ib.

10.

’HI. TH CART PROVIDER: _ ; (-\QL_A_,'\“\QX((_Z_T, LZ{/jS C;{/L()j [//C’.fm/

FLORIDA DEPARTMENT OF INSURANCE
FLORIDA MEDICAL PROFESSIONAL LIABILITY
ARo o e - CLOSED CLAIM REPORIING FORM 9600 90 3

DEFT. FILE NQ.

INSURER'S CLAIM NUMBER: G-l K

-

PRIMARY INSURER NAME: __&Of\?l‘b@:_ \nsuaw u‘&. Co

INSURER CODE: l—a—-ﬁ‘/———i—zﬁ.[

(See Tabie a}

ZICESS INSURER NAME: Of b INSURER CobE: Lt fo 1t

(See Iable 4)

(Last Bame, First and Middle Name or Hospital Name from Table o)

285 >
IF HEALTH (ARE PROVIDER (above) IS A PHYSICIAN, DENTIST OR :
PODIATRIST ENTER DEPARTMENT OF PROFESSIONAL REGULATICN LICENSE NUMBER: : N

INSURED'S HAME: V 1o Gu}r\ cereZ

STREZT ADDRESS: T17 L0 Haerw |toree [Cimt Se  Shvd

03

CITY: A sTATE; L1t zxpzté‘s‘ .03, COUNTY COpE: —L

{See TIable B)

POLICY NUMEFR PER CLATM POLICY LIMITS AGGREGATE POLICY LIMITS
PRIMARY INSURER: [-iid -ooo%.y—q/s.,(s LooOo00 .00 $3000000 .00
EXCESS INSURER: Mol $ .00 $ .00

IS TEE INSURED PHYSICIAN A FOREIGN MEDICAL GRADUATE? X _ (01) Yes __ (02) Mo (If yes, enter the countzy

in vhich primary medical education was received: Columbia f C D 7

PROL"/"."'SSION OR BUSINESS: (Check cne)

" (01} Physicians & Surgeons __ {04} Dentis:c — {07) Czisdis Stabilization Unit
. {02) Hospitals —_ {0%) Abertion Clinics . (08) Eealth Maintenancs

___ {03) pPadiatrists __ (o) Ambulatory Surgical Centers Organization

sPECTALTY copg: L3:O = A,

{Applies to physicians, surgeons, and dentists.
{See Table C) Use IS0 Common Statistical Baze Classification Codes.)

BOARD CERTIFICATION: (Check one) =

—— (01} In specialty coded in Item 7, above.

—_ {02) In a different speciaity.

—— {03) In the specialty in Item 7 and another, Enter the additicnal specialty code here:

v/ {08} Insured is not board cartified. {Ses Table C)
PLACZ WHERE INJURY OCCURRED: {Check one) .
¥ (0l) Hospital Inpatient Facility — (04) Nursing Home — (07) oOther Cutpatient Faeility
__—. (92) Emergency Room . {03) Physician's Office ___ (08} Other Location
— (03) Hospital Qutpatient Facility — (06) Patient's Home _—_ {09) Other Hospital/Institution

IF PLACE OF INJURY (above) IS CHECKED AS ((08) OTHER), THEN PROVIDE A DESCRIPTION OF THE PLACE WHERE THE INJURY
OCCURRED: _ “m{d-




FLORIDA DEPARTMENT OF INSURANCE
FLCRIDA MEDICAL PROFESSIONAL LIABILITY
CLOSED CLAIM REPORTING FORM

NAME OF INSTITUTION: Y. é\f)seph‘s Qosmw NsTITUTION cong: 2O 0OV T

(See Tabie 0)
. LOCATION OF INSTITUTIONAL INJURY: {Check one)

. %(_ (01) Patient's Rooem — (05) Physical Therapy Dept. — (09} Radiology
—. (82) Cperating Suite — (06) Nursery —_ (10) Ezergency Room
— (03) Recovery Room ___{Q7} Czitical Care Unit — (11} other
.. (04} Labor & Delivery Room . {08) 3pecial Procedurs Room
. DATT OF OCCURRENCE: 2, 1494

DATE REPORTED T0 INSURR: 1\ s 20) 9

i. INJURED PERSON'S AGE: 5. Years (If less than cne year, enter 003 if unknown, enter UNK.)
INJURED PERSON'S SEL: M Z;_ y{Cirzle one)

4.1 INJURED PERSON'S NAME:
STREZT ADDRESS:

crry: A,

x5. FIRAL DIAGNOSIS FOR WHICH IREATMENT WAS SOUGHT OR RENDERED:

A aochune 4‘ QS%";,;Q— Nop

16. DESCRIBE MISDIAGNOSIS MADE, IF ANY, OF THE PATIENT‘S ACTUAL CONDITION:
MORE,

17, DESCRIBE ACTION WHIC'H CAUSED 1AM IO BE MADE:

1) b )
—-lu-u-—-.- T N - e

"l s iy i e, dim, 5k

18. DESCRIBE THE OPERATION, DIAGNOSTIC CR TREAIMENT PROCEDURE CAUSING THE INJURY. USE NOMENCLATURE }18.
AND/OR DESCRIPTIONS OF THE PROCEZOURES USED. INCLUDE METHOD OF ANESZHESTA, OR NAME OF DRUG USED
rOR IP.EA:D{DI'I WITH DETATL OF ADMIHIS'I'RAIION- -

PTISNNGN 4 ;
J&.&%mim_cm_%&&wuwhﬁ :

1¥. DESCRIRE THE PRINCIPAL INJURY GIVING RISE TO THE CLAIM. USE NOMENCLATURE AND/CR DESCRIPTIONS OF)19.°
THE INJURY. INCLUDE TYPE OF ADVERSE EFFECT FROM DRUGS WHERE AFPLICABLE:

LA D o QA.P \ .
T 23y R{) bt YA

C T Al a VA paay vt -

rar mep e m whem mmdm M me me e e e mm tmem e e mm e rmam v e -

by



FLORIDA DEPARTMENT OF INSURANCE
FLORIDA MEDICAL PROFEZSSIONAL LIABILITY
CLOSE) CLAIM REPORTIING FORM

10.  SEVERITY OF INJURY: (check only one -- rate mast serious injury if several are involved.)

—_{C1) Eootional only - Fright, ne physical damage. )

{02) Insignificant - Lacerarions, contusions, cinor scars, rash. No delay.

Temp-  _ {Q3) Hinor - - - - - Infecticns, misset fracture, fall in hespital, Recovery delayed,
orary _w7(0L} Major - - - -'- Bums, surgical material left, drug side effecz, brain dacage. Recavery delawvad.
__(05) Minor = - = = - Losgs of {ingerz, loss or dasaga te organs. Includes nendisabling injuries.
- Perma- ___(068) Significant - - Deafness, loss of licb, less of eye, loss of cne kidney or lung.
nent __ (07} Hajor - - - - - Paraplegia, blindness, loss of two limbs, brain damags.
— {08) Grave - - - - -

Quadraplegia, seévere brain damage, lifelong care or fatal prognesis.,
_(09) Death
S
21. DATIZ OF SUIT, IF ANY: . / / ’h'/

1.1 CIRCUIT COURT CASZ NWUMEER: /

21.2 COUNTY CODE OF COUNTY SUIT FILED IN: W1 (SZE TaABLE 5) la

2. LIST CT:HER DEFEINDANZIS INVOLVED IN THIS t"..AL"!, THE INSURZR'S NUMBER AND THE COMPANION CLAIM FILT ID KOGED:

DEFENDANT'S NAMT (last Hame, First Namel © IKSURTZ CODE KG. INSURS® FIL= ID.
1)_None ' '
)
3
4)
5)

23. WA PLAINTIFF REPRESZNIED BY AN ATTORNEY? (Check one)
M (01) Yes __ (02) No

24. DATE OF FINAL CLAIM DISPOSITION: =2 /22,9 (

5. FINAL METHOD OF CLAIM DISPOSITION:
)_(_(01) Settled by parties.
{02} Dispesed of by a courc.

_ f{03) Disposed of by arbitrarion.

26, STAGE OF IHE LEGAL SYSTEM AT WHICH SZIITLRMENT WAS REACHIED OR AWARD MADE: (Check one)
X (01) vichin the presuit period as set forth in Section 768.57, Flerida Starute (usually within 90 days).
—.(02) After arbitration is initiated ar prior to suit being filed.
-(03) Vithin U days of suit being filed.
(04} More than 90 days.,after suit filed and prior to or during the course of candatory settlement canference.
—(03) Duzing trial but before cours verdiet.
—(06) After court verdict and prier te filing of notice of appeal.
—(07) After notice of appeal is filed or post-judgement relief or action
—.(08) During appeal.
- {09) After appeal.
_ (10) cClaim or suit abandoned.

is required for recovery,

D14-303 (Amended, 07/88)




3a.

39,

FLORIDA DEPARTMENT OF INSURANCE
FLORIDA HEDICAL PROFESSIONAL LIABILITY
CLOSZD CLAIM REPORTING FORM

COURZ: ([Check one)

01) HNo court proceedings. {07) Judgment for the defendant.
_ {02) Directed verdict for plaintiff. (08)  Judgment for the plaintiff after appeal.
(03} Directed verdict for defendant. — (09) Judgment for the defendant aftar appeal.

—_ (04} Judgment nocwithstanding the verdict for plaintiff. —(10) other

__{05) Judgment notwithstanding the verdict for defendant. (11) Sumpary judgment for the plaintifs,

__(08) Judgment for the plaintiff. . (32) Summary judgment for the defendanc.
ARET ION: (Check one)

: 01) Claim not subject to arbitration. —(03) Award for plainriff,

(02) Claim subject to arbitration, but settlement _(04) Award for defendant.

reached in lieu of award.

Was there an itemized-verdict? (Check one)

_(01) Yes (0Z) Mo (If ves, please attach copy of settlement oz yerdic:.)

INDEMNITY PAID BY YOU ON BEHALF QF THIS DEFENDANI: = = = = = = = = = = = = = = ~ = = = . s A 000D 40
AMOUNT OF DEDUCTIBLE PAID BY THIS DEFENDANI: = = = = = = = = = = = = = = < = = - - - -a8 O oo
INDEMNITY PAID BY EXCESS CARRIER ON BEHALF OF THIS DEFENDANT: = = = ~ = = = = = = ~ ~ = = s O oo
L0SS ADJUSTHENT EXPENSE PAZD TO DEFENSE COUNSEL: ~ ~ - = ~ =~~~ = = - = — - = _ $ [0 ’)Z .00
mom@ssmmsﬁmzs@msxaun: ------ ——— R ceemenees R
MUMBER OF DAYS OF INJURED PERSON'S WAGE LOSS PAID TO DAIE: - = - = = = = e O davs
ESTTMATED NUMBER OF FUTURE DAYS OF INJURED PERSON'S WAGE LOSS: = = = = = = = = = ~ = = = {7 davs
INJURED PERSON'S GROSS WEEKLY INCOME: - = = = = ~ = = = = = = = = = =~ = . I I $ () .00
THOURED PERSON'S

TOTAL ECONOMIC LOSS: MEDICAL WAGE LOSS CTHER_EXPENSES

A) INCURRED TO DATE - - - - § (> .00 $ .00 ¢ O oo

B) ESTIMATED FUTURE - - - - § (.00 3 £ v $ O a0

AMOUNT PAID FOR INJURED PERSON'S NON-ECONOMIC LOSS: = = = = = = ~ = - D Y S Bo 1o o R
IF A STRUCTURED SETTLEMENT OR PERIODIC PAWMENTS USZD IN THIS CLADM: 7 /3

A) PRESENT VALUE OF PERIODIC PAYMENTS - - = - = = = « = = = < = - R R 3 .00
B) COST TO THE INSURER OF THE PAYMENIS - - = - - - = T T e U U $ .00
C) TOTAL EXPECIED PAYMENT TO PLAINTIFF - = ~ = = = = = = = = = = = = = = © =  « — _ « = $ .00

D) DID YOU PURCHASE AN ANNUIIY? ___ (01) Yes _‘402) No

- S Poaas 4



0.

Lz.

FLORIDA DEPARIMENT OF INSURANCE
FLORIDA MEDICAL PROFESSIONAL LIABILITY
CLOSED CLAIM REPORTING FCORM

BRIZTLY DESCRIBE THE STRUCTURED SETLILEMENT INCLUDING HOW IT IS FINANCED: A}/A—

TYFE OF NON-ZCONOMIC DAMAGE LIMIT: (Check one)

_\A) No limit (neither party requests or agrees to voluntary binding arbitraticn).
— . {02) Mo limit (defendant refuses claimant's offer of voluntary binding arbitration).
— (03) $250,000 limit (both parties accept arbitrarion). (See Item 42 for exception.)
— (08) $350,000 limit (plainciff rejects arbitration).

—— (05} Does not apply because occurrence happened before the 02-0B-88 Law.

Ir (03) IS CHECXED IN ITEM 41 AND THE LIMIT ON NON-ICONCMIC DAMAGES IS DIFFERTNT THAN

$250,0090, THEN INDICATE THE MODTFIED LIMIT: - - - = = = = = = = = = = w4 o 0 = = = - . s .00

COLI.«\E.?.AL'S-OU'RCE INFORMATION:
NER IO THE NEAREST PERCENT (use no decimals) THE PERCENT RECOVERY FOR ECONOMIC LOSS F2OM:

Al % Health D. % Automobhbile
B. % Disability E. Jofp % Medicare, Medicaid & Social Security
c. % Workers' Compensation T. % Other sources, specify:

SATETY MANAGRMENT STEPS TAKEN BY INSURED TO MAKE SIMILAR OCCURRENCES LESS LMY:MM
wn  a. ade Management” Cotinas

corzacT PmRson: e focas b C cosby apprzss, 0360w Sk Way , Swite 303
TELTPHONE: (365) 49~ Lo ¢ Tt auwderdwle , £ 33307

D14-303 (Amended 07/88) . Page 5 .



