
Web Form (04/04) 

 
Furnish information on separate sheet for each malpractice claim.  Make copies of this form if necessary.   Print or write legibly. 

 
NAME OF PATIENT:  

 
DATE OF INCIDENT:  

 
LOCATION (HOSP, ETC.):  

  
 

ALLEGATION:  
  
  
  
  
  
  
  
  
  
  

 
CONDITION / DIAGNOSIS   

AT TIME OF INCIDENT:  
  
  
  
  

 
DESCRIPTION OF MEDICAL   

TREATMENT RENDERED:  
  
  
  
  
  
  
  

 
CONDITION OF PATIENT   

SUBSEQUENT TO   
TREATMENT:  

  
  
  

 
DISPOSITION OF CLAIM:  

(Include settlement amount)   
  
  

 
DISPOSITION BY MEDICAL   

BOARD IF  APPLICABLE:  
  

 
 

APPLICANT SIGNATURE: ______________________________________________________________________  DATE: ____________________ 
 

liz
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