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Malpractice Claims Explanation
[ Supplemental Form ]

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Section 8 Malpractice Claims Explanation
Malpractice

. DATE OF DATE CLAIM
Clalms OCCURRENCE* WAS FILED*
Explanation

STATUS OF CLAIM* (NOTE: IF CASE IS PENDING, SELECT OPEN)

Use this form to report
any “Yes” response to | OPEN |CLOSED IFSiT_EhEADWi’;T:ERT?fEE
Disclosure Question
#19.

If you need additional
space to explain a Yes
response, photocopy
this page as needed

and submit as PROFESSIONAL LIABILITY CARRIER INVOLVED* (USE BOTH LINES IF NECESSARY)
instructed.
NUMBER* STREET* SUITE/BUILDING
cITY* STATE* ZIP CODE*
TELEPHONE POLICY NUMBER
METHOD OF
RESOLUTION?* DISMISSED SETTLED MEDIATION ARBITRATION
AMOUNT OF AWARD OR SETTLEMENT*
JUDGMENT FOR JUDGMENT FOR
DEFENDANT(S) PLAINTIFF(S)
DESCRIPTION OF ALLEGATIONS* (USE ALL FOUR LINES BELOW, IF NECESSARY)
WERE YOU THE PRIMARY PRIMARY CO-DEFENDANT NUMBER OF OTHER
DEFENDANT OR CO-DEFENDANT?* DEFENDANT CO-DEFENDANTS (IF ANY)

YOUR INVOLVEMENT IN CASE* (ATTENDING, CONSULTING, ETC)

DESCRIPTION OF ALLEGED INJURY TO THE PATIENT (USE ALL FOUR LINES BELOW, IF NECESSARY)

DID THE ALLEGED INJURY YES NO TO THE BEST OF YOUR KNOWLEDGE, IS THE CASE INCLUDED YES NO
RESULT IN DEATH? IN THE NATIONAL PRACTITIONER DATA BANK (NPDB)?*
* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP. Page 35

Std. App. v.5.0
Reprinted on 10/31/06



	Date of Malpractice Occurance?: 
	Date Malpractice Claim was Filed?: 
	Status of Malpractice Claim: Off
	Date Malpractice Claim Settled?: 
	Professional Liability Carrier Involved: 
	Liability Carrier Street Number: 
	Liability Carrier Street Name: 
	Liability Carrier Suite Number: 
	Liability Carrier City: 
	Liability Carrier State: 
	Liability Carrier Zip: 
	Liability Carrier Phone: 
	Liability Carrier Policy Number: 
	Amount of Award?: 
	Resolution Method?: Off
	Description of Allegations: 
	Defendant or Co-Defendant?: Off
	Number of Co-Defendants?: 
	Your Involvement in Case?: 
	Description of Injury to Patient: 
	Injury Result in Death?: Off
	Case with the NPDB?: Off
	Reset Form: 
	Name: NAME


