FLORIDA DEPARTMENT OF INSURANCE .
FLORIDA MEDICAL PROFESSIONAL LIABILY., 9200943
CLOSED CLAIK REPORTING FORM
A DEFI. FILE NC.

INSURER'S CLAIM NUMBER: H2Y91-0

NSURJER CODZ: 5%%013 1O

(See Tabie A)

WA

r

EXCESS INSURER RAME: f\)/ﬂ( INSURER CODE- Wil
(See Table A)

3a. HEALTH CARE PROVIDER: KV\/} D,Q ) hmj(‘l/l/'\ & Rm&

(Las hame ﬁlrst and 'Hiddle Rame or Hcspxtal Name from Table D)

30. IF HEALTH CARE PROVIDER (above) IS A PHYSICLAN, DEWTIST OR O \ C 3 9 S Ef ,
PODIATRIST ENTER DEPARTMENT OF PROFESSIONAL“REGULATION LICENSE NUMBER: ! .

3c. INSURED'S NAME: D\ {‘ir\aji_&\.%&w& KV\&DJ’DBQ '

STREET ADDRESS: 2700 LD&;I it m&‘}%ﬂ Q‘H? A1 H 502 . - _”_ :,,.,m.m,_.u
CITY: ( d_, smrs:‘—EJ——J ZIP:‘3’3 ‘ofg‘”l ! COUKRTY COD=: I—I-QJ

(See Table B)

4. POLICY NIMBIR PER CLATM POLICY LIMITS AGGREGATE POLICY LIMTTS
PRIMARY IRSURZR: Foe19llb-9! <&n .00 < l,CN‘sl, 00O .o

. . rs
EXCESS INSURZR: ,L’:«/f‘r 3 ’ﬂ),/ﬂ" .00 ¢ /A .00

!

S. 1S THEE INSURED PHYSICIAN A FOREIGN MEDICAL GRADUATE? (01) Yes ﬁ’//?;2) No (If ves, enter the couwncsy

in which primary medical education wes received:

&. PROFLSSION OR BUSINESS: (Check cne)

7 (01} Physicians & Surgeocns ___ {04) Dentist _ (07} Crisis Stabiiization Unit
__ {02) THespirzls {03) Abortion Clinics (08) Heslth Maintenance
_ {03) Podiatzists (08} Ambulatory Surgical Centers Organization
W
7. SPECIALTY CODE: 1§? /6 é/’ {4pplies to physicians, surgeons, and dentis:ts.
(See Table C) Use ISO Common Statistical Base Classification Codes. )

&. BOARD CERIIFICATION: {Cneck one)
‘ _L-{01) 1In specialty coded in Item 7, zbove.
(02) In & different specialty.
(03) 1In the specialty in Item 7 a2né anothez. Enter the additional specizlity code here:
(0L} lnsured is noI boacd cerrified. {See Tzbie C)

\0

PLACE WHERE INJURY OCCURRED: (Check one)

{(01) tHospital Inpetient Fazility ) (04) Nursing Home {07) Other Outipatieni rasility
{02) Emergency Room " {.~705) Physician's 0ffice (08} Other Locaiicn
(03) Bospital Gurpatient Faciliry (06) Patient's Hooe (09} Other Hospital/Institution

Y0. IF PLACE OF INJURY {above) IS CHECKZD AS ((0B) OTHER), THEN PROVIDZ & DESCRIFIION OF THE PLACE WEERT THE IKJURY

OCCURRED: n/ If.fA;

j=
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N FLORIDA DEPARIMENT OF INSURANCE
IR ST, FLORIDA MEDICAL PROFESSIONAL LIAEIL
' CLOSEL CLAIM REPORTING FORM

INSTITUTION CODEZ: L 1! NA/C}' |

(See Table D)

)
11. NAME OF INSTITUTION: [U'/J_\

12. LOCATION OF INSTITUTIONAL IKJURY: (Check one)

(01) Patient's Room (05) Phwsical Therapy Deprt. {09) Radiolegy

Irz INJURY. INCLUDZ TVPT OF ADVERSE ZFFECT FROM DRUGS WHERT APPLICABLT:

(RS TR s 7IS

. {02) Operating Suite {0G6) Kursery (10} Emergency Room
{03} Recovery Room (07} Critical Care Unit __ {11) Other
4 (04) Labor & Delivery Room (08) Special Procedure Room
13. DATE OF OCCURRENCE: .91
(‘D DATE REPORTED TO INSURER: ] [ /&(gqu
14, IKJURED PERSON'S AGE: E%g Years ({If less than one vear, enter 00; if unknown, enter UNK.)
INJURED PERSON'S SEX: M (E)(Circle one)
14.1 INJURED PERSON'S NAME: ' :
STREET ADDRESS: _
CITY: ' - e
15. FINAL DIAGNOSIS FOR WEICH TREATMENT WAS SOUGHT OR RENDERED: ! (LZAVE BLAN)
115,
C=ASTALTIS :
16. DESCRIBE MISDIAGNOSIS MADE, IF ANY, OF THE PATIFKNT'S ACTUAL CONDITION: 116,
'
fliss :
'
t
H
17. DZISCRIBE ACTION WHICH CAUSED CLAIM TO BE MADE: 117
1
N 1
AEXCESSVE (Y OF MEDS LD 70 P75 GAS7#I5!
i
1
:
18. DESCRIBE THE OPERATION, DIAGROSTIC OR TREATMENT PROCEDURS CAUSING THE INJURY. USE NOMENCLATURS '18.
AND/OR DZSCRIPTIORS OF TEZ PROCEDURES USED. INCLUDE MSTHOD OF ANTSTEESIA, OR -NAME OF DRUG USED |
FOR TREATMENT, WITH DETATL OF ADMINISTRATION: : '
]
AT XC Eseivg TED © :
1
1
H
1¢. DISCRIBE THE PRINCIPAL INJURY GIVING RIST TO IHS CLAIM. USE NOMENCLATURE AND/OR DESCRIPTIONS OF)1¢.
;
3
1
H
:
I
1

DI4~303 (Amended G3/88) PAGZ 2



R | FLIETDA DEPARTHENT OF IRSURANCE
’ FLORI& MFDICAL PROFESSIONAL LIABIL:.Y
TOSED CLAIM REPORTING FORM

20. SEVERITY OF IRJURY: {check only one -- ram most serious injury if several are involved.)

{01} Emotional only - Fright, mephysical damage.

¥ _(02) Insignificant - Laceratims, contusions, minor scars, rash. Ko delay.
Temp- __ (03) Minor - - - - - Infection=, misset fracture, fall in hospital. Recovery delavec.
orary __ (04) Hajor - - - - - Burns, swgical wmaterial left, drug side effect, brain damage. FKecoverv delave
(05) Hinmocr = - - - - Loss of Imgers, loss or damage to organs. Includes nondisabling injuries.
Perme- (06} Significant - - Deafness, foss of limb, loss of eye, loss of one kidney or lung.
nent ___ {07) Hajor - - - - - -Pa_raplegiﬁ,. blindness, loss of two limbs, brain damage.
(08} Grave - - - - - Quadraplegis, severe brain damage, lifelong care or fatal prognosis.
(09) Death
21. DATE OF SUIT, IF ANY: A// ){i/
v 4 7
/“ili.l \CIRCUII COURT CASE NUMEER: A) [A'
£ x
£ ."P. i J
\_ 21.2 COUNTY CODE OF COUNTY SUIT FILED IN: ‘-M[& {SEE IABLE B)
22.  LIST OTHER DEFENDANTS INVOLVEID IN THIS CLZ, THE INSURER'S NUMBER AND THE COMPANION CLATM FILE ID NUMEZR:
\ F:
e ~ DEFENDANT'S NAME (Last Reme, First Kame) INSURER CODE NO. INSURER FIIT ID.
1) : 2
2) "4 —fVFﬁ_ LA
3) —NIA - M
M
L) /
5) <
23. WAS PLAINTIFF REPRESENIED BY AN ATTORNEY? {fheck one)
_ (0:) Yes _#7(02) Ro
T . . &
ta\; DATE OF FINAL CLATM DISPCSITION: C{ /Zé LY Z

oy
/25, ; FINAL METHOD OF CLAIM DISPOSITIOR:

UoN -
e St
l J

26. STAGE OF TEE LEGAL SYSTEM AT WHICHE STITILEMDNI WAS REACHED OR AWARD HADEZ: (Check one)
__(01) Within the presuit period as set farth in Section 768.57, Flo-ida Statute (usually within 90 davs).
__{02) &ifres arbitreticon is initiated or mrior to suit being filed.
{03} Within S0 dzys of suit being filed
___{04) More than 90 days after suit file# and prior to or during the course of mandatory settlement conferancs

(01) Settled by parties.

(0z) Disposad of by a cour:.
{03} Dispesed ¢f by arbitration.

__{03) During trial but before court verfict.

__(0&} Afrer court verdict and prior to Iling of notice of appeal.

_ (07} After netice of appeal is filed ox post-judgement relief or action is required for recoverv.
__(0E) During appezl.

__(09) &4fter appeal.

g A10) Claim or suit abandoned.

DI4-303 (Amended 03/88) PAGE 3



SO ' FLORIDA DEPARTMENT OF INSURANCE
' :  FLORIDA MEDICAL PROFESSIONAL LIABILT.
CLOSED CLAIM REPORTING FORM

27. %9H§}‘ {Check one)
# (01} No court proceedings. _ {67} Judgment for the defendant.
__{02) Directed verdict feor plaintiff. _ {o8) Judgment for the plaintiff after appeal.
__{083) Directed verdict for defendant. . (09) Judgwent for the defendant after appeal.
{0L) Judgment notwithstanding the vergict for plaintiff. _ (10) Other
:::(05) Judgment notwithstanding the verdict fer defendant.” __ (11) Summary judgment for the plaintiff.
__(06) Judgment for the plaintiff. _{12) Summary judgment for the defendant.
/—\
/28.) ARBFIRATION: (Check one)
i,//' l{ffOl) Claim not subject teo arbitration, __(03) Avard for plaintiff.
_ (02) Claim subject to arbitratjon, but settlement _(04) aAward for defendant.

reached in lieu of award.

98\ Was there an itemized’verdict? (Check one)
;;,f) ___{01) Yes 02) Ne ({If yes, plezse attach copy of settlement or verdict.)

o

) COST TO THE INSURSR OF THE PAVMENTS - - - - - - /0 = = = = - = =~~~ = o= - - - - 3

30. INDEMNITY PAID BY YOU OR BEHALF OF THIS DEFENDANI: - = - - = - - - - = = = = = - - ~ - - 5 7 .00
30.1 AMOUNT OF DEDUCTIBLE PAID BY THIS DEFENDANI: - = - = - - = = = = = = = = = = = = = = = = 3 ) .00
31. INDEMNITY PAID BY EXCESS CARRTER ON BEHALF OF THIS DEFENDAKT: - - - = - - = = = = = = = ~ $ I, .00
L
32, 10SS ADJUSTMENT TXPENSE PAID TO DEFENSE COUNSEL: = - - - - -~ = - = = e e e e oo - 3 1/) .00
33, ALL OTHER LOSS ADJUSTMENT EXPENSE PAID: - - = = = = = = - = - R 5 P .00
34. MNIMEER OF DAYS OF INJURED PERSON'S WAGE LOSS PAID TO DATE: - - = = = = - = - = - - - ~ - > dazvs
45, ESTIMATED NUMBER OF FUTURT DAYS OF INJURED PERSON'S WAGE LOSS: - = = = = = - - = = = = = O davs
36. TKJURSED FERSON'S GROSS WEEKLY INCOME: - = - = = = = = = = = = = = = = = = = = = = = = - - ¢ O 06
.
- 37-} IKJURED PERSON'S
" =" TOTAL ECONOMIC LOSS: MEDICAL WAGE LOSS OTHER IXPENSES
4) INCURRED TO DATE - - - -~ § ) oo $ i .00 s S 00
B) ESTIMATED FUTURE - - - - § & .o $ CoJ oo ¢~ 00
35. AMOUNT PATD FOR IKJURED PERSOK'S NON-ECONOMIC 10SS: - - = = = - = = = = = = = = = = = ~ = £ O .00
39}} I¥ & STRUCTURED SETTLIMERT OR PERIODIC PAYMENTS USED IKN THIS CLATHM:
\"J
#) PRESENT VALUE OF PERIODIC PAYMEKIS - - = = = = - == = - %~ =~ =« == = === - -« « 4 19 .00
]

C) TOTAL DPZCTIED PAYMENI TO PLAINTIFY = = - 7= = = - - - = - = = = = = - - = ===~~~ ¥ .o

D} DID YOU PURCHASE AN ANNUITY? {01) Yes (02) Ko
N

DIL-303 (Amended 03/88) AGT




FLORIDA DEPAFIMENT OF INSURALSCE
- FLORIDA METICAL PROFESSIONAL LIARBILI
CLOSED CLAIM REPORTING FORM

25 BRIEFLY DESCRIBE THE STRUCTURED SETTLEMENT INCLUDING HOW IT IS FINANCED: N/ﬁ’

L =

/

Z

4

7

(’(: 1.) TYPE OF NON-ECONOMIC DAMAGE LIMIT: (Check one)

e

(01) No limit (neither party.requests or agrees te voluntary binding arbitration).
(02) ©No limit (defendant refuses claimant's offer of voluntary binding arbitration).
(03) 5$250,000 limit (both parties accept arbitration). {See Item 42 for exception.}
(C4) $350,000 limit (plaintiff rejects arbitration).

(05) Does not apply because occurrence happened befeore the 02-05-88 law.

Ll; IF (03) IS CHECKED IN ITEM &1 AND THE LIMIT ON NOK-ECONCMIC DAMAGES IS DIFFERENT THARN

$250,000, THEN INDICATE THE MODIFIED LIMII: - - - - - - = = = = = = = = = = = = - - = ¥ i .00
r‘fs\
/43.} COLLATERAL SOURCE INFORMATION:
—~" ENTER TC THE NEAREST PERCENT {use no decimals) THE PERCENT RECOVERY FOR ECONOMIC LOSS FROM:
A % Health D. % Autcomobile
E. % Disability E. % Medicare, Medicaid & Social Security (‘
c. % Workers' Compensation F. % Other sources, speciiy: N A’
A
bLb,  SAFETY MANAGIMENT STZPS TAKEX BY INSURED TO Ma¥E SIMILAR OCCURRZNCZS [ESS LIKELY:
None Heeesegeyv . Mo suysueep MNESLibENCE
CONTACT PERSON: (U AVHE & (DL/FS  wmress P o /3. /2200
TELEPHONE: (POE. ) 22 -224 ¢ 7R Y 2237
.!‘/. 4_:.‘4‘;““ . E
,‘;. LA & ‘_/(__ s e
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