Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  In responding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever;

a.

©2000-2009

Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NQ

Had any occupational, professional, or vocational license or pennit you hold or have held, been subject to any
Jjudicial, administrative, regulatory, or disciplinary action? NO

Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO

National Association of Insurance Commissioners September 23, 2008
3 FORM 11
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. IQJ 206

12.

13.

©2000-2009 National Association of Insurance Commissioners

FEIN; g‘ 2595783

g. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanéntly, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulahng the business of insurance, securities or banking, or from carrying out any ﬁartmular practice or
practices in the course of the business of insurance, securities or baoking? NO ;

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, Lraach of trust, or a
financial dispute? NOQ |

i. Had a finding made by the Comptroller of any state or the Federal Government that )j: have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Government? NO

j. Had a lien or foreclosure action filed against you or any entity while you were associated with that entity?

NO |

If the response to any question above is answered “Yes”, please provide details mcludpg dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropnatc

List any entity subject to regulation by an insurance regulatory authority that you control dxre¢ﬂy or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common control with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirgctly, owns, controls,

holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the votmg securities ofany

other person. f
|
NONE

If any of the stock is pledged or hypothecated in any way, give details. N/A

Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneﬁcxally ‘
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulatlon by an insurance |
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a speclﬁc qerson, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control |
with, the person specified, If the answer is “Yes”, please identify the company or comipanies in which the

cumulative stock holdings represent 10% or more of the ontstanding voting securities. NO ‘

If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

4

September 23, 2008
FORM 11
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
14.  Have you ever been adjudged a bankrupt? NO If yes, provide details

15. To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO.

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankrupicy proceeding, state ingolvency, supervision or any other similar proceeding)?
NO

c. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinery action? NQ

Note: If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive

and an explanation provided.
Dated and signed this _ 2o day of Juow 200 at _Tofestlzeal) 1 hereby certify under
@‘ acting on my own behalf, and that the foregoing statements are true and correct to the best of my
(Slgnature of Affiant)
State of __ 7HA County of
The foregoing instrument was acknowledged before me this -5 rd day of} @gc , 2007 By
and:

[ who is personally known to me, or
|1 who produced the following identification:
s E “monion | (L ous Becgen
- @ﬁ”&ﬁmﬂ'ﬁﬁfﬁﬂ"mu ae Lotyse SBffqlm

Printed Notary Name
__,@QLLLLL

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insarance Company

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

(Print or Type)

NAIC No.
FEIN:

|
i
!
|

i
{
{
I
\
1
{

|
i
!

10206

04-2595783
i

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory al.}lthomy

| ,
Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129

1.  Affiant’s Full Name (Initials Not Acceptable). Peter Thomson Robertson
2.  Have you ever used any other name including nickname, maiden name or aliases?
any, if none indicate such, and provide the full name(s) and date(s) used.
Beginning/Fnding Name(s)

Date(s) Used (MM/Y'Y)

-

Reason (If None, indicate such)

NO  If yes, give the reaéon if

Note:  Dates provided in response to this question may be approximate. Parties using this form understand that there could
be an overlap of dates when transitioning from one name to another,

3.

4.

Affiant’s Social Security Number ||| ]

Government Identification Number if not a U.S. Citizen

Foreign Student ID# (if applicable)

Date of Birth: MM/DDYY) [l tace of Birth: City Cineinnati
State/Province Ohio Country USA

Name of Affiant’s Spouse (if applicable) Cathie Robertson

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Company) Medical Professionsl Mutual Insurance Company NAIC No. 10206
FEIN: 04-2595783

8.  List your residences for the last ten (10) years starting with your current address, giving: -

Beginning/Endi
Dates State/

MM Address _ City Province Co Postal Code
1978 — Present

Note:  Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an ovetlap of dates when transitioning from one address to another,

Dated d sgoed i A ot June 000 & PoMutual I hereby certify

tIamauhngonmyownbehalf, and that the foregoing statements are true and correct to the best

(Signature of Affiant)
State of W County of
The foregoing instrument was acknowledged before me this L? rd day of ﬁnL ,200 ‘7 By
and:

E/who is personally known to me, or

[0 who produced the following identification;

. S\ CLAIRE LOUISE BERGIN _ %‘ﬁm &?”“
[SEAL] @ Notary Public

COMMONWEALTH OF MASSACHUSETTS .
My Commission Explres April 08, 2013 Ay, w (224 Sﬂ. g lﬂ

E ‘PnntedNotZE Namt’
My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Compan NAIC No. 10206

FEIN: 04—"‘-25 5783

i
1

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (Al state.m except California,
Minnesota and Oklahoma)

This Disclosure and Authorization is provided to you in connection with pending or future apphcatxon(s) of ProMutual or
an affiliate (“Company™) for licensure or a permit to organize (“Application™) with a department of i msurance in one or more
states within the United States. Company desires to procure a consumer or investigative cdnsumer report (or
both)(“Background Reports”) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“Affiant™) of Company or of any business entities affiliated with
Company (“Term of Affiliation™) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain mformatnon bearing onr your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent feqmred by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as conﬁdennalJ,

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CRA”) that produccc
them. You may also request more information about the nature and scope of such reports by submlttmg a written request to
Company. To obtain contact information regarding CRA or to submit & written request for more ﬁnformauon, contact
ProMutnal Group, Legal Department, 101 Arch Street, Boston, MA, 02119, 800-225-6168. ‘

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” ;

AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and l#nderstand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant, I authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law. ;

|

I understand that I may revoke this Authorization at any time by delivering a written revocation tp Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve ( 2) months following
the date of my signature below,

A true copy of ﬂns Disclosure and Authorization shall be valid and bave the same force and effect as the signed original.

Peter, Thomson Robertson,
N7 W L, so01

(Signature) (Date)

state of N County of_W

The foregoing instument was acknowledged before me this ( zﬂ day oszm 20 57 By .

Lutrn #pbeiion, e

Z/who is personally known to me, or

(1 who produced the following identification:

B CLAIRE LOUISE BERGIN // éuue M
[SEAL] Notary Public Notary
COMMONWEALTH OF MASSACHUSENTS ¥ g
My Commission Expires Apili 08, 28233 ’ - c
Printed Notary

i My C%ﬁ ission Expires

©2000-2009 National Association of Insurance Commissioners
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| Question 8

2008-present

1998-present

1998-present

1998-present

1996-present
1996-present

1995-present

1995-present

1994-2001

1995-present

1992-1995

1990-present

1996-1997

Hospitality Mutual Insurance Company
95A Turnpike Road

‘Westborough, MA 01581

ProSelect National Insurance Company, Inc.,
2999 North 44® Street, Suite 250,
Phoenix, AZ 85018

RightFind Technology Company, LLC,
210 Melrose Street
Newton, MA 02466

RightFind Auto Inc., c/o Peter T. Robertson,
210 Melrose Street, Newton, MA 02466

ProSelect Insurance Co., 101 Arch Street,
Boston, MA 02110

ProMutnal Insurance Agency, 101 Arch Street,
Boston, MA 02110

Medical Malpractice Reinsurance Plan,
95A Turnpike Road, Westborough, MA 01581

ProMutual Group, Inc., 101 Arch Street,
Boston, MA 02110

Premier Insurance Company,
10 Chestnut Street, Worcester, MA 01608

Medical Professional Mutual Insurance Co.,
101 Arch Street, Boston, MA 02110

Massachusetts Medical Professional Insurance
Association (MMPIA), 101 Arch Street,
Boston, MA 02110

Self, 210 Melrose Street, Newton, MA 02466

Summit Insurance Company, 235 Promendale,
Suite 117, Providence, RI 02908

Director, Clerk

Founder,
Member

Founder,
Director,
Clerk

Director
Director

Mem. Of
Governing
Committee
Director
Director
Director
Director

Attorney &
Consultant*

Director



1995-1996 | ;
400 Huntington Avenue, Boston, MA 02115 P&‘ofessor
1985-1990 Massachusetts Division of Insurance - | |
80 Friend Street -~ Commissioner & '
Boston, MA 02114 : 3
o Dep.
1980-1984 Massachusetts Securities Division
One Ashburton Place, Boston, MA 02108
1979-1980 Massachusetts General Court, Committee on Ins.
State House, Boston, MA 02133
1977-1979 Massachusetts Division of Insurance
100 Cambridge Street, Boston, MA 02108
* Contact to verify self-eraployment:
James Borke

617-542-7722

Northeastern University School of Law,  Adjunct

»




SKADDEN, ARPS, SLATE, MEAGHER & FLOM LLP

RECEIVED

FOURTIMES SQUARE
NEW YORK I0Q36-6522

TEL: {212) 735-3000
FAX: {212) 735-2000

FIRM/AFFILIATE OFFICES

BOSTON
CHICAGO
HOUSTON
LOS ANGELES
PALD ALTD

SAN FRANCISCO

www.skadden.com WASHINGTON, D.C.

JUN 17 2008 ———
INSURANGE COMMISSIONER erussrts
COMPANY SUPERVISION CONFIDENTIAL  vonoen:
June 16, 2009 SINGAPORE

SYDNEY
TOKYO
TORONTO
VIENNA

'VIA FEDERAL EXPRESS OVERNIGHT

Insurance Commissioner of the
State of Washington

5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J, Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, 2
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer™). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company
(“FinCor™).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



Office of the Insurance Commissioner
June 16, 2009
Page 2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement”).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application. Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information™ portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server 5A - MSW



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,

m &Jbbap W
Robert J. $ullivan

Enclosures

cc:  Janice W. Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP
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NAICNo. 10206
04-2595783

Applicant Name (Company) Medical Professional Mutual Insurance Company
FEIN:
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)
Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being

required (Do Not Use Group Names).
Medical Professional Mutual Insurance Coropany (d/b/a ProMutual)

101 Axch Street

Boston, Massachusetts 02110-1129
In connection with the above-named entity, I herewith roake representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF

ANSWER IS “NO” OR “NONE,” SO STATE.
Affiant’s Full Name (Initials Not Acceptable). Philip Edward McCarthy

1.
2. & Are youa citizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?

Affiant’s Occupation or Profession, Surgeon
Affiant’s business address. 8§25 Washington St., Suite 270, Norwood, MA 02062

Business telephone. (781) 769-0500
BS

5.  Education and Training:
City/ State Dates Aftended (MM/IYY)
Amn Arbor, M1 1951-1955
Dates Attended MM/YY) btain
MD

Collepe/ Universi
Uniiversity of Michigan
ien: College/ University City/ State
Boston, MA 1955-1959
Dates Attended (MM/YY)_ Degree/Centification Qm#'
Surgical Residency /

Graduate Studies;
Tufts University School of Medicine
Dates Attended

ity/ State
1959-1964

Other Training: Name
Brighton, MA

St. Elizabeth Hospital
(Note: If aﬁ'iant atnende‘d a foreign school, please provide full address and telephone number of the collegefuniversi
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affi

Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners
1
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Applicant Name (Company) Medieal Professional Mutual Insurance Company

NAIC No. | 10206

FEIN: + 04-2595783
6. Listof memberships in professional societies and associations. | ‘
Name of Address of Telephone Number
Society/Association Contact Name Society/Association of Society/Associstion
: 515 North State St, 800-621-8335
American Medical Assoc Chicagoe, TL 60610
MA Medical Society 860 Winter ST, Waltham 781-893-4610
Woods Corporate i
Center,Waltham, MA
02451
American College of 633 North St. Clair St, 312-202-5000
Surgeons Chicago, 11 60611
Plymouth County
Medical Society
11300 West Olympic Blvd,
SAGES Suite 600, Los Angeles, 310-437-0544'
CA, 90064 '
Society  of General PO Box 4334, Englewood, *
Surgeons CO, 80155 303-771-5948
Boston Surgical Society
New England Surgical 900 Cummings Center,
Society Suite 221-U, Beverly, MA 00278330

01915

7. Present or proposed position with the applicant entity, Director

8.  List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, parmerships, owner of an entity, administrator, manager, operator, du'ector?;es or
officerships). Please list the most recent first. Attach additional pages if the space provided:is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years. See Attached List

Beginning/Ending

Dates (MM/YY) - Employer’s Name

Address City

State/Province

Postal Code Phone

Country
Supervisor/ Contact ___

Offices/Positions Held

Beginning/Ending

Dates (MM/YY) - Employer's Name

Address City

State/Province

Country Postal Code Phone

Supervisor / Contact ___

Offices/Positions Held

Beginning/Ending

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Company) Medical Professional Mutual Insnrance Company NAICNo. 10206
FEIN: 04-25957,

Dates (MM/YY) - Employer’s Name

Address B City State/Province

Country Postal Code Phone Offices/Positions Held

Supervisor / Contact ___

Beginming/Ending

Dates (MM/YY) - Employer's Name

Address City State/Province

Country Postal Code Phone Offices/Positions Held

Supervisor / Contact ___ ‘

9. a Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details, NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governinenta] licensing agency or regulatory authority or licensing authority that yon presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-SSN-345" or “1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License _Commonw of Board of Registration in Medicine Address 200 Harvand Mil Square, Sts. 330

City Wakefield State/Province MA Country USA Postal Code 01880

License Type Medical License License# 26292 Date Issued (MM/YY) 1959
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known _ (781) 876-8200

Organization /Issuer of License Address

City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was scaled or expunged, an affiant may respond “no” to the question. Have you ever:

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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) |
Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. ;
l

12.

13,

©2000-2009 National Association of Insurance Commissioners

FEIN: 0_2.153.

a. Been refused an occupational, professional, or vocational license or permit by any regtﬂatury authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have h#ld, been subject to any
judicial, administrative, regulatory, or disciplinary action? NO

¢. Been placed on probation or had a fine levied against you or your occupational, professiQnal, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO |

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offensé;:s? NO

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than é:ivil traffic offenses?

f Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s other than civil traffic
offeases? NO l

g. Been subject to a cease and desist letter or order, or enjoined, either temporari]y or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law of law of another country,
regulating the business of insurance, securities or banking, or from carrying out any particular practice or
practices in the course of the business of insurance, securities or banking? NO

h. Been, within the last ten (10) years, a party to any civil action involving dxshonest* breach of trust, or a
financial dispute? NO

i. Had a finding made by the Comptroller of any state or the Federal Government that‘ you have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, 011 that you have violated
any rale or regulation lawfully made by the Comptroller of any state or the Federal Govemment? NO

j- Had a lien or foreclosure action filed against you or any entity while you were assoclaied with that entity?
i

NO

If the response to any question above is answered “Yes”, please provide details mcludmg dates, locatxons
disposition, etc. Attach a copy of the complaint and filed adjudxcatlon or settlement as appropnate

H
l

List any entity subject to regulation by an insurance regulatory authority that you control difecﬂy or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common control with”) means the
possession, direct or indirect, of the power to direct or canse the direction of the management and policies of a
person, whether through the ownership of voting securitics, by contract other than a commelreial eontract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or mqlrectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the votmg securities of any
other person. ‘

\
NONE :
If any of the stock is pledged or hypothecated in any way, give details, N/A.

Do [Will] you or members of your immediate family individually or cumulatively subscn“be‘ to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regl‘ilation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific: person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is!under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the

cumulative stock holdings represent 10% or more of the outstanding voting securities. NO
If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

T
!

|

1
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

14.  Have you ever been adjudged a bankrupt? NO If yes, provide details

15.  To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events ocenr
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or cetificate of authority by any regulatory authority, or Governmental-
licensing agency? NOQ

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptey proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢. Been placed on probation or had a fine levied against it or against ity permit, license, or certificate of authority
in any civil, criminal, administrative, regnlatory, or disciplinary action? NO

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive

and an explanation provided.

Dated and signed this 37 d day of JUH® 200V et _ Beplutral I hereby certify under
penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my
knowledge and belief.

State of m County of
The foregoing instrument was acknowledged before me this Jﬂ day of Jure 008 9 By
b and:

¥ whois personally known to me, or

[] who produced the following identification:

S ;
CLAIRE LOUISE BERGIN . ‘
@ Nolary Public Meé@?ﬁ.—

ok

COMMONWEALTH OF MASEACHUSETTS :
[SEAL] My Commission Expites Aprl 08, 2013 Z 2 . : Notary 2 % \
e - / i
., Printed Nao Name
Z Mg Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN: ,
1
|

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

t or e

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this bmgraphlcal statement is bemg
required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129

I
i
1
i
1
|
i
|
|

1. Affiant’s Full Name (Initials Not Acceptable). Philip Edward McCarthy

§
|
1
|
i
\
|

2.  Have you ever used any other name including nickname, maiden name or aliases? _ NO __ ffyes, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used.
\

Beginni ndin, Name(s) Reason (If None, indicate such)
Date(s) Us

i
|
|
1
\
|
|
|

1
1
1

-

Note:  Dates provided in response to this question may be approximate. Parties using this form undersmnd that there could
be an overlap of dates when transitioning from one name to another.

l
i

3. Affiant’s Social Security Number _ 1

4, Government Identification Number if not a U.S, Citizen

5.  Foreign Smdent ID# (if applicable)

6. DateofBirth: MM/DD/YY) I Piace of Birth: City Brockton
State/Province MA Country USA

7.  Name of Affiant’s Spouse (if applicable) Jean McCarthy !

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Company) Medical Professional Muntnal Insurance Company NAICNo. 102
_ FEIN:  04-2505783

8 List your residences for the last ten (10) years starting with your current address, giving:

Bepinning/Endi
Dates State/
dres Ci Province Coun
1974 - present

Note:  Dates provided in response to this question may be approximate, except for current address, Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Deted and signed this __ 3% dayof Jugls 2002 u _Pollluttia/ I hereby certify
under penalty of perjury that I am acting on may own behalf, and that the foregoing statements are true and correct to the best
of my knowledge and belief

State of W Comty of _M_
The foregoing instrument was acknowledged before me this 37 day of Jrtl 2009 By
and:

& "who is personally known to me, or

[0 who produced the following identification:

CLAIRE LOUISE BERGIN
Notary Pubiic
j @ OMMONWEALTH os Muacﬂusensj_m W

[SEAL] My Commiselan Explres April 08, 207
Printed Nomty N e
ol
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 4-2 95783

\
DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND ‘REPORTS (4ll staiﬁ except California,
Minnesota and Oklahoma)

This Disclosure and Authorization is provided to you in connection with pending or fature apphcanon(s) of ProMutual or

an affiliate (“Company”) for licensure or a permit to organize (“Application”™) with a department of méurance in one or more

states within the United States. Company desires to procure a consumer or investigative consumer report (or

both)(“Background Reports™) regarding your background for review by a department of insurande in any state where .

Company pursues an Application during the term of your functioning as, or seeking to function as, an bfﬁcer, member of the

board of directors or other management representative (“Affiant™) of Company or of any business enutxes affiliated with -
Company (“Term of Affiliation”) for which a Background Report is required by a department of mg.urance feviewing any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your

character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto, To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential,

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CRA™) that produces.
them. You may also request more information about the nature and scope of such reports by submitting a written request to'
Company. To obtain contact information regarding CRA or to submit a written request for more information, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 300-225-6168,

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”

AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and understand the above,
Disclosure and by my signature below, I consent to the release of Background Reports to & deparnnent of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide informatxon concerning
me to cooperate fully by providing the requested information to CRA retained by Company for pusposes of the foregomg
Background Reports, except records that have been erased or expunged in accordance with law.

I understand that I may revoke this Authorization at any time by delivering a written revocatlou to Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or xs; preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of
(i) the expiration of the Term of Affiliation, (ii) wntten revocation as described above, or (iii) twelve (12) months following
the date of my signature below,

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original.

{

Tunt 3,007
(Date)

i
i
\
|

o ,
The foregoing instrument was ackmowledged before me this 3 re day of M 20 02 By
. and

[ who is personally known to me, or

1
|
]
l
\

(] who produced the following identi

....._._.__

[SEAL]

S _&MM@
rinted Notary Name

/7/0/1 /S F0)3
! My Commission Expires

©2000-2009 National Association of Insurance Commissioners
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Question 8

1998-present

1996-present

1996-present

1995-present

1992-present

1966-present

ProSelect National Insurance Company, Inc.,
2999 North 44% Street, Ste. 250,
Phoenix, AZ, 85018

ProMutual Insurance Agency
101 Arch Street, Boston, MA 02110

ProSelect Insurance Company
101 Arch Street, Boston, MA 02110

ProMutual Group, Inc.
101 Arch Street, Boston, MA 02110

Medical Professional Mutual Insurance Company
101 Arch Street, Boston, MA 02110

Self, 825 Washington Street, Norwood, MA 02062

* Contact to verify self-employment:

Joan Schmidt

Medical Staff Manager
Caritas Hospital

800 Washington Street
Norwood, MA 02062
(781) 769-2950

Director

Director

Director

Director

Surgeon*



SKADDEN, ARPS, SILATE, MEAGHER & FLOM LLP
FOUR TIMES SOQUARE

- FIRM/AFFILIATE OFFICES

NEW YORK 10036-6522 aGsTON
HECEEVED TEL: (212) 7353000 . HoUSTON
FAX: (212) 735-2000 L‘i’,ifo" ifrl': s
SAN FRANCISCO
JUN 17 2009 i skadgen.cem mgHnGToN o
INSURANCE COMMISSIONER | | Bnusseis
COMPANY SUPERVISION CONFIDENTIAL HZ§§§§£G
"PARIS
June 16, 2009 SINGAPORE
T TDgYO
VIA FEDERAL EXPRESS OVERNIGHT VIENNA
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr, Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutnal medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) secking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner™) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor”).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub™), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly~-owned



, ’Oﬁce, of the Insurance Commissioner o N {
June 16, 2009 : ‘~
Page 2 '

‘subsidiary of FmCor date;d as of June 3, 2000 (the “Merger Agrgemen ”)
Pursnant to the Merger Agreement, af the Effective Time (as defined in- the
Merger Agreement), Merger Sub will merge with and into FinCor, Wlth Fm Cor
surviving as a dxrect whollymwncd subsidiary of the Apphcant ;o

A copy-of the Merger Agteement is included as an exlubxt to the
enclosed Application, Biographical affidavits for the directors and executive

~ officers of the Applicent arc ncluded as an exhibit to the Application. In addition, R

finger print cards and a check in the amount of'$197 are being provided under -
 separate cover to the Commissioner. Finally, we have arranged for Owens Onlife,
Inc. to conduct backgronnd checks for the directors and executive officers of the
Applicant. The results of the background checks wﬂl be prowded tothe

Commissioner by Owens Online; Inc

The mformatmn contained in Exhibit J to the Apphcatlon and in
the “Supplemcntal Personal Information” portion of the biographical affidayits,

which are attached to the APPhcatwn as Bxhibit X, is of a personal nature thatis S

not otherwise available to the public and is being submitted to the Commissioner

in confidence. Such information should be afforded. confidential treatment and is S

being provided with the express understanding that the confidentiality of such -

- informgtion will be safeguarded and the directors and executive officers to whom S -
 such information retates will be protected from any. and all unwarranted invasions 0 T
of personal privacy pursuant to all applicable provisions of law, including but mot o ho

hm:ted to, Rewsed Code of Washington Sccuons 42.56.070 and 42 56. 230

715403-New York Server SA - MSW




Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter, Please contact us if you have any
questions or require any additional information.

Sincerely,
Cobuct LB
Robert J. Sullivan

Enclosures

cc:  Janice W. Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP
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4 Times Square E Account: S

24h Floor Delivery Address Bar Code

QR
SHIP TO: (360)725-7211 BILL SENDER Ref#  01507000014H. M atthaw Crusey :

Ron Pastuch invoice #

Insurance Commissioner of the Pt

5000 Capitol Bivd SE
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1. Fold the first printed page in half and use as the shipping label.
2. Piace the iabei in a waybill pouch and affix it to your shipment so
that the barcode portion of the label can be read and scanned.

3. Keep the second page as a receipt for your records. The receipt
contains the terms and conditions of shipping and information
useful for tracking your package.

http://dc1msvm370.ad.skadden.net/index.php 6/16/2009



Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN: 04-2593783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telepbone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names),

Medical Professional Mutual Insurance Company (d/b/a ProMutnal)

101 Arch Street
Boston, Massachusetts (02110-1129

In connection with the above-named entity, I herewith make representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF

ANSWER IS “NO™ OR “NONE,” SO STATE.
1.  Affiant’s Full Name (Initials Not Acceptable). Richard Gordon Hayes

2. a Areyou acitizen of the United States? Yes

b. Are you a citizen of any other country, if so, what country?
3. ' Affiant’s Occupation or Profession. Accountant
4,  Affiant’s business address. 101 Arch Street, Boston, MA 02110
Business telephone. 617-428-9827

5.  Education and Training:

College/ University City/ State Dates Attended (MM/YY) Degree Obtained
University of Cape Town University Private Bag 3770 - 11/75 BA
Rondebosch
Cape Town, 7700, South Africa
Telephone: 69-4351
Graduate Studies: College/ University City/ State Dates Attended Degree Obtained
N/A
Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained
N/A

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university, If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit

Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11



Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No, :10206

FEIN: 04-2595783
6.  List of memberships in professional societies and associations. i‘
' Name of Address of Télcnhone Number
Society/Association Contact Name Society/Association of Society/Association
Property Casualty Steve Broadie 2600 South River Road, 847-297-7800
Insurers Association of Des Plaines, IL 60018
America

7. Present or proposed position with the applicant entity. Controller

i

|
1
i

8. List complete employment record for the past twenty (20) years, whether compensated or otherwnse (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, omhtor, directorates or
officerships), Please list the most recent first, Attach additional pages if the space provided is insufficient. It is only
necessary 1o provide telephone numbers and supervisory information for the past ten (10) years. See Attached List

j
Beginning/Ending |
Dates (MM/YY) 9/97 - present Employer's Name Medical Professional Mutual Insurance Company |

Address 101 Arch Street City Boston  State/Province MA

|
Country USA Postal Code 02110 Phone 617-428-9827 Offices/Positions Held Assistant Controller & Controller
Supervisor / Contact Jobn J. Donchue, CFO
Beginning/Ending
Dates (MM/YY) 7/86-9/97 Employer’s Name Liberty Mutual Group

Address 175 Berkeley St City Boston State/Pravince MA |
\
Country USA Postal Code 02117 Phone 617-357-9500  Offices/Positions Held Manager - Accountmg Policy and
Regulatory Reporting, Manager — Corporate Accounting ,

Supervisor / Contact Dennis J. Langwell

Beginning/Ending !

Dates (MM/YY) - Employer’s Name
Address City State/Province '
Country Postal Code Phone Offices/Positions Held 'j

Supervisor / Contact ___

Beginning/Ending

Dates (MM/YY) - Employer’s Name g

Address City State/Province

Country Postal Code Phone Offices/Positions Held

©2000-2009 National Association of Insurance Commissioners Sei:tember 23,2008
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Applicant Name (Company) Medical Professional Mutual Insurance Companv NAICNo. 10206
FEIN: 04-2595783
Supervisor / Contact ___

9. a. Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details.

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past, For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
pumbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional licensg
number that is represented by your SSN. (For example, “SSN”, “12-S8N-345" or “1234-S85N" (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License Address

City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known

Organization /Issuer of License Address

City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a. Been refused an occupational, professional, or vocational license or permit by any regulatory anthority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinary action? NO

¢. Been placed on probation or had a fine levied against you or your occupational, professionel, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

12

13.

FEIN: 142595783
|

f. Had adjudication of guilt withheid, bad a sentence imposed or suspended, had pronmmé:cment of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NQ

2. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from viclating any federal, state law or law of another country
regulating the business of insurance, securities or banking, or from carrying out any Fam'cular practice or
practices in the course of the business of insurance, securities or banking? NO i

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a
financial dispute? NO !

i ‘

i. Had a finding made by the Comptroller of any state or the Federal Government that ypu have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Government? NO

j. Had a lien or foreclosure action filed against you or any entity while you were associated with that entity?
NO ;
S z

§

If the response to any question above is answered “Yes®, please provide details including dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate.
|

j
|
]

|
i
i

List any entity subject to regulation by an insurance regulatory authority that you control direqhy or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common control with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official posit’?on with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the v?ting securities of any
other person. |

]
NONE - |
|
]

If any of the stock is pledged or hypothecated in any way, give details. N/A

Do {Will] you or members of your immediate family individually or cumnlatively subscribe 10 or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities, NO

If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

|
i

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

14, Have you ever been adjudged a bankrupt? NO If yes, provide details

15.  To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rebabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
NO

c. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive

and an explanation provided.
Dated and signed this gth, day of 200%at __%_,_M_ﬂ‘__ 1 hereby certify under
penalty of perjury that I am acting on my own be. that the foregoing statements are frue and correct to the best of my
knowledge and belief.

LY

(Signamle ff Affiant)

State of /14554 Chu ce&’S coumtyor SUFFo|K

> -~
ze foregoing instrument was acknowledged before me this 53/“ dayof JuUne 20 07 _ my
Charo Hagl S uma:

& who is personally known to me, or

[0 who produced the following identification: W Z
8 . .‘b ‘:A""' . - . - (S v/
My Expiren

[SEAL] Notary Public
Printed Notary Name
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo, 10206

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

int or

|
i
|
1

|
|

t—

0412595783

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory aqir.hoﬂty

Full Name, Address, and telephone number of the present or proposed entity under which this blogmphxcpl statement is being
required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutnal)
101 Arch Street
Boston, Massachusetts 02110-1129

1.

2.

Begi

Affiant’s Full Name (Initials Not Acceptable). Richard Gordon Haves

ndi Name(s)

Date(s) Used (MM/YY)

i

i
4

Reason _(If None, indi uch)

1‘
l
!
|
Have you ever used any other name including nickname, maiden name or aliases? _ NO_ If yes, give the reason if

any, if none indicate such, and provide the full name(s) and date(s) used.

h
|

I

'
1
1
.

i
1
{

h
I

Note:  Dates provided in response to this question may be approximate. Parties using this form unders

be an overlap of dates when transitioning from one name to another.

3.

4.

Affiant’s Social Security Numberjj| G

Government Identification Number if not a U.S. Citizen

-
}

Foreign Student ID# (if applicable)

Date of Birth: (MM/DD/YY)
State/Province MA Country

Name of Affiant’s Spouse (if applicable) Luella Ann Haves

©2000-2009 National Association of Insurance Commissioﬁers

+zmd that there could
i
|
lace of Birth: City Beverly
{
|
September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

2=aur

FEIN: 04-2595783

8.  List your residences for the last ten (10) years starting with your current address, giving:

eginning/Endin,
Dates State/

Address Ci royince Co Postal Code
12/94 — Present

Note:  Dates provided in response to this question may be approximate, except for current address, Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this gé dayof_%umL_ ,2009 at _B@L'_Mﬂ- 1 hereby certify
under penalty of perjury that I am acting on Ry own behalf, and that the foregoing statements are true and correct to the best
of my knowledge and belief,

4

(Bighdture of Affiant)

state of 2.5SaChused S County of SUEFIIK

/
The foregoing instrument was acknowledged before me this 3‘”‘ dayof Junt 20 0 7 By
W p Mayes , and:

m/who is personally known to me, or

(3 who produced the following identification:

[SEAL] € CATHERINE M. GORMAN Notary Public
[ st Printed Notary Name
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN:  04:2505783

|

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (A4l states except California,

Minnesota and Oklahoma) |
This Disclosure and Authorization is provided to you in conmection with pending or future applicaﬁon(s) of ProMutual or
an affiliate (“Company”™) for licensure or a permit to organize (*“Application”) with a department of insurance in one ot more
states within the United States. Company desires to procure @ consurmer of investigative consumer report (or
both)(“Background Reports™) regarding your background for review by a department of insurance jn any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an oﬁicer, member of the
board of directors or other management representative (“Affiant™) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of msufance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain 1nformat10n bearing on your
character, general reputation, personal characteristics, mode of living and credit standing, The purpose bf such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as conﬁdenﬁal,‘

You may obtain copies of any Background Reports about you from the consumer reporting agency (“*CRA™) that produces
them. You may also request more information about the nature and scope of such reports by submitting a written request to
Company, To obtain contact information regarding. CRA or 10 submit a written request for more mformatwn, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168. j

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” |

AUTHORIZATION: I am currently an Affiant of Company us defined above. I have read and ynderstand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law, “

I understand that I may revoke this Authorization at any time by delivering a written revocation tb Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparmg Background
Reports under this Disclosure and Aunthorization. This Authorization shall remain in full force and effect until the earlier of
(i) the expiration of the Term of Affiliation, (i) written revocation as described above, or (iif) twelve ( 2) months following
the date of my signature below. ,

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as thc{ signed original.

|
e T E—
_Mm&?% /8 /o7

L f((Date)
State of MA MA County of Sdfﬁ'/k

J
’ |
|
The foregoing instrument was acknowledged before me this 55 , 07 day of 1t//nd 20 27 By
1

Chaco L/awzs and

E@o is personally known to me, or
[J who produced the following identification: ‘?
4
e . (fuacz«\,__

[SEAL] Nmary Public
Pnntc,‘d Notary Name:
My Cox:iumission Expires
©2000-2009 National Association of Insurance Commissioners % September 23, 2008
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SKADDEN, ARPS, SLATE, MEAGHER & FLOM LLP
FOUR TIMES SQUARE

FIRM/AFFILIATE OFFICES

NEW YORK 10036-6522 i
HECEgVED TEL: (212) 735-3000 :gxﬂcsﬁ%?q
FAX: (2!2) 735-2000 Lii:gigfs .
www.skadden.com “f"'“ IF:AN;'S‘;C’
JUN 17 2009 e
INSURANCE COMMISSIONER snucerls
COMPANY SUF’ERWSION CONFIDENTIAL Hggégés ©
MUNICH
June 16, 2009 ‘;on
VIA FEDERAL EXPRESS OVERNIGHT RN
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer™). In addition, we have enclosed a compact disc
containing & copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor”).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



" 715403-New York Server 5A - MSW _ B R

‘; "_dff_-i‘cc_e of the Insurance Commissioner
. “June 16,2009 -

Page 2 SO - SRS £

- subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement™).
-+ Pursuant to the Merger Agreement, at the Effective Time (as defined in the' -
. -Merger Agrcement) Merger Sub will merge with and into FinCor, with FmCor

~surviving as a dnrect, wholly-owned subsidiary of the Apphcant : :

A copy of t.he Merger Agreement is mcluded as an exhlblt to the
enclosed Application. Biographical affidavits for the directors and executive

officers of the Applicant are included as an exhibit to the Application. . In addltion, o
. finger print cards and a check in the amount of $197 are being provided inder =~
~ separate cover io the Commissioner. Finally, we have arranged for Owens Onhne,,_
.~ Inc. to conduct background checks for the directors and executive officers of the = -

~ Applicant. The results of the background checks wﬂl be provided to the |

Commxssmner by Owens Onlme, Inc. | L

' The information contained in mblt to the Apphcatmn and in
the “Suppl emental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature thatis -
not otherwise available to the public and is being submitted to the Commissioner

in conf dence. ‘Such information should be afforded confidential freatment and 18’

being provided with the express understanding that the conﬂdentlahty of such

_ information will be safeguarded and the directors and executive officers to whom

such information relates will be protected from any and all unwatranted invasions-
of personal privacy pursuant to all applicable provisions of law, including but not
hmlted to, Revised Code of Washmgton Sec’nons 42.56. 070 and 42.56. 230



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,

Robert J. Sullivan

Enclosures

cc:  Janice W. Allegretio, Esqg.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq., \
Warner Norcross & Judd LLP



PS|Ship - FedEx Label

From:  Origin ID; NYCA (212)735-3000
H. Matthew Crusey

Skadden, Arps,Slale,Meagher&FlomLLP
4 Times Square

241 Floor

New York, NY 10036
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Ship Dals: 16JUNDS
Actwpt: 1LB

CAD: 8554262/WBUSD200
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SHIPTO: (360)725-1211 BILL SENDER
Ron Pastuch
Insurance Commissioner of the

5000 Capitol Blvd SE
Tumwater, WA 985014426

Ref#  01507000014H. Matthew Crusey
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1. Fold the first printed page in half and use as the shipping label.
2. Place the label in a waybill pouch and affix it to your shipment so
that the barcode portion of the label can be read and scanned.

3. Keep the second page as a receipt for your records. The receipt
contains the terms and conditions of shipping and information
useful for tracking your package.

http://dc1msvm370.ad.skadden.net/index.php

6/16/2009
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Applicant Name (Company) Medical Profegsional Mutual Insarance Company NAICNo. 10206
FEIN: 04-2593783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory anthority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names),

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129
In copmection with the above-named entity, I herewith make representations and supply information about myself as
hereinafter set forth, (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
1. ' Affiant’s Full Name (Initials Not Acceptable). Richard Joseph Matteis
2. a Areyou acitizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3.  Affiant’s Occapation or Profession. Retired
4,  Affiant’s business address, Retired
Business telephone. Retired

5.  Education and Training:

College/ Univesity City/ State Dates Attended (MM/YY) Degreg Obtained
College of the Holy Cross ‘Worcester, MA 1954-1958 BA
Graduate Studies: College/ Univeysity City/ State Dates Attended (MM/YY) MM@Q
Yale University New Haven, CT 1958-1960 Masters in Industrial Admin,
Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained

{Note: I affiant attended a foreign school, please provide full address and telephone mamber of the collegeAmiversity. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
6.  List of memberships in professional societies and associations. |
Name of Address Telephone Number
Society/Association Contact Name Soriety/Association Society/Association
: 203-869-4684
President — Milbrook 61 Woodside Dr, i
Corporation Greenwich, CT, 06830 i
One Lafayette Court 203-869-2221
Greenwich, CT 06830 j
Board Member- United 1
Way i,
258 Jewett Ave 203-416-1363
Board Member ~ Inner Bridgeport, CT 06606 !
City Foundation |
Leadership Council - 259 East Putnam Ave 203-869-6501
YWCA Greenyich, CT Greenwich, CT 06830 |

7.  Present or proposed position with the applicant entity. Director

;

8.  List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first, Attach additional pages if the space provided is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years. See Attached List

' ]
Beginning/Ending |
Dates (MM/YY) - Employer’s Name
Address City State/Province |
Country Postal Code Phoue Offices/Positions Held J(_
Supervisor / Contact _ :
|
Beginning/Ending {
Dates (MM/YY) - Employer’s Name i
Address City State/Province 1
Country Postal Code Phone Offices/Positions Held ___|
i
Supervisor / Contact __ _ |
i
Beginning/Ending %
Dates (MM/YY) - Employer’s Name _;
Address City State/Province |
Country Postal Code Phone Offices/Positions Held ‘
i
Supervisor / Contact ___ l
|
Beginning/Ending {
Dates (MM/YY) - Employer’s Name
\
Address City State/Province L
©2000-2009 National Association of Insurance Commissioners §eptember 23, 2008
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Applicant Name (Company) Medical Professional Mutnal Insurance Company NAICNo. 10206

Country

Supervisor / Contact ___

FEIN: 04-2595783
Postal Code Phone Offices/Positions Held

Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details.

Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the lLicense (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
nymbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN, (For example, “SSN”, “12-88N-345" or “1234-SSN™ (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License Address

City State/Province _ Country Postal Code
License Type License # Date Issued MM/YY)

Date Expired MM/YY) Reason for Termination

Nor-insurance Regulatory Phone Number (if known

Organization /Issuer of License Address

City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no™ to the question. Have you ever:

a.

Been refused an occupational, professional, or vocational license or permit by any regulatory anthority, or any
public administrative, or governmental licensing agency? NO

Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinary action? NO

Been placed on probation or had a fine levied against you or your o¢cupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

Been charged with, or indicted for, any criminal offense(s) other than civil waffic offenses? NO

Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

©2000-2009 National Association of Insurance Commissioners 3 September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN:  D2sps7Rs

f  Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) ogher than civil traffic
offenses? NOQ ,

g Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanéntly, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulating the business of insurance, securities or banking, or from carrying out any parucula.r practice or
practices in the course of the business of insurance, securities or banking? NO |

h. Been, within the last ten (10) years, a party fo any civil action involving dishonesty, Pmch of trust, or a
financial dispute? NO |

i. Had a finding made by the Comptroller of any state or the Federal Government that ycjm have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Govemjnent? NO

j.  Had a lien or foreclosure action filed against you or any entity while you were associated w:th that entity?
NO x

If the response to amy question above is answered “Yes”, please provide details mclud.\ng dates, locations, .

disposition, etc. Attach a copy of the complaint and filed adjudlcauon or settlement as appmpnate

I

1
|
|
T
{

12.  List any entity subject to regulation by an insurance regulatory authonty that you control directly or indirectly. The

term “control” (including the terms “controlling,” “controlled by” and “under common control with”) means the

possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commer¢ial contract for goods

or non-management services, or otherwise, unless the power is the result of an official posmon with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,

holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the #otmg securities of any

other person,

;
i
I

NONE

j
A

o
\

If any of the stock is pledged or hypothecated in any way, give details. _N/A

13. Do [Will] you or members of your immediate family individually or cumulatively subscribe ‘to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance

regulatory authority, or its affiliates? An “affiliate™ of, or person “affiliated” with, a specific person, is a person that .
directly, or indirectly through one or more mtexmedlanes, controls, or is controlled by, or isunder common control

with, the person specified. If the answer is “Yes”, please identify the company or compames in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NO ;

If any of the shares of stock are pledged or hypothecated in any way, give details. g
N/A

©2000-2009 National Association of Insurance Commissioners i September 23, 2008‘
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

14.  Have you ever been adjudged a bankrupt? NO If yes, provide details

15.  To your knowledge has any company or entity for which you were an officer or director, trustee, investment
commitiee member, key management employee or controlling stockholder, had any of the following events ocour
while you served in such capacity? If yes, please indicate and give details, When responding to questions (b) and (c)
affiant should also include any events within twelve (12) momntbs after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptey proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note: If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanatwn provided.

Dated and signed tnis___( 3/’ dayof Jure 2007 o _ Lo fHetlleal. 1 berchy certify under

penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my

: W)
State of M County of J

The foregoing instrument was acknowledged before me this ¢ 34* I gayot SZZ&’ 2009 By
and:

7 who is personally known to me, or

ary public ‘
MMO‘;‘\!?E‘ALNVOF mssmmsm:: . ‘
c:v commistion Expites gl 05, 20 |

[0 who produced the following i

[SEAL] ' Notary Public '
/e (ouSC )
Printed Notary Ni
April S~ 3012
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Compeimy) Medical Professional Mutual Insurance Company NAICNo. 10206
i

| FEIN: 04-2595783
| BIOGRAPHICAL AFFIDAVIT
“ Supplemental Personal Information

!
|
| int or 3
I
!
!

| !
To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, andf telephone mumber of the present or proposed entity under which this biographical statement is being
required (Do Not Use Gr‘\oup Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutual)

101 Arch Street !
Boston, Massachasetts 921 10-1129

|
1. Affiant’s Full N’fme (Initials Not Acceptable)._ Richard Joseph Matteis

. |
2. Have you ever used any other name including nickname, maiden name or aliases? __NO__If yes, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Endi

EI Name(s) R None, indicate such
Date(s) Used MM/YY) |

|
|
|
t
|
|
s
!
|

i
|
i
i
i
!

Note:  Dates provided il';l response to this question may be approximate, Parties using this form vnderstand that there could
be an overlap of dates when trapsitioning from one name to another.

i
3. Affiant's Social Security Number || NN
t

4,  Govemnment Ideﬂﬁﬁmﬁon Number if not a U.S, Citizen

|
5. Foreign Student ID# (if applicable)
I

|
6. Date of Birth: D/YY) q_Place of Birth: City New Haven
State/Province Conmnecticut Country USA

\
7  Name of Aﬂ:‘lant’is Spouse (if applicable) Vilma Matteis

©2000-2009 National Assbciation of Insurance Comrnissioners September 23, 2008
| 6 FORM 11

!
!
\
!
|
t
i
;

|
|



Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. . 10206
FEIN: 04-2505783

8.  List your residences for the last ten (10) years starting with your current address, giving:
Dates State/

d i ce oun Postal
5/1975-Present

Note;  Dates provided in response to this question may be approximate, except for cutrent address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this (’»""’ day of \JUne, , 2009 _at ?«MK&M/ I hereby certify
under penaltyof perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best

)
State of m County of

—

The foregoing instrument was acknowledged before me this 3 day of M_, 2009 By
and:

D(hois personally known to me, or
(0 who produced the following identification:

| LOUISE BERGIN . i
(ﬁ CLA'!‘%E'%I."J ::Eslsifcnusm %‘m @ﬂ/
[SEAL) N o maon trsves o a6, 1013 § N I
M -z , / r-)
Printed Notary Name”
el g0/

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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J
Applicant Name (Company) Medical Professional Mutual Insarance Company NAIC No, i0206
- FEIN: 04:2595783
DISCLOSURE. AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (4% statés except California,
Minnesota and Oklahoma)

This Disclosure and Authorization is provided to you in connection with pending or future apphcatlod(s) of ProMutual or |

an affiliate (“Company”) for licensure or a permit to organize (“Application”) with a department of insurance in one or more

states within the United States, Company desires to procure a consumer or investigative ¢onsumer report (or

both)(“Background Reports”) regarding your background for review by a department of msurancq‘ in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an oﬂ-‘ncer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation™) for which a Background Report is required by a department of instrance reviewing any

Application. Background Reports requested pursuant to your authorization below may contain mformquon bearing on your .

character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as conﬁdenﬁa,‘l

You may obtain copies of any Background Reports about you from the consumer reporting agency (“ ") that produces

them. You may also request more information about the nature and scope of such reports by submlttmg a written request to

Company, To obtain confact information regarding CRA or to submit a written request for more mformanon, contact

ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168. 1
i
!
AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide mformatxon concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purpgses of the foregoing

Background Reports, except records that have been erased or expunged in accordance with law. “

1 understand that I may revoke this Authorization at any time by delivering a written revocation t{) Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background

Attached for your information i3 a “Summary of Your Rights Under the Fair Credit Reporting Act.”

Reports under this Disclosure and Authorization. This Authorization shall remain in full force and efféct until the earlier of |

(i) the expiration of the Term of Affiliation, (i) written revocation as described above, or (iii) twelve ( 12) months following
the date of my signature below. !

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the; sxgned original,

Soppivinres I
m Juqr \jv 2007
(Sigpature) ate)
State ot‘ County of _ML)

The foregmng insqument was ackmowledged before me this (5 day of M 20(22

, and

|

|

|

1

(A who is personally known to me, or |

[0 who produced the following identi mo— |
CLAIRE LOUISE BERGIN ) ' 28
Notary Public
[S ] COMMONWEALTH OF MMASSACHUSETTS

My Commission Eapires Aprt 05, 2013 (’ / d ,'/ g NOW Pub ‘ ’\
‘ - Printed Eotary Namg

Hprit S,30173
My Ccfmnussxon Expires

©2000-2009 National Association of Insurance Commissioners
8

Septembcr 23,2008
FORM 11




«f

Question 8

2003 — Present

2001 - Present
2001 - Present
2001 - Present

2001 - Present

2001 - Present

1998 - 2003

1997-1998
1995-1997

1991-1995
1983 ~ 1991
1972 — 1983

1969 — 1972

Retired

Medical Professional Mutual Insurance Co., Director.

101 Arch St., Boston, MA 02110 |

" ProMutual Group, Inc. Director
~ 101 Arch St., Boston, MA 02110 |

ProSelect Insurance Co., Director

101 Arch St., Boston, MA 02110
ProSelect National Insurance Co., Director
2999 N, 44" Street, Ste 250, @

Phoenix, AZ 85018 ‘_
ProMutual Insurance Agency Inc., - Director

101 Arch St., Boston, MA 02110 ‘

AXA Financial/Equitable Life Assurance - ExecutiveVice
1290 Avenue of the Americas President

New York, NY 10104 - ‘1

Chase Manhattan Corp. Group Executive,
1166 Avenue of the Americas Global Services
New York, NY 10036

Chemical Bank ‘Group Executive
423 Canal St Geoserve

New York, NY 10013 3
Manusactarers Hanover Exec. Vice President
1166 Avenue of the Americas ' :

New York, NY 10036

Citibank _ | A
1155 Avemue of the Americas Senior Vice President
New York, NY 10036 ‘ =
Booz, Allen, Hamilton Director of Nationwide
8283 Greensboro Drive Commercial/Industrial -
McLean, VA 22102

Consulting




SKADDEN, ARPS, SLATE, MEAGHER

RECEIVED

FOUR TIMES SQUARE
NEW YORK 10036-6522

TEL: (212) 735-3000
FAX: (212) 735-2000
www.skacden.com

& FLOM LLP

FIRM/AFFILIATE OFFICES

BOSTON
CHICAGOQ
HOUSTON
LOS ANGELES
PALO ALTO
S5AN FRANCISCO
WASHINGTON, D.C.

JUN 1 7 2009 WILWTON
INSURANCE COMMISSIONER smzsets
CQMPANY SUPERVISION CONFIDENTIAL e onooN
June 16, 2009 R

TORYD
TORONTO
VIENNA

VIA FEDERAL EXPRESS OVERNIGHT

Insurance Commissioner of the
State of Washington

5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Washington Casualty Company

Dear.Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application™) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor™).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



-Office of the Insurance Commissioner
June 16, 2009 '
Page 2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement”).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

: A copy of the Merger Agreement is included as an exhibit to the

enclosed Application, Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the
Commissioner by Owens Online, Inc. '

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the CommisSioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230..

715403-New York Server 5A - MSW



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.,
Thank you for your attention to this matter. Please contact us if you have any

questions or require any additional information.

Sincerely,
11

Robert J. ivan

Enclosures

cc: Janice W. Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP



PS|Ship - FedEx Label

From: Orgin ID: NYCA (212)735-3000
H. Matihew Crussy

Skadden, Arps,Slale, Meagher&FlomlLP
4 Times Square

24th Floor

New York, NY 10036

Exprress

[E]

FedEx.

SHIPTO: (360)725-7211
Ron Pastuch
Insurance Commissioner of the
5000 Capitol Blvd SE

Tumwater, WA 985014426

BILL SENDER

' ”,
Jf

i

o —

3

Page 1 of 2
Ship Dete: 16JUNOY
Achgt 1 LB
CAD: BS54262/WRLSO200
ACCOUNt; § #enreesers
Delivery Addrass Bar Code ” I
Ref#  01507000014H. Matthew Crusey |
Invoice #
PO#
Dept #
RELEASE#: 3785346
WED - 17JUN AA
oy 791230521910  STANDARD OVERNIGHT
98501
XH OLMA SEA
. SEA

A

e e e o am Er . ar am EN e em R e o A oA e o S e e

1. Fold the first printed page in half and use as the shipping label.

Place the label in a waybill pouch and affix it to your shipment so

that the barcode portion of the label can be read and scanned.

Keep the second page as a receipt for your records. The receipt

contains the terms and conditions of shipping and information
useful for tracking your package.

http://de1msvm370.ad.skadden.net/index.php

6/16/2009



Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)
Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being

" required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129
In connection with the above-named entity, 1 herewith make representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” 50 STATE.
1.  Affiant’s Full Name (Initials Not Acceptable). Richard William Bréwer
2. a.  Areyouacitizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3. Affiant’s Occupation or Profession. President and CEQO
4.  Affiant's business address. 101 Arch Street, Boston, MA 02110
Business telephone, 617-526-0202 '

5.  Education and Training:

College/ University City/ State Dates Attended (MM/YY) Degree Obtained
Fairfield University Fairfield, CT 9/65- 5/69 BA

Gragduate Studies: College/ University City/ State. Dates Attended (MM/YY) Degree Obtained

University of Bridgeport Bridgeport, CT 9/71 ~5/73 MBA

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained

(Note: .If affiant attended a foreign school, please provide full address and telephone number of the college/university, If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
| FORM 11



Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

6.  List of memberships in professional societies and associations.

Name of Address of Telephone Number
Society/Association Contact Name Society/Association of Socie:y/Assocxangg_

None

|
i
|
]
i
|
|
|

7.  Present or proposed position with the applicant entity. President and CEO

8.  List complete employment record for the past twenty (20) years, whether compensated or oﬂjperwise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first. Attach additional pages if the space provided is mdufﬁclent. It is only
necessary to provide telephone numbers and supervisory mformanon for the past ten (10) years. See Attached List

Beginning/Ending

Dates (MM/YY) - Employer’s Name

Address City State/Province

Country Postal Code Phone Offices/Positions Held
Supervisor / Contact ___

Beginning/Ending ‘
Dates (MM/YY) - Employer’s Name ‘
Address City State/Province

Country Postal Code Phone Offices/Positions Held

Supervisor / Contact ___

Beginning/Ending

Dates (MM/YY) - Employer's Name j
|

Address City State/Province

Country Postal Code Phone Offices/Positions Held

Supervisor / Contact ___

Beginning/Ending

Dates (MM/YY) - Employer’s Name ;

Address City State/Province j

Country Postal Code Phone Offices/Positions Held i

©2000-2009 National Association of Insnrance Commissioners FLeptember 23,2008
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Applicant Name (Company) Medical Professional Mutual Iusurance Company NAICNo. 10206
FEIN: 04-2595783

Supervisor / Contact __

9. a. Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details,

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-8SN-345" or “1234-SSN" (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License NONE Address

City State/Province Country Postal Code

License Type License # Date Issued (MM/YY)

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known

Organization /Issuer of License Address

City State/Province Country Postal Code
License Type__ License # Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a, Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatoty, or disciplinary action? NO

¢. Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

e, Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil wraffic offenses?

©2000-2009 National Association of Insurance Commissioners September 23, 2008
3 FORM 11



Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206

12,

©2000-2009 National Association of Insurance Commissioners

FEIN: 04-2595783

i
f. Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronomcément of a sentence

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO !

g. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanéntly, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulating the business of insurance, securities or banking, or from carrying out any particular practice or
practices in the course of the business of insurance, securities or banking? NO i '

|

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a

financial dispute? NO j
i

i. Had a finding made by the Comptroller of any state or the Federal Government that yol,x have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Govemn#ent? NO

j»  Had a lien or foreclosure action filed against you or any entity while you were associated wi:th that entity?
NO 3
If the response to any question above is answered “Yes”, please provide details includir“xg dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate.
\

List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common control with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person, Control shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person.

NONE

1f any of the stock is pledged or hypothecated in any way, give details. N/A

Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a person that
directly, or indirectly through one or morg intermediaries, controls, or is controlled by, or is unqer common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NO !

If any of the shares of stock are pledged or hypothecated in any way, give details.
N/A

eptember 23, 2008
FORM 11
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1

Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
14.  Have you ever been adjudged a bankrupt? NO If yes, provide details

15.  To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committes member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by amy regulatory authority, or Govermmental-
licensing agency? NQ

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptey proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this gt day of Mg 208t P Mitel@tall | ey cenify under

penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my
knowledge and belief.

%4/( 0. P

(Signature/of Affiant)

State of W County of M

The foregoing instrument was acknowledged before me this 8 7 day of ng__ , 20 QZ By

and:

B who is personally known to me, or

[ whe produced the following identification;
N £ LOUISE BERGIN i ‘
cmr‘l%tow P“‘gfcmsms ;
COMMONWEALIK OF MASSACHUSETS | ¢
[SEAL) My Caramission Expire . Notary Pub g
l

. Printed Notary Nam
Ml 5295
My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 102b6
FEIN: 04-2595783

|
BIOGRAPHICAL AFFIDAVIT :
Supplemental Personal Information

(Print or Type)

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names). ‘

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129
1. Affiant’s Full Name (Initials Not Acceptable). Richard William Brewer

2. Have you ever used any other name including nickname, maiden name or aliases? _ NO _ If yes!‘, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used. i

1
|
i
|

Beginning/Ending Name(s Reason (If None, indicate such)
Date(s) Used (MM/YY)

Note:  Dates provided in response to this question may be approximate. Parties using this form undexstar{d that there could
be an overlap of dates when transitioning from one name to another.

@
3.  Affiant’s Social Security Numbe_ 3

4, Government Identification Number if not a U.S, Citizen

5. Foreign Student ID# (if applicable)

6.  Date of Birth: MM/DD/YY) [ 2¢¢ of Birth: City Norwich
State/Province Connecticut Country USA

7  Name of Affiant’s Spouse (if applicable) Barbara Brewer

©2000-2009 National Association of Insurance Commissioners September 23,2008
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Applicant Name (Company) Medieal Professiona) Mutual Insurance Company NAICNo. 10206
FEIN: 042595783
8. List your residences for the last ten (10) years starting with your current address, giving:
Beginning/Ending .
Dates State/
(MM/YY)

Address i Province Coun Postal C
12/88 — Present

Note:  Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this 5' L_‘ day of HMne , 2009 _at P/J W I hereby certify

under penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best
of my knowledge and belicf.

(Signatury/of Affiant)

State of %4 County of _M/

The foregoing instrument was acknowledged before me this £ #'day of M_, 2007 By

and:

E/who is personally known to me, or

O who produced the following identification:

6 CLARE LOUSE BERGIN ‘ ‘
Ewoa}\%{iyo: afsls‘fcuusma
OMMO .
[SEAL) Cy Commistion Saplras ABd 08, 2013 Z ; ' Notary Puth P

, Printed Notary Name
Al,,on [ S D03

My Cdmmission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

FEIN: 04-2595783

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (Al states éxcept California,

Minnesota and Oklahoma)

This Disclosure and Autharization is provided to you in connection with pending or fiture applicaﬁon(s)‘ of ProMutual or
an affiliate (“Company") for licensure or a permit to organize (“Application”) with a department of insurance in one or more
states within the United States. Company desires to procure a consumer or mvestxgatxve consumer report (or
both)(“Background Reports”) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“Affiant™) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain informatiqn bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertams thereto, To the extent required by law, the

Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CRA”) that produces
them. You may also request more information about the nature and scope of such reports by submitting & written request to
Company, To obtain contact information regarding CRA or to submit a written request for more information, contact

ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168.

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”

AUTHORIZATION: ] am currently an Affiant of Company as defined above. I have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. T authorize all third parties who are asked to provide infoination concerning

me to cooperate fully by providing the requested information to CRA retained by Company for purpos

Background Reports, except records that have been erased or expunged in accordance with law, }

of the foregoing

1 understand that | may revoke this Authorization at any time by delivering a written revocation to g ompany and that

Company will, in that event, forward such revocation promptly to any CRA that either prepared or is pr

(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12

ing Background

months following

Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effectJuntil the earlier of

the date of my signature below. |

A true copy of this Disclosure and Authorization shall be valid and have the same force and cffect as the siéned original.

Richard William Brewer,

m/(/{). VL oo une 8§, 2009

(Signatugd) (Date)

State of__ﬂ County of _W

The foregoing instrument was acknowledged before me thisé day of _JZAL 200 9 By

and

Q/\:ho is personally known to me, or

4

L] who produced the following identification:

(B monmmon | Lte soreae Lesg.—
e T o B | 2 1 e B, O
¥ .. Printed Notary Nam
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Question 8

DATE

1/01-Present

6/04-Present

10/88-12/00

EMPLOYER and ADDRESS

ProMutual Group, 101 Arch St.
Boston, MA 02110

ProSelect Insurance Company, 101 Arch
Street, Boston, MA 02110

Arbella Mutual Insurance, Company
1100 Crown Colony Dr., Quincy, MA 02269

6

TITLE

President
& CEQ

Director

President
& CEO
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NEW YORK 10036-6522 BOSTON

- CHICAGO
: TEL: {212) 735-3000 HOLSTON
LOS ANGELES
PALD ALTO

FAX: (212) 735-2000
SAN FRANCISCO

JUN 17 2008 i sKadden.com
INSURANCE COMMISSIONER
COMPANY SUPERVISION CONFIDENTIAL ionson
MLANICH
June 16, 2009 5|~GAR;2HE
R SYDNEY
TOKYO
VIA FEDERAL EXPRESS OVERNIGHT TENA
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.
Turnwater, Washington 98501
Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of

Control of Washington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant”), enclosed please find one original and one copy
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application™) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor™).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



Office of the Insurance Commissioner
June 16, 2009 '
Page 2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement™), °
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FmCor
surviving as a direct, wholly-owned subsidiary of the Applicant, :

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application, Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the

Applicant. The results of the background checks will be provided to the |
Commissioner by Owens Online, Inc. :

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a-personal nature that is
not otherwise available to the public and is being submitted to the Commlssmner
in confidence. Such information should be afforded confidential freatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230,

»

715403-New York Server 5A - MSW -



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,

Kbt J o

Robert J. $ullivan

Enclosures

ce: Janice W. Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warmer Norcross & Judd LLP
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1. Fold the first printed page in half and use as the shipping label.
2. Place the label in a waybill pouch and affix it to your shipment so
that the barcode portion of the label can be read and scanned.

3., Keep the second page as a receipt for your records. The receipt
contains the terms and conditions of shipping and information
useful for tracking your package.

hitp://dc1msvm370.ad.skadden.net/index.php
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Applicant Name (Company) Medical Professional Mutual Insurance Coppany NAICNo. 10206
: FEIN: 04-2595783
BIOGRATHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity nnder which this biographical statement is being
required (Do Not Use Group Names),

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street
Boston, Massachusetts 02110-1129
In comnection with the above-named entity, I herewith make representations and supply information about myself as
hereimafter set forth. (Attach addendumn or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
1.  Affiant’s Full Name (Initials Not Acceptable). Robert Paul Powers
2. a.  Areyoua citizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3.  Affiant’s Occupation or Profession. Insurance Agent/Broker
4.  Affiant’s business address. Robert P. Powers Insurance Agency, 10 Institute Road, Worcester, MA 01609
Business telephone. (508) 752- 3701

5.  Education and Training:

College/ Unijversity ‘ City/ State Dates Attended (MM/YY) Degree Obtained
‘Worcester Junior College Worcester, MA 1961-1963 No Degree
Graduate Studies; College/ University, City/ State Dates Attended (MM/YY) Degree Obtained
N/A

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained
N/A

(Note:  If affiant attended a foreign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11



Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No.

FEIN:

6.  List of memberships in professional societies and associations.

Name of
Society/Association

Massachusetts Assoe. of

Contact Name

Address of
Society/Association

1

10206
&] 2595783

§
P
'

ilephone Number

of Societv/Agsociation
137 Pennsylvania Avenne, 800-972-9312

Insurance Agents & Framingham, MA 01701 |
Brokers ‘
Independent Insurance 127 South Peyton St, 800-22 -7917
Agents and Brokers of Alexandria, VA 22314

America

7.  Present or proposed position with the applicant entity. Director

i

1

8.  List complete employment record for the past twenty (20) years, whether compensated or btherwise (up to and
iocluding present jobs, positions, partnerships, owner of an entity, adminisirator, manager,
officerships), Please list the most recent first. Attach additional pages if the space provided is insufﬁcxent. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years. See Attached List

Beginning/Ending
Dates (MM/YY) -

Employer’s Name

Address

City

tor, directorates or

State/Province

Country Postal Code

Supervisor / Contact ___

Phone

Offices/Positions Held

Beginning/Ending
Dates (MM/YY) -

Employer’s Name

Addregs

City

State/Province

Country Postal Code

Supervisor / Contact

Phone

Offices/Positions Held

Beginning/Ending
Dates (MM/YY) -

Address

Ermployer’s Name

City

State/Province

Country Postal Code

Supervisor / Contact

Phone

Offices/Positions Held

Beginning/Ending
Dates (MM/YY) -

Address

Employer’s Name
City

State/Province

Country Postal Code

©2000-2009 National Association of Insurance Commissioners

Phone

Offices/Positions Held
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FORM 11




Applicant Name (Company) Medical Profesgional Mutual Insnrance Company NAICNo. 10206
FEIN: 042595783
Supervisor/ Contact

9. a Have you ever been in 2 position which required a fidelity bond? NO If any claims were made on the bond, give
details,

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10,  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licemsing authority or regulatory body having jurisdiction over the license (8) issned.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more thar five
numbers that are reasonably identifiable as your SSN; then write SSN for that portion of the professional license
pumber that is represented by your SSN. (For example, “SSN”, “12-S8N-345" or “1234-SSN" (last 6 d.lglts))
Aftach additional pages if the spuce provided is insufficient

Orpanization/Issuer of License Division of Insurance  Address One South Station
City _Boston _ State/Province MA Country USA_  Postal Code _02110-2208
License Type Insurance Agency License # _1780256  Date Issued (MM/YY) 12/31/94
Date Expired (MM/YY) 12/09 Reason for Termination

Non-insurance Regnlatory Phone Number (if known

Organization /Issuer of License MA Division of Insurance Address One South Station
City Boston State/Province MA Country USA_Postal Code 02110-2208

License Type Individual Broker's License License# _1722545  Date Issued (MM/YY) 9/68
Date Expired (MM/YY) 3/11 Reason for Termination
Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expinged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinary action? NO

¢. Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regnlatory, or disciplinary action? NO

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
3 FORM 11



Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

12.

13.

FEIN:  04-2595783

f Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronoundement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO :

g Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulating the business of insurance, securities or banking, or from carrying out any particular practice or
practices in the course of the business of insurance, securities or banking? NOQ |

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a

financial dispute? NO !

i. Had a finding made by the Comptroller of any state or the Federal Government that y u bave violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Govm:%nent? NO

!
j. Had alien or foreclosure action filed against you or any entity while you were associated with that entity?
NO 1;

If the response to any question above is answered “Yes”, please provide details including dates, locations,

disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropria]‘w.

1
i
f
1
i
i
I
H
T
{

List any entity subject to regulation by an insurance regulatory authority that you contro} directly or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common contr}ol with™) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person.

If any of the stock is pledged or hypothecated in any way, give details. N/A

i
i
i

Do [Will]] you or metnbers of your immediate family individually or cumulatively subscribe tolor own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulaiion by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under cornmon control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities, NO '

If any of the shares of stock are pledged or hypothecated in any way, give details, i‘
Yes. Robert P, Powers Insurance Agency and Shea & Poor Insurance Inc. j
]

|

|

©2000-2009 National Association of Insurance Commissioners iSeptember 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783
14, Have you ever been adjudged a bankrupt? NQ If yes, provide details

15.  To your knowledge has any company or entity for which you were an officer or director, trustes, investment
committee member, key management eraployee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details, When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
NO

c. Been placed on probation or had e fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NQ

Note: If an affiant has any doubt about the accuracy of an answer, the question should be answemd in the positive
and an explanatton provided.

Dated and signed this___ 37C day of Jitse 2000 fP/MfUAL 1 tercby certify under
penaltyofperjwythalamacungonmyo behalf, and that the foregoing statements are true and correct to the best of my

(Signature of Affiant)

sueof _ ZIM County of

The foregoing instrument was acknowledged before me this J/ d day of M_. 2007 By
and:

F who is personally known to me, or

0 who produced the following identification:

Nt:t*lryl’ubli'g

[SEAL] . otary
é E/z/[c’ lovrse, &/9,‘/)
. Printed Notary Name
Agn /aned 5; ﬁ or3
My ission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN: 04-2595783

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

(Pyint or Type)

i

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory au;thm-ity.

Full Name, Address, and telephone number of the present or proposed entity under which this bxogmphnc{al statement is being

required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutual)
101 Arch Street

Boston, Massachasetts 02110-1129

1.  Affiant’s Full Name (Initials Not Acceptable), Robert Paul Powers

any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Ending Name(s) Reason one, indi h
Date(s) Used (MM/YY)

|
|
|

l

|
|
i
|
2,  Have you ever used any other name including nickname, maiden name or aliases? _ NO _ If yes, give the reason if

-

Note:  Dates provided in response to this question may be approximate, Parties using this form understand that there could

be an overlap of dates when transitioning from one name to another.

TR ———

4, Government Identification Number if not a 1J.S. Citizen

5.  Foreign Student ID# (if applicable)

6.  Dateof Birth: MM/DD/YY) I Place of Birth: City Worcester
State/Province MA Country USA

7  Name of Affiant’s Spouse (if applicable) Mary Ann Powers

©2000-2009 National Association of Insurance Commissioners
6

September 23, 2008 -

FORM 11




Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

8, List your residences for the last ten (10) years starting with your current address, giving:

Beginning/Ending

Dates State/
MM/YY) A Ci Proviny 0] Postal C
1978 — Present

Note:  Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

sol

o Jw , 2002 st &ZW I hereby certify

st of__ 7 comryot _ely o0
The foregoing instrument was acknowledged before me this 3K o day of L]ZM& 20 d? By
and:

Z/Who is personally known to me, or

[1 who produced the following identification:

€ CLAIRE LOUISE BERGIN ‘
WNotary f :Asss:uusms
[SEAL] c:vuéac:mlmn‘:x:nu April 08, 2012 Notary Publi
175 x4
w

7, &Y,
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Com NAICNo. 1 ‘1 06
FEIN: 2595783
!

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (4 states' mept California,
Minnesota and Oklehoma)

This Disclosure and Authorization is provided to you in connection with pending or future apphcaﬁon(%) of ProMnutual or
an affiliate (“Company”) for licensure or a permit to organize (*Application™) with a department of insurance in one or more
states within the United States. Company desires to procure a consumer of investigative consumer report (or
both)(“Background Reports”) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to fanction as, an o icer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business en ies affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of i msufnce reviewing any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluaie the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as couﬁdennal.

You may obtain copies of any Background Reports about you from the consumer reporting agency (“¢RA”) that produces
them. You may also request more information about the nature and scope of such reports by submitting a written request to
Company. To obtain contact information regarding CRA ot to submit a written request for more information, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168. !

i
Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” |
l

AUTHORIZATION: I am cumrently an Affiant of Company as defined above. I have read and l}nderstand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a dzpartment of insurance in any
state where Company files or intends io file au Application, and to the Company, for purpeses of i mvesnganng and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA. retained by Company for pmpq)sas of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law. ]

I understand that I may revoke this Authorization at any time by delivering a written revocation tp Company and that

Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and eﬁ'¢ct until the carlier of

(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (}2) months following
the date of my signature below. |

A true copy of this Disclo an}?thonzatwn shall be valid and have the same force and effect as thq signed original.

_7&;‘1 Paul Powers,
/)%fza June 3, 5007
(Slgmtufe) (Date)

State of County °fM
ThE zegomg instrument  was acknowledged before me this 9’ day of W(@r 0oy By
: and

Q'/who is personally known to me, or

L who produced the following idcnﬁﬁ'g'gﬁa o . .
_ CLAIRE LOUISE BERGIN
i Natary Puplic
[SEAL] i COMMONWEALTH OF MASSACHUSETTS . N Publ l/.,

My Gommission Explros April 08, 2013 /ﬂ(/( 7 e

T

©2000-2009 National Association of Insurance Commissioners ‘ September 23, 2008
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Question 8

2004-present

2002-present

1998-present
-1996-§resem
1996-present
1995-present
1995-present

1978-present

1993-1994

1973-1993

Shea and Poor Insurance, Inc., 292 Park Ave »
Worcester, MA 01609

ProSelect Insurance Company, ProMutual
Group, Inc., ProMutual Insurance Agency, Inc
101 Arch Street, Boston, MA 02110

ProSelect National Insurance Company, 2999
N. 44™ Street, Ste. 250, Phoenix, AZ 85018

ProSelect Insurance Company, 101 Arch Street,
Boston, MA 02110

ProMutual Insurance Agency, 101 Arch Street,
Boston, MA 02110

~ R.P, Powers Insurance Agency, Inc.,
10 Institute Rd., Worcester, MA 01609

-ProMutual Group, Inc., 101 Arch Street, Boston,
'MA 02110

Medical Professional Mutual Ins. Co., 101 Arch
Street, Boston, MA 02110

A.J. Gallagher & Company, 2Westboro Business
Park, Westboro, MA 01581

Stark, Johnson & Stinson, Inc., 32 Franklin St,
.. Worcester, MA 01608

* Contact to verify self-employment;

James E, Griffin, Jr.,, CPA, MST

Griffin & Company, PC

446 Main Street Worcester Plaza

Worcester, MA 01608

Telephone: 508-752-8160 -
508-752-8165

Facsimile: 508-752-8167

President

Treasurer

’ Director
Director

Prestent
| Director

: Area St




Applicant Name (Company) {:,'? Car J—fnfsff?/\qé‘, fe. NAIC No. 55”’
= FEIN: 20~ (3422 L. 5F

BIOGRAFPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

F;-.’i Cay 1‘(‘@[0(}(\54} fe1 .

lp zr5 w. 5¢. Jeseop -&M},

Lenzing s H8G (317) 22214

In connection with the above-named entity, 1 herewith make representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.

1. Affiant’s Full Name (Initials Not Acceptable). ,/Y] “ .’j /,. Yras] H FTia

2. a.  Are you a citizen of the United States? \/ €S

b. Are you a citizen of any other country, if so, what country? Y o

1. Affiant’s Occupation or Profession.

4. Affiant’s business address. {g 2. 1 % W S 3‘05‘:'/;(-\ HW..{ L(&r:o“.’;w%- ¥¥) i

Business telephone. Y- ¥¥i - §3 70

5. Education and Training;

College/ University City/ State Dates Attended (MM/YY) Degree Obtained
ANew Eh;'r]'-a; Univ s :/ , /Lf? ?)’/'7:?{ - _é! o f K.5S. */V’Mrsi,-'.’ij

Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained

Univ. of Detrvi +  Loiw/ /J(’.:}"/D A 8/'5"’7_. - s ®s e O,

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained

(Note:  If affiant attended a foreign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) ¥i 77 C,:y“ Mer{ of .'(qj 5. [ne NAIC No. 35[”
FEIN: - :
9. a Have you ever been in a position which required a fidelity bond? ¥4 £ If any claims were made on the
bond, give details.

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. __ /1

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governimental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN™, “12-SSN-345" or “1234-8SN" (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/issuer of License J¥1 | §3el of WVin o) "Tj‘ Address 0 2 20670

Y SR o W
City LWﬁ 5 :”s;\ State/Province 1?7 ( Country _{/ il Postal Code 7 WCJ ?“ ol ¢
License Type JQ /(:J License # HIpHizs 222 Date Issued (MM/YY)_£ 2 / 0¥
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known Syy-32%57-p55 8

Organization /Issuer of License Sdeift e <F Ih g Address 2 vl Towrnsensd

City L Wit 5.1 State/Province  p71 ¢ Country wusnr Postal Code Y §F35..20r2
rd

License Type Ao ﬁf'ﬁq License# P 3% 2% ¢ Date Issued (MM/YY) 1 / ¥i~

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known) Ho—9LF 1492

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any

public administrative, or governmental licensing agency? y ;
S0

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinary action?

/0

¢. Been placed on probation or had a fine [evied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action?

/70

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? /L'JD

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other thl? civil traffic offenses?

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) ﬁlﬂ &7’ ‘l‘(’()i’#i’i(’\g £ e NAIC No. 35/“

12,

13.

FEIN: A8 ~0423157

f. Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? Fi

g. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulating the business of insurance, securities or banking, or from carrying out any particular practice or
practices in the course of the business of insurance, securities or banking?

o

h. Been, within the last ten {10) years, a party to any civil action involving dishonesty, breach of trust, or a
financial dispute? ﬂ{)

i. Had a finding made by the Comptroller of any state or the Federal Government that you have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Government? y

j. Had a lien or foreclosure action filed against you or any entity while you were associated with that entity?
[

If the response to any question above is answered “Yes”, please provide details including dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate.

List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The
term “control” {including the terms “controlling,” “controlied by” and “under common control with™) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
Or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any

other person.
Nen e

If any of the stock is pledged or hypothecated in any way, give details. AA

Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a persen that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities.

/o
If any of the shares of stock are pledged or hypothecated in any way, give details.

SVA

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) ‘pC;'/? 50)’ Hof;({/\fj.f, !/1 T NAIC No. 55/ //

FEIN: __20-04dd<T

14.  Have you ever been adjudged a bankrupt? /] ¢ Ifyes, provide details

15.  To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency?

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?

¥

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? /’(/’ o

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this 22 day of Jw 20£2at Cﬁm soere  JN ¢ 1 hereby certify under
penalty of perjury that I am acting on my own behalf, and that the foregoing statemerfts are true and correct to the best of my
knowledge and belief.

“Pts,

(Sifnature of Affiant) /

State of \ County of Ed Tz
~dd
The foregoing instrument was acknowledged before me this _ 729" day of A‘ﬂ ,200F By

and:

E/who is personally known to me, or

[] who produced the following identification:

[SEAL]

y Commission Expires

Kimberly Anne Bailey
Notary Public of michigan
Shiawassee County

Expires 06/29/2013
Acting in the County of

©2000-2009 National Association of Insurance Commissioners September 23, 2008
5 FORM 11



Applicant Name (Company) _ /771 CC'Y He fot f'y‘jil. Jae . NAIC No. 5 3/ [ /
FEIN: d0-04d20SY

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

(Print or Type)

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Fin Cor Hof didgs, Ine.
le 2)ys™ W. St Jese b Moy
T
Linzime sni 05€)7 ST7 525 lof G5

1.  Affiant’s Full Name (Initials Not Acceptable).

2. Have you ever used any other name including nickname, maiden name or aliases? xc S If yes, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Ending Name(s Reason (If None, indicate such)

Date(s) Used (MM/YY)

ifey . iofs® My Lyna [amﬁ-e-’7 Mmai dem Ham e
) } N

Note:  Dates provided in response to this question may be approximate. Parties using this form understand that there could
be an overlap of dates when transitioning from one name to another.

. Affanes Social securiey Numter [N

4. Government Identification Number if not a U.S. Citizen Aot <

5. Foreign Student ID# (if applicable) Mo e

6.  Date of Birth: (MM/DD/YY) _P]ace of Birth: City Sa 410 W/
State/Province ¥M . tbid 543~ Country bUs /4 7

7 Name of Affiant’s Spouse (if applicable) Danef| Marea Uesel

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) }i/{ Cov H77 (l/ »ﬂxﬁ’ s fne. NAIC No. 53/ / ,
FEIN: 20~ 04 d-5X

8. List your residences for the last ten (10) years starting with your current address, giving:

Beginning/Endin
Dates State/
(MM/YY) Address City Province Country Postal Code

== —

03|50 - 05 s

Note:  Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another,

Dated and signed this Z 2 day of jme ,200 7 at Laz 5.5, N ( I hereby certify
under penalty of perjury that I am acting on my own behalf, and that the foregoing stateffients are true and correct to the best
of my knowledge and belief

~F e,

_/ (Signature of Affiant)

State of 7% Mé?ﬂ,w County of %

The foregomg instrument was acknowledged before me this 2 2 o day % 20 09 By
2220%3 ZZA&¢5£ , and:

@/who is personally known to me, or

[ who produced the following identification:

[SEAL] 7 Notary Public

K omberdes Anne  Ba; 455 )
rinted Notary Name

o0k 29/2013

"My Commission Expires

Kimberly Anne Bailey
Notary Public of michigan
Shiawassee County
Expires 06/29/2013
Acting in the County of _$;

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) ]E'T/] (JD/ )?‘k‘d[ /\ﬂj j ﬂc . NAIC No. 55{ / / 30 e

FEIN:

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (A/l states except California,
Minnesota and Oklahoma)
v Wi el

This Disclosure and Authorization is provided to you in connection with pending or future application(s) of }” nts [msert
company name](“Company”) for licensure or a permit to organize (“Application”) with a department of insurance in one or
more states within the United States. Company desires to procure a consumer or investigative consumer report (or
both)(“Background Reports”) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CRA”) that produces

them. You may also request more information about the nature and scope of such reports by submitting a written request to

Company. To obtain contact information regarding CRA or to submit a written request for more information, contact
|insert company’s designated person, position, or department, address and phone].

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”

AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and understand the above
Disclosure and by my signature below, [ consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law.

I understand that I may revoke this Authorization at any time by delivering a written revocation to Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) months following
the date of my signature below.

A true copy of this Disclosure and Authorizatior shall be valid and ha e same force and effect as the siened original.
P’me L. Msul

(Printed

W f/ﬂu/ u &/ZZ/DG

/ (Signature) {Date)
g
State of M I; County on é I&

nd
The foregoing instrument was acknowledged before me this 22 day of June 20 07 By
MO\(\’I U(&u) ,and

%vho is personally known to me, or

[0 who produced the following identification:

[SEAL] .. : - ; otary Public
Kimberly Anne Bailey ! j ‘ / I f_] 6 . l
Notary Publi of jvichigan
OSt:?aw:s;Cee Count;g rinted Notary Name —b

Expires 06/29/2013 © /29 [Z01 3
} Acting in the County of = My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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FEIN: 30- 0423257

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (Minnesota and Oklahoma) Amff LI
This Disclosure and Authorization is provided to you in connection with pending or future application(s) of ‘)',‘ cm:nsert
company name](“Company”) for licensure or a permit to organize (“Application”) with a department of insurance in one or
more states within the United States. Company desires to procure a consumer or investigative consumer report (or
both)(“Background Reports™) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

Applicant Name (Company) ‘F:/\ CD[ }'\JY)‘d ;/?] :l:/‘(‘ . NAIC No. J3l ()

You may request more information about the nature and scope of Background Reports produced by any consumer reporting
agency (“CRA™) by submitting a written request to Company. You should submit any such written request for more
information, to [insert company’s designated person, position, or department, address and phone].

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” You will be provided
with a copy of any Background Report procured by Company if you check the box below.

By checking this box, I request a copy of any Background Report from any CRA retained by Company, at no
extra charge.

AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and understand the above
Disclosure and by my signature below, 1 consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law.

I understand that I may revoke this Authorization at any time by delivering a written revocation to Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) months following
the date of my signature below.

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original.
Ml L. sl T

(Printed Full Name and Residence Address)

%W b[z2z]0%

(Signature) ' 7 (Dafe)
State of l‘_’t_[ County of E b_@

The foregoing instrument was acknowledged before me this 2 2”’0 day ofJum , 20 09 By

?jéam[ & 2(555 { , and
who is personally known to me, or

[1 who produced the following identification:

WW%

. ; bli
[SEAL] Kimberly Anne Bailey E /g . be/ a Public ‘ ’/

Notary Public of luchigan

Shiawassee County P/m ed Notary Name
Expires 06/29/2013 Q) Qj 24/ 20/3
ww&g&;@%ﬁ; " My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) E Al %@rj Qoldfﬁﬁs T - NAIC No. 2211
FEIN: Z20-0Y2 225 ¢

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (California)

£
This Disclosure and Authorization is provided to you in connection with a pending application of Fr W[gﬁ:l{ﬁ:am ;ﬁ'y}ﬂ K

name}(“Company™) for licensure or a permit to organize (“Application™) with a department of insurance in one or more
states within the United States. Company desires to procure a consumer or investigative consumer report {or
both}“Background Reports™) regarding your background for review by any department of insurance in such states where
Company is currently pursuing an Application, because you are either functioning as, or are seeking to function as, an officer,
member of the board of directors or other management representative (“Affiant") of Company or of any business enfities
affiliated with Company (“Term of Affiliation™) for which a Background Report is required by a department of insurance
reviewing any Application. Background Reports will be obtained through [insert name of CHA,
address|(“CRA"). Background Reports requested pursuant to vour authorization below may contain information bearing on
your character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such
Background Reports will be to evaluate the Application and your background as it pertains thereto, To the extent required by
law, the Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may request more information about the nature and scope of Background Reports produced by any consumer reporting
agency (“CRA™) by submitting a written request to Company. You should submit any such written request for more
information, to [insert company's designated person, position, or department, address and phone].

Attached for your information is a *Summary of Your Rights Under the Fair Credit Reporting Act.” You will be provided
with a copy of any Background Report procured by Company if vou check the box below.

[0 By checking this box, I request a copy of any Background Report from any CRA retained by Company, at no
extra charge.

Under section 1786.22 of the California Civil Code, you may view the file maintained on you by the CRA listed above. You
may also obtain a copy of this file, upon submitting proper identification and paying the costs of duplication services, by
appearing at the CRA in person or by mail; you may also receive a summary of the file by telephone. The CRA is required to
have personnel available to explain your file to you and the CRA must explain to you any coded information appearing in
vour file. If you appear in person, vou may be accompanied by one other person of your choosing, provided that person
furnishes proper identification.

AUTHORIZATION: I am currently an Affiant of Company as defined above. | have read and understand the above
Dhisclosure and by my signature below, 1 consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purpeses of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law.

I understand that I may revoke this Authorization at any time by delivering a written revocation to Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. In no event, however, will this authorization remain in effect beyond twelve
{12) months following the date of my signature below,

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original.
ad:) £y L. Asel
ull Name and Residence €55
PPz, W Glez)ag

/ (Signawre) {Date)
State of M County of _83',’:@,-)
The foregoing instrument was acknowledged before me  this 2 day ﬂfS_LLﬂ(_, 20 ¢ !E By

ﬂ’!ﬂfa L_-farsen ! and

ﬂ/hc is personally known to me, or

[ who produced the following identification: : i
[SEAL] S r :tE %m Public 6} Eéa

Rimaz 3y drna Dallay

. Motary Puc of i.chigan I d Notar:.f WName
azimn e C s»’es e _,;% JE. i tﬁd‘y Comrmssmn Expires
@2000-2009 Mational Association of Insurance Ccnmrmssmners September 23, 2008
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INSURANCE COMMISSIONER snisssle
COMPANY SUPERVISION CONFIDENTIAL H§§§§§£G
’ MLLNICH
June 16, 2009
: B TOKYO
VIA FEDERAL EXPRESS OVERNIGHT oA
Insurance Commissioner of the
State of Washington
5000 Capital Blvd.

Turnwater, Washington 98501

Attention: Mr. Ronald J. Pastuch
Holding Company Manager

Re:  Form A Statement Regarding the Proposed Acquisition of
Control of Waghington Casualty Company

Dear Mr. Pastuch,

On behalf of Medical Professional Mutual Insurance Company, a
mutual medical liability insurance company domiciled in the Commonwealth of
Massachusetts (the “Applicant™), enclosed please find one original and one copy .
of a Form A Statement Regarding the Acquisition of Control of or Merger with a
Domestic Insurer (the “Application”™) seeking the approval of the Insurance
Commissioner of the State of Washington (the “Commissioner”) pursuant to the
requirements of 48.31B.015 of the Washington Insurance Code, for the proposed
acquisition of control by the Applicant of Washington Casualty Company, a
property and casualty insurance company domiciled in the State of Washington
(the “Domestic Insurer”). In addition, we have enclosed a compact disc
containing a copy of the Application in PDF format. The Domestic Insurer is a
direct, wholly-owned subsidiary of FinCor Holdings, Inc., a Michigan company

(“FinCor”).

The Applicant proposes to acquire control of the Domestic Insurer
pursuant to an Agreement and Plan of Merger by and among FinCor, Horizon
Merger Corporation, a newly formed Michigan Corporation and a direct, wholly-
owned subsidiary of the Applicant (“Merger Sub”), the Applicant and Holders
Agent, Inc., a newly formed Michigan Corporation and a direct, wholly-owned



Office of the Insurance Commissioner
June 16, 2009
Page 2

subsidiary of FinCor, dated as of June 3, 2009 (the “Merger Agreement™).
Pursuant to the Merger Agreement, at the Effective Time (as defined in the
Merger Agreement), Merger Sub will merge with and into FinCor, with FinCor
surviving as a direct, wholly-owned subsidiary of the Applicant.

A copy of the Merger Agreement is included as an exhibit to the
enclosed Application. Biographical affidavits for the directors and executive
officers of the Applicant are included as an exhibit to the Application. In addition,
finger print cards and a check in the amount of $197 are being provided under
separate cover to the Commissioner. Finally, we have arranged for Owens Online,
Inc. to conduct background checks for the directors and executive officers of the
Applicant. The results of the background checks will be provided to the
Commissioner by Owens Online, Inc.

The information contained in Exhibit J to the Application and in
the “Supplemental Personal Information” portion of the biographical affidavits,
which are attached to the Application as Exhibit K, is of a personal nature that is
not otherwise available to the public and is being submitted to the Commissioner
in confidence. Such information should be afforded confidential treatment and is
being provided with the express understanding that the confidentiality of such
information will be safeguarded and the directors and executive officers to whom
such information relates will be protected from any and all unwarranted invasions
of personal privacy pursuant to all applicable provisions of law, including but not
limited to, Revised Code of Washington Sections 42.56.070 and 42.56.230.

715403-New York Server 5A - MSW



Office of the Insurance Commissioner
June 16, 2009
Page 3

Kindly mark the provided duplicate copy of this letter as
“received” and return it to using the enclosed pre-addressed FedEx envelope.
Thank you for your attention to this matter. Please contact us if you have any
questions or require any additional information.

Sincerely,

« {
Kobud ) hlhro_
Robert J. Sullivan

Enclosures

cc: Janice W. Allegretto, Esq.,
Medical Professional Mutual Insurance Company

Jerry Kindinger, Esq.,
Ryan, Swanson & Cleveland, PLLC

Gordon R. Lewis, Esq.,
Warner Norcross & Judd LLP
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1. Fold the first printed page in half and use as the shipping label.
2. Place the label in a waybill pouch and affix it to your shipment so
that the barcode portion of the label can be read and scanned.

3. Keep the second page as a receipt for your records. The receipt
contains the terms and conditions of shipping and information
useful for tracking your package.
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Applicant Name (Company) Medical Professional Mutnal Insurance Company NAICNo. 10206
FEIN:  04-2505783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

Medical Professional Mutual Insurance Company (d/b/a ProMutaal)
101 Arch Street
Boston, Massachusetts 02110-1129
In connection with the above-named entity, 1 herewith make representations and supply information about myself as
hereinafter set forth, (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” 50 STATE.
1.  Affiant’s Full Name (Initials Not Acceptable). John Joseph Donchoe
2. a. Areyoua citizen of the United States? Yes
b. Are you a citizen of any other country, if so, what country?
3. Affiant’s Occupation or Profession. Sr. VP, Chief Financial Officer, and Treasurer
4.  Affiant’s business address. 101 Arch Street, Boston, MA 02110
Business telephone. 617-526-0251

5. Education and Training:

College/ University City/ State Dates Attended (MM/YY) egree Obtained

Northeastern University Boston, MA 9/65 - 9/70 BS BA

Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained
N/A

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained

N/A

(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplenental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Compan NAIC No. 14206

FEIN: 2595783
6.  List of memberships in professional societies and associations.
Name Address of Telephone Number
Society/Association Contact Name Society/Association of Society/Association

NONE

|
I
!
!
]
|
i
]
1
i
i

7.  Present or proposed position with the applicant entity. Senior VP, Chief Financial Officer, and Treasurer

1
)
i

)
!
|
i

8.  List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first. Attach additional pages if the space provided is insufficient, It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years. |

Beginning/Ending
Dates (MM/YY) 1/89 - Present Employers’ Name ProMutual Group
Address 101 Arch St City_Boston State/Province _ MA

{
|
'i
|
Country USA __ Postal Code 02110 Phone _617-526-0251 Offices/Positions Held Sr VP, CFO & Treasurer

Supervisor / Contact

Beginning/Ending
Dates (MM/YY) 4/81 —1/89 Employer’ Name Commercial Union Insurance Company

Address 1 Beacon St City Boston State/Province MA

i
|
|
i
|
|
|
Country_USA _ Postal Code Phone Offices/Positions Held Deputy Controller/Assistant Treasurer
1
|

Supervisor / Contact __ _ ‘
Beginning/Ending |
Dates (MM/YY) - Employer’s Name

Address City State/Province

Country Postal Code Phone Offices/Positions Held
Supervisor / Contact ___ ‘
Beginning/Ending i
Dates (MM/YY) - Employer’s Name 3
Address City , State/Province 4
Country Posial Code Phone Offices/Positions Held ;
Supervisor / Contact ___ ‘
©2000-2009 National Association of Insurance Commissioners Eeptember 23, 2008
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Applicant Name (Company) Medical Professional Mutnal Insurance Company NAICNo. 10206
FEIN: 04-2595783

9. a. Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond, give
details,

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or govermmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing anthority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-SSN-345" or “1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Orpganization/Issuer of License, NONE Address

City State/Province Country Postal Code

License Type License # Datg Issued (MM/YY)
Date Expired (MM/YY) . Reason for Termination

Non-insurance Regulatory Phone Number (if known :

Organization /Issuer of License Address

City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinaty action? NQ

¢. Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO
d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

f. Had adjudication of guilt withbeld, had a sentence imposed or suspended, had probouncement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

12,

13.

©2000-2009 National Association of Insurance Commissioners

FEIN: 2595783

g Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
rcgulatmg the business of insurance, securities or banking, or from carrying out any partlcular practice or
practices in the course of the business of insurance, securities or banking? NO !

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, l'feach of trust, or a
financial dispute? NQ

i. Had a finding made by the Comptrol]er of any state or the Federal Government that yo{l bave violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Guvequent? NO

{

j. Had a lien or foreclosure action filed against you or any entity while you were associated with that entity?
NO i
|
If the response to any question above is answered “Yes”, please provide details including dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlernent as appmpriaﬁe.
J

List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The
term “control” (including the terms “controlling,” “controlled by” and “under common conq"ol with™) means the
possession, direct or indirect, of the power to direct or canse the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official posmon with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or md:retctly, owns, conirols,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the votmg securities of any

other person.

NONE

If any of the stock is pledged or hypothecated in any way, give details. N/A

Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a speciﬁc persomn, is a person that
directly, or indirectly through one or more mtermed:mes, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or compames in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NO

If any of the shares of stock are pledged or hypothecated in any way, give details,
N/A

September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN:  04-2595783

14,  Have you ever been adjudged a bankrupt? NQ If yes, provide details

15.  To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events oconr
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, ctiminal, administrative, regulatory, or dlsclplmary action? NO

Note:  If an affiant hag any doubt about the accuracy of an answer, the question should be answered in the positive

and an explanation provided.

Dated and signed this W™ dayof Juwe 2007t KD MM/ I hereby certify under
penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my
knowledge and belief,

\L (A
(Signature of Affiaut)

State of QMSSMILUSLT%’ County of S\dm/[

—
" The foregoing instrument was acknowledged before me this //H" day of_\J ¥ N 200 7 By

who is personally knowa to me, or

[0 who produced the following identification:

[SEAL] .
Printed Notary Name
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 04-2595783

BIOGRAPHICAL AFFIDAVIT |
Supplemental Personal Information |
|
|
|

(Print or Type)

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory au{‘.hority.

Full Name, Address, and telephone mumber of the present or proposed entity under which this bxogmphxcal statement is being
required (Do Not Use Group Naimes).

l
1
Medical Professional Mutual Insurance Company (d/b/a ProMutual) 3
101 Arch Street i
Boston, Massachusetts 02110-1129 ‘

|

|

1.  Affiant’s Full Name (Initials Not Acceptable). John Joseph Donehue

2.  Have you ever used any other name including nickname, maiden name or aliases? _ NO Ifyé‘s, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Ending Name(s Reason (If None. indicate such) |
Date(s) Used (MM/YY)

1
i
\
I
i
'
]
!
\
'
i
1

Note:  Dates provided in response to this question may be approximate. Parties using this form undetstahd that there cotld
be an overlap of dates when transitioning from one name to another. 1

3. Affiant’s Social Security Number _ l

4.  Government Identification Number if not a U.S. Citizen ’,

5.  Foreign Student ID# (if applicable)

6. Date of Birth: (MM/DD/YY) I Place of Birth: City Boston
State/Province MA Country USA

7  Name of Affiant’s Spouse (if applicable) Juliana Donehue

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206

8.  List your residences for the last ten (10) years starting with your current address, giving:

Beginni ndin;

Dates State/
(MM/YY) A Ci Province Count Postal Code
1984-Present

Note: Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this__ || V" dayof Juwe _ ,200% at me Kahep ) I hereby certify
underpenaltyofpmjm'ythatlmactmgonmyownbehalf,andthattheforegomgstatementsaretmeandcorrecttotheb&st
of my knowledge and belief.

\ L.Q/‘-/\-'/
(Rignature of Affiant)
State of MJS.Q!. C[u/ﬂ)%' County ofﬁdpé/[
The ing j ent was acknowledged before me this_ /¢ day of _{wn€,20 9 ? By

ho is personally known to me, or

[l who produced the following identification:

[SEAL) Notary*Public

D\ CATHERINE M. GORMAN Printed Notary Name
OF wasgachuserra) My Commission Expires
Mvcmmm Expirae
March 7, 2014 '
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutual Insurance Company NAICNo. 10206
FEIN: 042595783

1
'\
DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (4/ States except California,
Minnesota and Oklahoma) ‘ ‘

This Disclosure and Authorization is provided to you in cormection with pending or future applicaﬁon(#) of ProMutual or
an affiliate (“Company”) for licensure or a permit to organize (“Application”) with a department of insurance in one or more
states within the United States. Company desires to procure a conmsumer or investigative consumer report (or
both)(*Background Reports™) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to finction as, an officer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation™) for which a Background Report is required by a department of insurance reviewing. any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CJ;RA”) that produces
them. You may also request more information about the nature and scope of such reports by submitting| a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more information, contact
ProMutual Group, Legal Department, 101 Arch Street, Boston, MA, 02110, 800-225-6168. i

l
Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” '
AUTHORIZATION: I am currently an Affiant of Company as defined above. I have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a departmen’q of insurance in any
state where Compamy files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide mfbrmnnon concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law. {

\
I understand that | may revoke this Authorization at any time by delivering a written revocation to Company and that

Company will, in that event, forward such revocation promptly to any CRA that either prepared or is pfepanng Background
Reports under this Disclosure and Authorization, This Authorization shall remain in full force and eﬁ'ect until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (1\2) months following
the date of my signature below. \

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the Blgned original,

1

Jotn Josepn Donehue NN

\ A——Q-L\-A-J Jlulwoﬁ

\  (Signature) (Date)
State of ﬁ ﬁ County of S Vé/t’/[ ‘

The foregoing, instument was acknowledged before me this _//"  day of S Uﬂd 20 7 By

—Toha Ve bt wa |

B{ispcrsonally known to me, or
[J who produced the following identification: %

[SEAL] _ . Maifry pﬁbhc
Prmted}Nowry Name
My Com;‘nission Expires
©2000-2009 National Association of Insurance Commissioners <‘ September 23, 2008

8 | FORM 11

|
|
i




Applicant Name (Company) Medical Professional Mutual Insurance Company NAIC No. 10206
FEIN: 042505783
BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposcd cntity under which this biographical statement is being
required {Do Not Use Group Names).

Medical Professianal Mutuval Insurance Company (d/b/a ProMuotual)
101 Arch Street
Boston, Massachusetts 02110-1129

In copnection with the above-pamed enmtity, 1 herewith make representations and supply information about mysclf as
heresnafer set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any guestion fully ) TF
ANSWER 18 “NO” OR “NONE,” SO STATE.

1.  AfTiant’s Full Name (Initials Not Acceptable). Ronald Wayne Dunlap

2. a. Are you acitizen of the United States? YES 005'_”"(/ /
b. Arc you a citizen of any other country, if s0, what country? NO
3. Affiant's Occupation or Profession. Cardiologist/ Engineer
4, Afhant’s business address. 70 Pleasant St., South Weymouth, MA, 02190
Business telephone. 781-331-2000
5. Education and Training:
College/ University City/ State Dates Attended MM/YY) Degree Obtained
Brown University Providence,R.I. 09/63 — 06/68 BSEE
Graduate Studies. Coliege! University City/ State Dates Atiended (MM/YY) Degree Obtained
Tufts University School of Medicine  Boston, MA. 09/68 — 05/73 M.D.
Other Trainipg: Name City/ State Dates Attended (MM/YY) Degree/Centification Obtained
Cambridge Hospital (Harvard Med. School) Cambridge MA 6/73 - 7/74 Internship
Cambridge Hospital (Harvard Med. School) Cambridge MA  7/74 - 6/75 Internal Med. Residency
West Roxbury V.A. Hospital (Harvard Med. School) Baston MA 7/77 — 6/79 Dept. of Cardiology Fellowship

applicable, provide the foreign srudent Identification Number in the space provided in the Biographical A ffidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Comrmsgioners September 23, 2008
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Applicant Name (Company) Mediecal Professfonal Mutusl Insurance Comupany NAIC No. 10206
FEIN:  04-2595783
6.  Listof memberships in professional socicties and associations,
Name of Address of Tclephone Number
Sociely/Asspciation Contact Name Sociery/Association of Society/Association
Waltham, MA.

Massachusetis Medical

Sociery

American Medica] Assn. Chleago, llinois

Fellow ofAmerican
College of Cardiology
Heart Rhythm Society

Bethesda, MD.

Washington, D.C.

7. Prescnt or proposed position with the applicant cntity. Director

8. List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present yobs, positions, parmerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please fist the most recenl first. Attach additional pages if the space provided is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past wen (10) years. Also see actached

list.
Beginning/Ending
Dates(MM/YY)_05/94 - Present Employers® Name South Shore Cardiology
Address _70 Pleasant St. City Weymouth State/Province MA
Country USA Pastal Code 02190 Phone 781-331-2000  Offices/Positions Held Cardfologist
Supervisor / Contact  _William Calhoun
Bepinning/Ending
Dates (MM/Y'Y) 08/92 - 05/94 Employer’' Name Comprehengive Cardiology, PC
Address 700 Congress St. City Quincy State/Province MA

Country _USA Postal Code Phone

Supervisor / Contact _Michael Bakerman  (Practice Sold)

Beginning/Ending

Offices/Positions Held Partner

Dates (MM/YY) 11/76-09/92  Employer's Name: Brockton West Roxbury V.A. Hospital

Address 1400 VKW Parkway City Boston  State/Province _MA

Country USA Postal Code 02132 Phone 617-323-7700 Officc/Positions Held Cardiologist/MD; Asst. Chlef of Medicine

Supervisor / Contact Dr. Arthur Sasahara

Bepinning/Ending

State/Province

Dates (MM/YY) _ - Employer's Name
Address City
Country Postal Code Phone

Offices/Positions Held _

Supervisor / Contact

©2000-2009 National Association of Insurance Commissioners
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Applicant Name (Company) Medical Professlonal Mutngl Insurance Company NAICNo. 10206
FEIN: 04-2595783
9. 2. Have you ever been in a position which required 2 fidelity bond? Tf any ¢laims were made on the bond, give
details. NO

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

10. List any professional, occupanional and vocational licenses (including licenses to sell secunides) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, 2ddress and tclephone number of
the licensing authority or regulewry body having jurisdiction over the license (s) issued.. If your professional
liccnse number is your Social Security Number {SSN) or embeds your SSN of any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
pumber that is represented by your SSN. (For example, “SSN”, “12-SSN-345" or “1234-SSN" (last 6 digis)).
Attach additional pages if the space provided 1s insufficient

Organization/Isguer of Licensc_Board of Regjstration in Medicine Commonwealth of Massachusecis Address
City Boston _Statc/Provincc MA Country USA Postal Code
Licensc Typc License # _40317  Date Issued (MM/YY) 12/20/08 renewed

Date Expired (MM/YY) Reason for Temmination

Non-insuranee Regulatory Phone Number (if known

Organization /Issuer of License Address

City _ State/Province Country Postal Code
License Type License# __ Date [ssued (MM/YY)
Date Expired (MM/YY) ____ Reason for Termination

Non-ipsurance Regulatory Phone Number (if known)

1. In responding to the Following, if the record has been sealed or expunged, and (he affiant has personally verified that
the record was scaled or expunged, an affiant may respond “no” to thie question. Have you ever:

a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrativc, or governmental licensing agency? NO

b. Had any occupational, professional. or vocational licepse or permit you hold or bave held, been subject (o any
judicial, administrative, regulatory, ar dis¢iplinary action? NO

c. Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or discipiinary action? NO

d. Been charged with, or indicted for, any criminal offense(s) other (han civil traffic offenses? NO

¢.  Pled guilty, or nolo cuntendere, or been convicted of, any criminal offense(s) other than civil traffic offenses
NO

f. Hed adjudication of guilc withheld, had a sentence imposed or suspended, had pronouncement of a senlence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil waffic

offonses? NO
g Been subject o a cease and desist letter or order, or enjoined, cither temporarily or permaneatly, in any judicial,
adminsstrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country

©2000-2009 National Asssciation of Insurance Commissioners September 23, 2008
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Applicant Name (Company) Medical Professional Mutnal Insyrance Company NAICNo. 10206
FEIN: 04-2595783

regulating the business of insurance, securities or banking, or from camrying out any particular pructice or
practices 1 the course of the business of insurance, secunties or hanking? NO

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a
financial dispute? NO

i. Had a finding made by the Comptroller of any state or the Federal Government that you have violated any
provisions of small loan laws, bauking or gust company laws, or credit union laws, or that yon have violated
any rule or regulation lawfully made by the Compwoller of any state or the Federal Governmem? NO

j.  Had a lien or foreclosure action filed against you or any entity while you were associated with that entity? YES

If the respomse 0 any gqueslion above is answered “Yes”, please provide details including dates, locations,
disposttior, etc. Attach a copy of the complaint and filed adjudication or scttlement as appropniate.

Boston Trade Bank failed in 1989. The bank failed to rewrite a commercial loan. Property foreciosure by
the Bank. Bank clesed by the FDIC. Settlement reached with the FDIC in 1994. Settlement amounat of
$70,000 paid in fall in 1999.

(2, List any entily subject lo repulation by an insurance regulatory authority that you contro! directly or indirectly. The
term “control” (including the terms “‘controlling,™ “controlled by” and “under common control with) means the
passession, direct of indirect, of the power to direct or cavse the dircction of the management and policies of a
person, whether through the ownership of voting securitics, by contraci other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control ghall be presumed (0 exist il any persoq, directly or indirecty, owus, congols,
holds with the power 10 vote, or holds proxies representing, ten percent (10%) or more of the voting secucities of any
other person._ NONE

1f any of the stock is pledged or hypothecated in any way, give details. N/A

13. Do (Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any epaty subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate’ of, or pcrson “affiliated” with, 2 specific person, is 2 person that
direcily, or indirecily through one or more intermediaries, controls, ar is conaolled by, or is unde