§L RIDA DEPARTMENT OF INSURANCE

A MEDICAL PROFESSIONAL LIABILITY

t . NV 3 1081 IA,NLWNCE A REPW DEPARTMENT FILE NO.
ST ENG ﬁ%aal

8704001

ES y
L. PRIMARY!NSUREWR&\C\U OF g{}» p“\ UL ): 1

2. EXCESS INSURER NAME: . 0

3. INSURED'S NAME:

PaNLiLio, Kemeo L. A=K

' d_,o IPN me, ésl and Mlddl%rﬁ

INSURER CODE:
(See Table A)
INSURERCODE: |__| | ¢ | |
(See Table A)

STREET ADDRESS:

CITY, STATE:

ZIPaz'7 {, COUNTY CODE: 7/16 |

Kissimmee, ¥t

4. POLICY NUMBER PER CLAIM POLICY LIMITS

PRIMARY [NSURER-_(MCj’h', 5-’”: s ) M o

EXCESS INSURER: 0 $ 0

5. Is lt_)é insured physician a Foreign Medical Graduate?
(01) Yes
—— (02)No

(See Table B}

AGGREGATE POLICY LIMITS

s I Ml o

3 o

if yes, enter the country in which primary medical education
was received: A.) - ”
PrLiPPINES m

6. PROFESSION OR BUSINESS: (Check one)
JZ(FOI) Physicians & Surgeons
____{02) Hospitals
___(03) Podiatrists

____ (04) Other Medical Professionals
__ {05) Clinics
(06) Ambulatory Surgical Centers

L—d

— (07) Qther Health Care Facilities

7. SPECIALTY CODE: i 8 | o I‘LI g | o | {Applies to physicians, surgeans, and other health care professionals.

{See Table C)

8. ]_I&RD CERTIFICATION: (Check one)
{01} In specialty coded in Item 7, above.
_—{02) In a different specialty.

____(03) In the specialty in [tem 7 and another specialty. Enter the additional specialty code here:

___{04) Insured is not board certified.

9. vaHERE INJURY OCCURRED: (Check one)
(01) Hospital Inpatient Facility __ (04) Nursing Home
___ {05) Physician's Office

___. (06) Patient's Home

__ {02) Emergency Room
... {03} Hospital Quspatient Facility

10. If Place of Injury (above) is checked as (8) Other, then
provide a description of the ptace where the injury occurred:

Use 1SO Common Statistical Base Classification Codes.)

{Table C)

____(07) Other Cuipatient Facility
— (08) Other Location
. {09) Other Hospital/Institution

o waveornstirunion._HUMANA | /185t mm EE

INSTITUTION CODE: L} 1©1©

12, LOCATION OF INSTITUTIONAL INJURY: (Check one)
___ {01} Patient’s Room ____{04) Labor & Delivery Room
———{02) Operating Suite - (035) Physical Therapy Dept.
_ {03) Recovery Room _ (06) Nursery

D14-303 - Amended (08-86)
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(See Table D)

{03 Critical Care Unit
08) Special Procedure Room
(09) Radiology

__ {10y Emergency Room
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FLORIDA DEPARTMENT OF INSURANCE
. FLORIDA MEDICAL PROFESSIONAL LIABILITY
INSURANCE CLAIMS REPORT

DEPARTMENT FILE NO.
INSURER’S CLAIM NO.

6 21, Y

13. DATE OF OCCURRENCE: = /¥

’ -
DATE REPORTED TO INSURER: 5/ /3/ SA

14, INJURED PERSON'S AGE: ____g__ Years (If less than one year, then enier 01)
INJURED PERSON'S SEX: ' M ’ F (Circle one)
14.1 INJURED PERSON'S NAME: e S

Last Name First and Middie Initial

15. FINAL D[AGLN(EE.(’)B_ wg:g 'glz’A)TME‘:B %ﬁ%ﬁ?&ﬁ !DESREEU RREY SPEFECH

(LEAVE BLANK)
15,

STROILE
16. DESCRIBE MISDIAGNOSIS MADE, IF A%wgé\TIENT'S ACTUAL CONDITION: 6.
17. DESCRIBE ACTION WHICH CAUSED T ADE: 17.
UEBS 7oA O "B FrI1ETY OF ANGI06RAA,

18. DESCRIBE THE OPERATION, DIAGNOSTIC OR TREATMENT PROCEDURE CAUSING THE INJURY. USE 18.

NOMENCLATURE AND/QOR DESCRIPTIONS OF THE PROCEDURES USED. INCLUDE METHOD OF ANESTHESIA,

OR NAME OF DRUG US TREATMENT, W, OF ADMINISTRATION:

INS D 3?% « A NgFB%HM

T

19. DESCRIBE THE PRINCIPAL INJURY GIVING RISE TO THE CLAIM. USE NOMENCLATURE AND/QOR 19.

DESCRIPTIONS OF THE INJURY. INCLUDE TYPE OF ADVERSE EFFECT FROM DRUGS WHERE APPLICABLE:

—PEr* 1%

20. SEVERITY OF INJURY: (check only one — rate most serious injury if several are involved.)

____(01) Emotional only - Fright, no physical damage.

_(02) [nsignificant -Lacerations, contusions, minor scars, rash. No delay.

Temp- ____ (03) Minor---——-z#%--—- Infections, misset fracture, fall in hospital. Recovery delayed.
orary ____ (04) Major---—¥eemeeeo- Burns, surgical material left, drug side effect, brain damage. Recovery delayed.
— (05) Minor----------------Loss of fingers, loss or damage to organs. Inclm%abling injuries.
Perma- ____ (06) Significant---—------- Deafness, loss of limb, 1oss of eye, [oss of one kidney or lung.
nent . (07) Major------—---—-—--Paraplegia, blindness, toss of two limbs, brain damage.
— (08) Grave--—-———--—--—-- Quadraplegia, severe brain damage, lifelong care or faral prognosis.
. (09) Death

-+ DI4-303 - Amended (08-86)
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21,

23.

24,

25.

26.

21,

28.

29.

FLORIDA DEPARTMENT OF INSURANCE
FLORIDA MEDICAL PROFESSIONAL LIABILITY
INSURANCE CLAIMS REPORT

DEPARTMENT FILE NO.
INSURER'S CLAIM NO.

09 IN 51\ & 09T o0l

5_-"
DATE OF SUIT, IF ANY: j_é/i

LIST OTHER DEFENDANTS INVOLVED IN THIS CLAIM, THE INSURER'S NUMBER AND THE COMPANION CLAIM FILE |D NUMBER:

DEFENDANT’S NAME {Last Name, First Name) INSURER CODE NO.

INSURER FILE [D.

1) NONE

2)

3)

4)

5)

W?-ﬁ'PLAlNT]FF REPRESENTED BY AN ATTORNEY? (Check one)

OD Yo __(02)No ol

DATE OF FINAL CLAIM DISPOSITION:

L/ =/

FINAL METHOD OF CLAIM DISPOSITION:
1) Settled by parties.

z‘(‘(;Z) Disposed of by a couri.

___(03) Disposed of by arbitration.

SETTLEMENT: {Check ote)
(01) Within the presuit period as set forth in Seciton 768.57, Florida Statute (usually within 90 days).
(02) After arbitration is initiated or prior to suit being filed.

z{ﬁh Within 90 days of suit being filed.

(04) Mare than 90 days alter suit is filed and prios to or during the course of mandatory settlement conference.
_._.(03) Prior to completion of the swearing of the jury.

___(06) Prior to filing of the notice of appeal.

___ {07 After notice of appeal is filed or post-judgment relief or action is required for recovery.

___(08) During appeal.

____{09) After appeal.

___{10) Claim or suit abandoned.

COURT: {Check one)

——(0F) No court proceedings. ___106) Judgment for the plaintif{.

___(02) Directed verdict for plaintiff. __ (0¥ Judgmen: for the defendanz.

___(03) Directed verdict for defendant, 8) Judgment for the plaintifi after appeal.
_—(04) Judgment notwithstanding the verdict for the plaintiff. ¥ (09) Judgment for the delendant after appeal.
—{05) Judgment notwithstanding the verdict for the defendant. {4 Other

1) Summary judgment for the plainti{f.
(12) Summary judgment for the defendant.

AR_?(TRATION: (Check one) .
(01) Claim not subject 10 arbitration. (03} Award for plaintiff.
_..(02) Claim subject to arbiiration, but previously coded — (04) Award {or defendanrt,

disposizion reached in lieu of award.

WAS THERE AW!ZED VERDICT UNDER FLORIDA STATUTE 768.48? (Check one)
—__(01) Yes ¥ _(02) No (If yes, please attach copy of settlement or verdict,)

D14-303 - Amended (08-86)
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30.

31.

2.

33

34,

35.

36.

7.

38.

39,

40.

41,

FLORIDA DEPARTMENT OF INSURANCE
FLORIDA MEDICAL PROFESSIONAL LIABILITY
INSURANCE CLAIMS REPORT )
DEPARTMENT FILE NO.
INSURER'S CLAIM NO.

INDEMNITY PAID BY YOU ON BEHALF OF THIS DEFENDANT: $ o 00

INDEMNITY PAID BY EXCESS CARRIER ON BEHALF OF THIS DEFENDANT: $ (@] .00
e ¥

LOSS ADJUSTMENT EXPENSE PAID TO DEFENSE COUNSEL: s 1 5, \‘r7 7 .00

ALL OTHER LOSS ADJUSTMENT EXPENSE PAID: : $ é l o 00

NUMBER OF DAYS OF INJURED PERSON’S WAGE LOSS PAID TO DATE: O days
ESTIMATED NUMBER OF FUTURE DAYS OF INJURED PERSON'S WAGE LOSS: O days
INJURED PERSON'S GROSS WEEKLY INCOME: 5 O .00
INJURED PERSON'S
TOTAL ECONOMIC LOSS: MEDICAL WAGE LOSS OTHER EXPENSES
A) INCURRED TO DATE-—mreen-§ ) 00 s A 0o 5 A 00

h L4 p 4
B) ESTIMATED FUTURE-———---r--$ .00 5 00 s 00
AMOUNT PAID FOR INJURED PERSON'S NON-ECONOMIC LOSS: $ O 00
IF A STRUCTURED SETTLEMENT OR PERIODIC PAYMENTS USED IN THIS CLAIM:
A) PRESENT VALUE OF PERIODIC PAYMENT S cmrmmsessmrrrmm s o 3 0 00
B) COST TO THE INSURER OF THE PAYMENTS ) (@) 00
C) TOTAL EXPECTED PAYMENT TO PLAINTIFF- - b O .00
Dy DID YOU PURCHASE AN ANNUITY? ___ (01} Yes (02} No

BRIEFLY DESCRIBE THE STRUCTURED SETTLEMENT INCLUDING HOW IT IS FINANCED:W#

SAFETY MANAGEMENT STEPS TAKEN BY INSURED TO MAKE SIMILAI}OCCURRENCES LESS LIKELY:
: /

+

Pt _
CONTACT PERSON: m ”’ ’ M ADDRESS

TELEPHONE: ( )

ST- PAUL FIRE & MARINE INS. CO.
ORLANDO SERVICE CENTER
1060 MAITLAND CENTER COMMONS BLVD.
DI4-303 - Amended {08-86) MAITLAND, FLORIDA 32751 ' Pest



Ev/ovSLly KREPOFRTED

WT mnﬁﬁgﬁ FLORIDA DEPARTMENT OF INSURANCE

FLORIDA MEDICAL PROFESSIONAL LIABILITY o S+ A

7
W s am@dSES LB

DEPARTMENT FILE NO.
1. PRIMAEYLIJNRSERAI::LIJ NQI\EE RATESS_’—' Pﬂ L& E + M

E

INSURER’S CLAIM NO
J%9

TN SHE 04T o
LQ_I__Lié_ZI_I

INSURER CODE:
(See Table A)
2. EXCESS INSURER NAME: - i (4] INSURER CODE:
A {See Table A)
3. INSURED'S NAME: ?AUL (LiO, PO/”E 0 4,
(L ame, Flrst and Ml%?me)
STREET ADDRESS: [tF10 IVIE
CITY, STATE: ,(l SHIIMM £E’, ; L. 263275 county CODE: 126,
(See Table B)
SEE pAGE 3.
4. POLICY NUMBER PER CLAIM POLICY LIMITS AGGREGATE POLICY LIMITS
PRIMARY INSURER: $ .00 $ 00
EXCESS INSURER: $ $
5. Isthe insured physician a Foreign Medical Graduate? If yes, enter the country in which primary medical education
—(01) Yes was received:
___{02)No

6. PROFESSION OR BUSINESS: (Check one)

—{01) Physicians & Surgeons — (04) Other Medical Professionals ___{07) Qther Health Care Facilities
_. (02) Hospitals —_(05) Clinics
— (03) Podiatrists — (06) Ambulatory Surgical Centers
7. SPECIALTY CODE: | ! | | | I (Applies to physicians, surgeons, and other health care professicnals.
(See Table C) Use 1SO Common Statistical Base Classification Codes.)

8. BOARD CERTIFICATION: (Check one)
e {01) In speciaity coded in Item 7, above,
—_{02) In a different specialiy.
__{03) In the specialty in ltem 7 a£1 another specially. Enter the additional specialty code here:

Table C
____{04) Insured is not board certified. (Table C)
9. PLACE WHERE INJURY OCCURRED: (Check one)
____{01) Hospitat Inpatient Facility — (04) Nursing Home — (07) Other Quipatient Facility
. {02) Emergency Room ____(05) Physician’s Office (08) Other Location
— {03) Hospital Qutpatient Facility — (96) Patient’s Home — (09) Other Hospital/Institution
10. If Place of Injury (above) is checked as (8) Other, then
provide a description of the place where the injury oceurred:
11. NAME OF INSTITUTION: INSTITUTIONCODE: |__ )t | | | !
(See Table D)
12. LOCATION OF INSTITUTIONAL INJURY: (Check one)
___ (01) Patient’s Room ___(04) Labor & Delivery Room ___ (0N Critical Care Unit
o (02) Operating Suite . (05) Physical Therapy Dept. ___ (08) Special Procedure Room
___ (03) Recovery Room ___(06) Nursery —— (09) Radiology

___ {10y Emergency Room

D14-303 - Amended (08-86) PAGE 1
7106 Ed. 12-86 Printed in U.5.A.



13,

4.

14.1

16.

18.

9.

20

FLORIDA DEPARTMENT OF INSURANCE
FLORIDA MEDICAL PROFESSIONAL LIABILITY
INSURANCE CLAIMS REPORT

DEPARTMENT FILE NO.
INSURER’S CLAIM NO.

DATE OF OQCCURRENCE: .é_/ﬂ/j_l/
DATE REPORTED TO INSURER: ’Z_IEILS'
INJURED PERSON'S AGE: L Years (1f less than one year, then enter 01)
INJURED PERSON'S SEX: Q F (Circle one}

INJURED PERSON'S NAME:

Last Name First and Middle [nitial

FINAL DIAGNOSIS FOR WHICH TREATMENT WAS SOUGHT OR RENDERED:

(LEAVE BLANK}

15.

DESCRIBE MISDIAGNOSIS MADE, IF ANY, OF THE PATIENT'S ACTUAL CONDITION: i6.
DESCRIBE ACTION WHICH CAUSED CLAIM TO BE MADE: i7.
DESCRIBE THE OPERATION, DIAGNOSTIC OR TREATMENT PROCEDURE CAUSING THE INJURY. USE 8.
NOMENCLATURE AND/OR DESCRIPTIONS OF THE PROCEDURES USED. INCLUDE METHOD OF ANESTHESIA,

OR NAME OF DRUG USED FOR TREATMENT, WITH DETAIL OF ADMINISTRATION:

DESCRIBE THE PRINCIPAL INJURY GIVING RISE TO THE CLAIM. USE NOMENCLATURE AND/OR 9.

DESCRIPTIONS OF THE INJURY. INCLUDE TYPE OF ADVERSE EFFECT FROM DRUGS WHERE APPLICABLE:

SEVERITY OF INJURY: (check only one — rate most serious injury if several are involved.)

____(01) Emotional only - Fright, no physical dama:ge.

_ . {02) Insignificant _Lacerations, contusions, minor scars, rash. No delay.
Temp- ___ (03) Minor----—-—--—-—Infections, misset fracture, fall in hospital. Recovery delayed.
orary ___ {04) Major-—-——--—-—Burns, surgical material left, drug side effect, brain damage. Recovery delayed.
— (05 MINOr-----m-m-meeeee Loss of fingers, loss or damage to organs. [ncludes nondisabling injuries.
Perma- __ {06) Significant--------—Deafness, loss of limb, loss of eye, loss of one kidney or lung.
nent ___ {07) Major----—-------—— Paraplegia, blindness, loss of two limbs, brain damage.
____(08) Grave---—---—---—Quadraplegia, severe brain damage, lifelong care or fatal prognosis.

(0% Death

" DI4-303 - Amended {08-86)

PAGE 2



21.

23.

24.

AR

26.

27.

28.

29.

FLORIDA DEPARTMENT OF INSURANCE
FLORIDA MEDICAL PROFESSIONAL LIABILITY
INSURANCE CLAIMS REPORT

DEPARTMENT FILE NO.
INSURER'S CLAIM NO.

DATE OF SUIT, IF ANY: ii/i{

LIST OTHER DEFENDANTS INVOLVED IN THIS CLAIM, THE INSURER’S NUMBER AND THE COMPANION CLAIM FILE ID NUMBER:

DEFENDANT’S NAME (Last Name, First Name) INSURER CODE NO.

INSURER FILE ID.

) NoNE

2)

3)

4

5)

\:?B/PLAINTIFF REPRESENTED BY AN ATTORNEY? (Check one)
V{01 Yes ___{02) No

DATE OF FINAL CLAIM DISPOSITION: l/_{‘f/_87

FINAL METHOD OF CLAIM DISPOSITION:
1} Settled by parties.

ZEZ) Disposed of by a court.

____(03) Disposed of by arbitration.

SETTLEMENT: (Check one)

____(D1) Within the presuit period as set forth in Seciton 768.57, Florida Statute {usually within 90 days).
___{02) After arbitration is initiated or prior to suit being filed.

___{03) Within 90 days of suit being filed.

____{04) More than 90 days after suit is filed and prior to or during the course of mandatory settlement conference,
____{05) Prior to completion of the swearing of the jury.

_____(06) Prior to filing of the notice of appeal.

____(07) After notice of appeal is filed or post-pudgment relief or action is required for recovery,
____(08) During appeal.

___(09) After appeal.

___{10) Claim or suit abandoned.

COURT:; (Check one)

__{01) No court proceedings. ____(06) Judgment for the plaintiff.

__(02) Directed verdict for plaintiff. ____(07) Judgment for the defendant.

____(03) Directed verdict for defendant. y Judgment for the plaintiff after appeal.
____(04) Judgment notwithstanding the verdict for the plaintiff. (09) Judgment for the defendant after appeal.
___(05) Judgmeni notwithstanding the verdict for the defendant. ___(10) Other

____ (1) Summary judgment for the plaintiff.
(12} Surnmary judgment for the defendant.

ARBITRATION: (Check one)

___{01) Claim not subject to arbitration. __ {03) Award for plaintiff.

____(02) Claim subject to arbitration, but previously coded ___(04) Award for defendant.
disposition reacned in lieu of award.

WAS THERE AN ITEMIZED VERDICT UNDER FLORIDA STATUTE 768.48? (Check one)
_(01) Yes —__(02Yy No {1f yes, please attach copy of settlement or verdict.)

DI14-303 - Amended (08-86}
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30.

31

32,

3.

34,

35,

36.

37.

38.

39.

40,

41,

FLORIDA DEPARTMENT OF INSURANCE
. FLORIDA MEDICAL PROFESSIONAL LIABILITY
‘ INSURANCE CLAIMS REPORT

DEPARTMENT FILE NO.

INSURER’'S CLAIM NO.

INDEMNITY PAID BY YOU ON BEHALF OF THIS DEFENDANT: $ 00
INDEMNITY PAID BY EXCESS CARRIER ON BEHALF OF THIS DEFENDANT: $ 00
LOSS ADJUSTMENT EXPENSE PAID TO DEFENSE COUNSEL - $ 00
ALL OTHER LOSS ADJUSTMENT EXPENSE PAID: 3 00
NUMBER OF DAYS OF INJURED PERSON'S WAGE LOSS PAID TO DATE: days
ESTIMATED NUMBER OF FUTURE DAYS OF INJURED PERSON'S WAGE LOSS: days
INJURED PERSON'S GROSS WEEKLY INCOME: $ .00
INJURED PERSON'S
TOTAL ECONOMIC LOSS: MEDICAL WAGE LOSS OTHER EXPENSES
A) INCURRED TO DATE-rrmrreev$ 00 3 00 00
B) ESTIMATED FUTURE---ormrmerme- $ 00 5 00 .00
AMOUNT PAID FOR INJURED PERSON'S NON-ECONOMIC LOSS -cnrrmmrermmrmeseecmesmmeemssersseeeemmsesmme s eemeeeeseemeee $ 00
[F ASTRUCTURED SETTLEMENT OR PERIODIC PAYMENTS USED IN THIS CLAIM:
A) PRESENT VALUE OF PERIODIC PAYMENTS +vcnremmermermmeemmeemmcemeeme e emmersemmessarmmesemeneesmmsesmessses s e eeseeemee 3 00
B) COST TO THE INSURER OF THE PAYMENTS 3 .00
C) TOTAL EXPECTED PAYMENT TO PLAINTIFF --$ .00
D) DID YOU PURCHASE AN ANNUITY? ___(01) Yes — (02) No
BRIEFLY DESCRIBE THE STRUCTURED SETTLEMENT INCLUDING HOW IT IS FINANCED:
SAFETY MANAGEMENT STEPS TAKEN BY INSURED TO MAKE SIMILAR OCCURRENCES LESS LIKELY:
3
P t Py
CONTACT PERSON: M m ) m&‘ | ADDRESS
TELEPHONE: ( ) [y r INE INS. CO-
| Jos- 6bo-2700 STbF’R‘:‘_ANDo SERWg%gE\M()NS BLVD.
1060 Mﬁ;\ﬁx\gt\émmm 32751
DI4-303 - Amended (08-86) ! PAGE 4



