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Nursing Negligence & Malpractice Claim Report Instructions

Malpractice reporters, as defined in ORS 742.400, shall use this form to report professional negligence (malpractice) claims against any Nurse Practitioner (NP) that they insure.  ORS 742.400 requires reporters to submit the form to the Oregon State Board of Nursing within 30‐days after receiving notice of the claim, and again within 30‐days after the date of any settlement, award, judgment or other closure.  ORS 742.400 defines a claim as a written demand for payment that is made in a complaint filed with a court.  Such reports are made public only after the claim is closed.  Reporters (i.e., Insurers) may also submit non‐court filed claims to the Board; however, such claims will not be made public. 

Submit one report for each claim against each professional that you insure.  Consolidate information into one report if you provide both primary and excess coverage, or if you otherwise create multiple claim records.  If you have more than one insured involved in an incident, or if there is more than one claimant, then submit a report for each claimant‐insured pair. 

INSTRUCTIONS BY FORM SECTIONS
Reporting Entity Information

INITIAL OR PREVIOUSLY REPORTED FORMS: 
Indicate whether or not this is an initial report or closure information related to a previously reported claim. 

REPORTING ENTITY: 
Enter the complete name of the specific company reporting this claim, the contact person, the telephone number, email address & the complete mailing address. 

NAIC NUMBER: 
Enter the five‐digit numeric reporter (i.e., insurer) code supplied by the National Association of Insurance Commissioners.  If you are unsure of your NAIC number, they can often be found on page 1 of the reporter statutory annual statement.  If a reporter does not have a NAIC number, the Board can create one for you. 

CLAIM FILE ID: 
Enter the claim number assigned by the reporter.  This number will allow the Board to identify the specific claim, should additional information be needed.

Covered Practitioner

PRACTITIONER NAME: 
Enter the full legal name of the practitioner first name, full middle name, last name. 

LICENSE NUMBER: 
Enter the 11digit license number assigned to the insured by the Oregon State Board of Nursing.  (Example: 123456789NP). 

PRACTITIONER DATE OF BIRTH: 
Enter the date of birth for the practitioner in the following format: mm/dd/yyyy.



Injury/Incident Data

NAME OF PLAINTIFF: 
Enter the name of the person filing the claim. 

INJURED PERSON’S NAME: 
Enter the name of the injured person.  In a case involving stillbirth, the name of the injured is "baby girl" (or boy), together with the last name of the parent.  If a baby was born alive, but was injured or subsequently died, the newborn should be named as the injured person.  If claims were made on behalf of both the mother and the newborn, file two reports.
AGE OF INJURED PERSON: 
Enter the age of the injured person on the date of the injury.  Enter an infant's age as "0.”  If the exact age is unknown, but the approximate age is known, enter the approximate age and indicate as such.  If the age is unknown, enter “?” in that field. 

GENDER OF INJURED PERSON: 
Select the gender of the injured person as “M” (Male) or “F” (Female). 

DATE OF INJURY: 
Enter the date of the alleged injury using the following format: (01/01/2008). 

CITY WHERE INJURY OCCURRED: 
Enter the city in which the injury took place. 

CLAIM COURT FILED:
Check the “Yes” or “No” box.  If “Yes,” enter date it was filed in Court. 

NAME OF INSTITUTION: 
Enter the name of the institution if the injury occurred in an institution. 

ALLEGATION AND REASONS FOR THE CLAIM: 
State the patient's actual, original, abnormal condition and any material diagnosis, procedure or planning error, medical injury or other allegation. 

Include any important aspects of this claim that cannot be clearly explained by the other information supplied on this form.  Your response may change between the initial 30‐day report and the closure report, when more is known about the claim.  A final assessment of the patient's actual, original condition is necessary for statistical analysis of claims data. 

If the patient's actual condition was misdiagnosed, resulting in improper treatment or failure to treat, describe the misdiagnosis.  Example: Appendicitis might have been an initial diagnosis, but during surgery, an ectopic pregnancy was discovered.  Appendicitis is the misdiagnosis and the ectopic pregnancy is the actual original condition.  State any operation, diagnostic or treatment procedure that allegedly caused injury.  If anesthesia or drugs are involved, give the specific names and methods of administration.  State any operation, diagnostic or treatment procedure that allegedly caused injury.  If anesthesia or drugs are involved, give the specific names and methods of administration. 







Closure Data

CLOSURE DATE: 
Enter the court closure date in the following format: 01/01/2008. 

CLAIM DISPOSITION: 
For all closed claims, enter the final method of disposition: 
1. Settled by parties (including abandoned cases) 
2. Disposed of by a court (including dismissals) 
3. Disposed of by binding arbitration 

COURT CODE: 
Enter the appropriate court code. 
0. No court proceedings were initiated 
1. Directed verdict for plaintiff 
2. Directed verdict for defendant 
3. Judgment notwithstanding verdict for plaintiff (judgment for defendant) 
4. Judgment notwithstanding verdict for defendant (judgment for plaintiff) 
5. Judgment for plaintiff 
6. Judgment for defendant 
7. Judgment for plaintiff after appeal 
8. Judgment for defendant after appeal 
9. All others (including dismissals & claims settled after initiation of court proceedings 

INDEMNITY INSURER PAID ON BEHALF OF DEFENDANT: 
If more than one policy is involved, total the amounts paid by your company under all policies (for this defendant only). 

OTHER INDEMNITY PAID BY OR ON BEHALF OF DEFENDANT 
Enter all indemnity paid by other parties on behalf of this defendant. 

INDEMNITY PAID BY ALL PARTIES (FOR ALL DEFENDANTS): 
Enter the total indemnity paid by all parties on behalf of all defendants involved in this incident. 

LOSS ADJUSTMENT EXPENSE PAID TO DEFENSE COUNSEL: 
Enter the loss adjustment expense paid by you to the defense counsel for this defendant. 

ALL OTHER ALLOCATED LOSS ADJUSTMENT EXPENSE PAID BY YOU: 
Enter all other allocated loss adjustment expense paid by you for this defendant.  Include filing fees, telephone charges, photocopying fees, expenses of defense counsel, etc.












Nursing Negligence & Malpractice Claim Report
	
Per ORS 742.400, claim “reporters” are required to submit claim information to the Oregon State Board of Nursing within 30-days of notice to them, and again when the claim is resolved, including claims closed without payment.  The form below should be completed for every claim received by the reporting entity.  This form is designed for reporters to fill out electronically.  Please send the printed, completed form to Oregon State Board of Nursing Complaint Intake Coordinator at the address above.

	Reporting Entity Information

	Initial Report?
	[bookmark: Check1][bookmark: Check2]|_|  Yes     |_|  No
	Previous Report Closure Info?
	|_|  Yes     |_|  No

	Reporting Entity:
	     

	NAIC Number:
	     
	Claim File ID:
	     

	Contact Person: 
	[bookmark: Text4]     
	Phone Number:
	[bookmark: Text5][bookmark: Text6][bookmark: Text7](         )       -      

	Email Address:
	[bookmark: Text8]     

	Mailing Address:
	     

	Covered Practitioner

	Last :
	     
	First:
	     
	Middle:
	     

	Nursing License Number:
	     
	Date of Birth:
	     

	Injury/Incident Data:

	Plaintiff Name:
	     
	Injured Person Name:
	     

	Injured Person’s Age:
	     
	Injured Person’s Gender:
	|_|  Male     |_|  Female  

	Date of Injury:
	     
	City where injury occurred:
	     

	Is Claim Court-Filed?
	|_|  Yes     |_|  No
	If Yes, Date Filed in Court:
	     

	Name of institution
(if injury occurred in institution):
	     

	Allegations and reasons for claim. State patient’s actual, original, abnormal condition and any material diagnosis, procedure, planning error, medical injury or other allegation: (Please be as detailed as possible)

	     

	     

	     

	Closure Data:

	Closure date:
	     
	Claim disposition (code):
	     
	Court (code):
	     

	
	Economic
	Non-Economic
	Punitive
	Unspecific

	Indemnity insurer paid on behalf of defendant:
	$     
	$     
	$     
	$     

	Other indemnity paid by/on behalf of defendant:
	$     
	$     
	$     
	$     

	Indemnity paid by all parties (for all defendants):
	$     
	$     
	$     
	$     

	Loss adjustment expense paid to defense counsel:
	$     
	$     
	$     
	$     

	All other allocated loss adjustment expenses paid:
	$     
	$     
	$     
	$     

	Additional Comments:
	     



Date Board Received Claim:  ______________________
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