FIORIDA DEPARTMINT ©OF  INSURANCE
NLORIDA RIDICAL PROFESSIONAL LIABILIYTY
CLOSED CLAIN REPORTING FORM

INSURER'S CLAIN BEX: _87-10055-02-027

FLY SEFANTMENT OF i

PRIMARY INSURER NAME: Mmucuw Trvst Fux

EXCESS INSURER NAME: N/A

MEALTH CARE PRIVIDER: Alfonso, Israel

9300909

DEPT. FILL X,

IWRER COOE: j & 1431015 0!
(See Table A)

(last Name, First ard Micddle Kame or Mospital Neme froo 'hb'lo D

IF MEALTN CARE PROVIDER (above) 1S A PHYSICIAR, DENTIST OR

PODTATRIST ENTER DEPARTHENT OF PROFESSIONAL REGULATION LICENSE NUMBER:

same

210:0:33341 16 34

INSURED'S NAME:

3200 S/W. 60th Court, Suite 302

STREET ADDRESS:

cITY: Miami

PER CLAINM POLICY LIMITS

STATE: )} F .L ! apo ) 31 31125354
AGGREGATE POLICY LIMITS

couwTY cOpE: 0 113
{See Table B}

750,000, 00

-00

POLICT NMB
PRIMARY INSURER: M-0004500 s 250,000 po s
EXCESS INSLRER: N/A 3 N/A -00 L 2
1S YHE INSURED PHYSICIAN A FORLIGN MEDICAL GRADUATE? 1) Yes ____ (02)
In which primary medical education wes recsived: _ _Spain

PROFESSION OR BUSINESS: (Check ane)
X (01} Pnysicians & Surgeons

— 102} bhospitals —
— (03} Podiatrists

_. {b04) Dpentist |
{05) Abortion Clinics

SPECIALTY coof: 1810 12 1617 ¢

(Sea Tabie O)

BOARD CERTIFICATION: ((heck one)

—— 01} In specialty cooed in Jtem 7, above.
—_ 102} In a different specialty.

— (03} 1In the specialty in Iten 7 and another.
_X (04} Insured is not board certified.

PLACE WHERE INJURY OCCURRED: {Oheck one)
X t01) hospital lrpatient Fecility -

(02) trmarpecy Rl —_
t03) hospital ODutpatient Faciitty T —_

IF PLACE OF IMLRY (atovs) IS OMECXED AS ((0&) OTHER),

{04) Wursing hame

(05) Patient's home

(D6} Ambutatory Surgical Centers

Enter the additional specialty code here:

(0S5} Physician's Office

tif yes, enter the contry

Bl

~ 0N crisis stabilization nit

{DB) Health Maintenance
Orpanization

pa——

tAcoties to wasiciins, surgsons, “and dentists.
Use SO Common Statistical Base Classlfication Lodes.)

{See Table C)

— 107 other Outnatient Facitity
— (03 Otrver Locstion

{0%) Ouner hospitat/Instiwtion

THEN PROVIDE A DESCRIFTION OF THE PLACE WHERE THE IMJLRT

ccomreny:  N/A

PACE )



fiORIDA DLPARTHDNT OF IKSURANCE
NORIDA KLDICAL PROFESSIONAL LIABILITY
QOSED CAIR REPORTING FORNM

Hialeah Hospital ImSTITUTION Cope; 2 1 10 10 10 ! 5¢ 3¢
(Sea Tadle D)

1. MAxE OF INSTITUTION:

2. LOCATION OF INSTITUTIONAL IKJLRY: {Check orw)

o (01} Pationt's Moo w (D05) Pysical Therapy Dept. — (0%) nxdiolegy
— 1D2) Dpwrating Rocm — €08) mursery — N0 Emergecy Roon
— (03) Racovery Accm — 107) Criticat Care NIt - (11) Other
X (DL) tabor & Delivery Rico — [08) Special Procadurs koo
3. DATE OF OCCURRENCE: 127287 85

DATE REPORTED 7O IksRER: 117307 87 :

L. IRSURED PERSDN'S AGE: __02_ Years {If Lless than one year, enter D0; I unknon, enter UNK )

INARID PERSON'S SEX: N @(Cir‘cl. ona) R

0 INNRED PERSIN'S NAME:

STREET ADORESS: _

. DISCRIBL TRE FR.IIIP’L INJIRY CIVING RISE TO THE CLAIN. LUSE NOMENCLATURE AND/OR DESCRIPTIONS OF
TME IMJURT. INCLLDE TYPE OF ADVERSE EFFECT FROM DRULS WHERE APPLICABLE:
See #17.

cin:
5. FINAL DIAGMOSIS FOR WHICH TREATHMENT WAS SOLGHT OR RENDERFI: +  fLEAVE BLANG §
Post natal consult. for one infant with seizures treated with Phenobarbitol. H L H
! !
] L]
[ ]
}. DESTRIBE MISDIAGKISIS MADE, IF ANY, OF THE PATIENT'S ACTUAL COMDITION: 4. H
N/A : :
L} *
L] L
1 1]
] [ ]
. )
L] ’
. DESCRIBE ACTION WHICH CAUSED CIAIN TO BE MADE: - 317 :
Subsequent development of spastic quadriparesis and developmentpldelays. ' '
[} [
L} []
1 ]
] 3
] ]
1 1
. DESCRIAE THE OPERATION, DIACNOSTIC OR TREATMENT PROCEDURE CAUSING THE IMARY. USE NONENOLATURE Na. H
AD/OR DESCRIPTIONS OF THE PROCIDLURES USED. INCIUDE METHOD OF AMESTHESIA, OR NAME OF DRIG WSED H :
FOR TREATMENT, WITH DETAIL OF ADMINISTRATION: H :
Consultation requested after an emergency C~section on an 18~year-old ' :
eclamptic female and delivery of twin females. ' '
— : H
] 4
L] 1
Hy. '
] L)
(] L]
4 [ ]
* €
¥ L]
L] L]
+ 1]
(] L]
[] [
+ L]

LR A Y



FLORIDA DLPARTMDNT ©OF JINSURANCE
LoRIOA MLDICAL PROTESSIONAL  LIABILITY
QOSED CIAIR ROXRTING  FORM

SIVERITY OF INART: {Cwck only one — rate most serious Injury Af seversl are Jnvolved.)
—f(01) Ewotical enly - Fright, m physical dasage.

—102) Insignificant = Lacarations, anhsions, winor scars, rash. Mo dalay.
Tep-  ___{03) Ninor —— ==« =~ Infactiom, missed frachoe, falt in taspital., Recovery delayed.
—(K) Mjor ~ = -« — -~ Buns, Trpicl material {aft, drug side eoffect, brain caange. Recovery celayed.

£05) Minor — — —— = « Loss of fingers, loss or damage to orgen;. Includes nordisabling Injuries,
Perep—- (06) Significant — — — Deafness, loss of Uish; loss of eye, loxs of o kidney or lung.
sent X (07) Major — — = = — - paraplagla, blindness, loss of bwo tisbs, brain dauage.
(G8) Grave ——=—— = Guadriptegla, severs brain damage, lifelong cars or fatal prognosis.

p—

(0%) Death

p—

DATE OF SUTT, IF ANT: 06 p 23 , 88

CIRCUIT COURT CASE NMUMBER: 88-6839 CA (03)

COUNTY CODE OF COUNTY SUIT FILED IN: §_ OF 1! (SEE TABLE 8)
LIST OTHER DEFENDANTS INVOLVED IN THIS CLAIN, THE INSURER'S NUMBER AND THE COMNPANION CLAIN FILE TO NMEER:
DEFENDANT'S AME {inst Mame, First Nome} JNSURER COOE MO, 1N FILE IO
1) HIALEAH HOSPITAL SELF-INSURED  _ UNKNOWN
2 JOSE M. PALOMING, M.D. 44050 87-10055-01-027
3) FRANCISCO G. TUDELA, M.D. 44030 UNKNOWN
3 HIATLEAH ANESTHESIA GROUP 44005 UNENOWN
b}

MAS PLAINTIFF REPRESENTED BY AM ATTORNEY? (Check one)
_X(01) Tes ___(0D) Mo :

DATE OF FIKAL CLAIM DISPoSITION: __ 05 203 7 93

FIKAL METHOO OF CLAIM DISPOSITION: N/A Vol. Dismissal

—101) Settiad by parties.

~_102) Disposed of by a conrrt.

- t03) Disposed of by arbltration.

STAGE OF THE LEGAL SYSTEM AT WHICH SETTLEMENT WAS REACHED OR AWARD MADE: (Check one)

—{01} Within the presult period as set forth in Section 758.57, Florida Statute {usually within 90 days).
— 102} After srbitration is Initiated or prior to suit being filed.

— 103} WHthin 90 days of suit being filed. B _

(04} ¥ore than 90 days after suit filed ard prior 1o or-d.u"mg the course of madatory settlement conference.
(05) During trial but before court verdict.

—_106) After court verdict and prioe to filing of notice of appeal.

(07) After notice of sppesl is filed or post-judgenent raliaf or action 3s raquirsd for recovery.

i08) During spresl.

t0%) After acoeal.

Z010) Claims or sult abandoned.

——
—
——t—
——
—

PACE 3



3.

1.1

, FIORIDA DDPARTMONT OF INSLRANCE
) . FLORIDA WEDICAL PROFESSIONAL LIABILITY
QUSED CIAIN RDORTING  FORM

COARI: {(Check o)

X t01) o eaurt procesdings. —(07) Jxignent for the dafendant.

__102) Dirscted verdict for platntiff. __(08) sudgnent for the plaint}ff aftsr appeal.
__105) Directed verdict for defardant. . —t09) Suxdgreent for the defendant after speal.
__104) adgment robethstanding the verdict for plaintiff. 110} othwr

__105) Juigent rotwithstanding the verdict for defarciant. (11} Sumary Judgnent for the plaintiff,
__(06) . supmant for the plaintiff, __(312) Summary Judgnent for the defenciant.

ARBITRATION: {Check cne)

X _(01) clalm rot mb)act to arbitration.

__102) Claia swbject to arbitration, tut settlecent
reachad In lisu of »ard.

. __t03) sard for plaintiff,
- {0%) Aard for defendant.

Mas thers an itaaized verdict? (Check ane)
__ o) TYes X (02) Mo {If yes, pleass attached copy of settlesent verdict.)

INDENITY PAID BY YOU ON BEMALF OF THIS DEFENDANT: —— — = — =< === em——m——— -—-——---% 0,00
AMOUNT OF DEDUCTISLE PAID BY THIS DEFENDANT: —— = === === e $ 0,00
INDEMNITY PAID BY EXCESS CARRIER ON BEMALF OF THIS DEFENDANI: — =~ == - = ~=~=——==- --=-=-3% O
10SS ADJUSTMENT EXPENSE PAID TO DEFEXSE COUNSRL: — — — — — = — ==~ - == - =-=-==—=-==< -—=-% 81,002.00
ALL OTHER LOSS ADJUSTMENT EXPENSE PAID: — === —— =~ - - - = ~-==-==-==-===--==== $ 31,182.00
NOMBER OF DAYS OF TNJURED PERSON'S WAGE LOSS PAID TO DATE: — — ~ = - =~ = ————<=====—==— 3 0 days
ESTIMATED NUMBER OF FUTURE DAYS OF IMJURED PERSON'S MAGE 10SS: ~ -~ - - - ——-=—<~=-=====—= 2 0 days
INJLRED PERSON'S GROSS WEEKLY INCOME: == === — — — — == = == - - === =-—===————==-= s 000
INKJURED PERSON'S -

TOTAL ECOMONIC LOSS: MEDICA " WAGE 1OSS OTHER EXPENSES

A) INCURRED TO DATE -~ = ~ — § 380,000.00 $ 0.00 s 0.00

B) ESTIMATED FUTURE — — — — § 700,000, 00 H 0,00 H 0,00

AMOUNT PAID FOR INJURED PERSON'S NOW—-ECDNOMIC LOSS: — — = — = = = =~ = === —— = === —~= == s © 0.0
IF A STRUCTURED SETTLEMENT OR PERIODIC PAYKENTS USED IN THIS CLAIR:

A} PRESENT VALUE OF PERIOOIC PAYMENT§ = = = = = == = = = = = = = == - - - === - - —o-===-= $ 0.00

8) COST 70 THE INSURER OF THE PATHENTS = — == - —— = === ===~ B ————— K

© 10TAL DXPECTED PATMDNT TO PLAINTIFF = = — = == - == — === == e ---=-3% 000

0) DID TOU MROWUSE AX ANUITT? __(01) Yes  _* (022 wo

PALE &



. ' _ FLORIDA DEPARTMENT OF JNSURANCE
. FLORIDA WEDICAL PROFESSIONAL LIABILITY
QOSED QAIN REPORTING  FORX

*
N/A

0. BRIEFLY DESCRUBE THE STAUCTLURID SETTLEMENT INCLLDING NOM JT IS FINKANCED:

M. TYPE OF NON-ECOMOMIC DAMALE LINIT: (Check one)

101 to 1ialt (nalther party requests or agrees to voluntary binding arbltratien).
__ (02} o liait {deferdant refuses claimant's offer of voluntary binding arbitration).

___T03) $250,000 timit ftoth parties accept arbitration). (See Jtew 42 for excrption.)

T0&) $350,000 tisit (plalntiff rejects arbitration). ]
_X (05) Does rot apply because ccaurrence happened before the 02-08-88 Lo

2. IF (03) 1S CHECKED IN ITEM &1 AND THE LIMIT ON NON—ECONDMIC DAMAGES 1S DIFFERENT THAN

$250,000, THEN INDICATE THME MODIFIED LIMIT:

3. COLLATERAL SOLRCE INFORMATION: N/A
ENTER YO THE NEAREST PERCENT (use ro decimals) THE PERCENT RECOVERY FOR ECONOKIC LOSS FROM:

b _ 1 automoblle

- A __1 HNealth
E. __1 pedicare, Medicaid & Social Searity

8. __% Disability

€ __ I \orkers' Caompensation F. ___1 Other sources, specify:

. SAFETY MAMAGEMENT STEPS TAKEN BY INSURED TO MAXE SIHILAR OCCLRABENCES LESS LIKELY: _There was no testimony
presented that Dr. Alfonso was negligent in any manner. The experts who reviewed the

\ records felt timely and appropriate care and treatment were rendered.

A _

ky

A

A

i

(TACT persow: Cliff Rapp, Miami Regional Claims Mgmnomess: PO Box 14900)
305-442-4001 Coral Cables, FL 33114

EPHONE:




