FLORIDA DEPARIMENT OF INSURANCE

FLORIDA MEDICAL PROFESSIONAL LIABILITY 9801464
CLOSED CLATM REPORTING FORM

SR | DEPT. FILE NO.
BUREAU OFIRRORERNTR NAME: _Florida Physicijans Tnsurance Company  INSURER cope: LO19:548.3
ASUALTY FORMS & RATES (See Table A)

2. EXCESS INSURER HAME: A)orse INSURER CODE: L—i— L )

(See Table A)

3a. HEALTH CARE PROVIDER: /%é/doft,. Aadend) Ko A/ﬁl{;ké{

(Last Name, Fifst and Middle Name or Hospital Name Exow Table D)

3b. IF HEALTH CARE PROVIDER (above) IS A PHYSICIAM,- DENTIST OR 0.0 7,/3 9 é'i’
PODIATRIST ENTER DEPARTMENT OF PROFESSIONAL REGULATION LICENSE NUMBER: —11 211 /1 &)

3c. INSURED'S NAME: ame.

STREET ADDRESS: Mﬂm%jlvd. S, , Site 550

arv: wheksaat e s s efii 1160 oy cos 1285
{iee Table B)

&, POLICY NUMBER  PER CLATM POLICY LIMITS AGGREGATE POLICY LTMITS

PRIMARY INSURER: 570 $ 00 . 000,00 $ 4.8 00 0700

EXCESS INSURER: /\JL s A/ s /l)r/la_» .00
5. IS THE INSURED PHYSICIAN A FOREIGN MEDICAL GRADUATE? & (01) Yes __ (02) No (If yes, enter thi eountry

in vhich primary medical education was received: _ iy 4#{4 A

6. PROFESSION OR BUSINESS: {Check one)

(01) Physicians & Surgeens —_ (04) Dentist — (07) crisis Stabij zation Unit
— (02) Hespitals ' __ (95) Abortion Clinics __ (08) Bealth Maintnance
—  (03) Podiatrists — (06) Ambulatory Surgical Centers Organizatin

7. SPECIALTY CODE: Jla |£1£; /.

{Applies to physicians, surgeons, and dentists,
(See Table C) Use ISC Common Statistical Base Classification Codes.)

8. BOARD IFICATION: (Check one)

(01) 1In specialty coded in Item 7, above.
— (02) 1In a different specialty.

— (03) In the specialty in Item 7 and another. Enter the additional specialty code here:

— (04) Insured is not board certified. (See hke C)

9. PLACE WHERE INJURY OCCURRED: (Check one) o
—_ {01) Hospital Inpatient Facility ) Nursing Home (07} Other OutpatienF aacility
—_ (92) Emergency Room 2 (05) Physician's Office __ (08) oOther Location o
-— {(03) Bospital Outpatient Facility ___ (06) Patient's Home _ {09) Other Hospital/iss Titution

10. IF PLACE OF INJURY (aboye) IS CHECKED AS ((08) OTHER), THEN PROVIDE A DESCRIPTION OF THE PLACE WHEREEEE INJURY
OCCURRED: /]j ] K’
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n.

12.

13.

14,

FLORIDA DEPARTMENT OF INSURANCE
FLORIDA MEDICAL PROFESSIONAL LIABILITY
CLOSED CLAIM REPORTING FORM 4 /$0F¥

NAME OF INSTITUTION: AB VA = _ INSTITUTION CODE: bttt 1)
' {See Table D)

LOCATTON OF INSTITUTIONAL INJURY: (Check one)/l,) VA = o

- (01) Patient's Room - (05) FPhysical Therapy Dept. — (09) Radiology

— {02) Operating Suite . (06) Mursery — (10) Emergency Room

— (03) Recovery Room — (07) Critical Care Unit — {11} other

— {04} Labor & Delivery Room — (08) Special Proucedurs Room

DATE OF OCCURRENCE: 22124123
DATE REPORTED TO INSURER: &7 /7« 197
\-&
INJURED PERSON'S AGE: 4€ Years (If less than one year, enter 00; if unknown, enter UNK.)
INJURED PERSON'S SEX: M (® (Circle one)

I14.1 THNJURED PERSON'S N

1s.

i7.

ig.

1s,

STREET ADDF
c —_ -
F DIAGNOSIS FOR WHICH WAS SOUGHT OR RENDERED: ! (LEAVE BLANK)!
Dy hrior: ,-—Wrzﬂmz_ 115.
L]
:
DES: MISDJAGNOSIS MADE, IF ANY, OF THE PATIENT'S ACTUAL CONDITION: : 116.
' ; _ P /2,
280 Vs o :
:
. H
%m ACTION wmca CAUSED CLATM TO BE MADE: 117.
Ldowe )‘-@.5“}9: Vﬂq—/~jy¢‘»éfhc) A0 Cﬁ?ﬂgﬁégﬁ 22 )

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

AND/OR DESCRIPTIONS OF THE PROCEDURES USED. INCIUDE METHOD OF ANESTHESIA, OR NAME OF DRUG USED !
FOR IREATMENT, WITH DE'AIL OF AII{DIISIR.AIION‘
'

Mmm &AAM 217

DESCRIBE THE PRINCIPAL INJURY GIVING RYSE 10 THE CLAIM. USE !KHENCLAIURE AND/OR DESCRIPIIONS OF}19.

OF ADVERSE DRUGS APPLICARLE:
U e T s 7

I S B

DI4-303 (Amended 07/88)
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FLORIDA DEPARTMENT OF INSURANCE
FLORIDA MEDICAL PROFESSIONAL LIABILITY
CLeSED CLAIM REPORTING FORM /97 g0l

20. SEVERITY OF INJURY: {check only one -- rate most Serious injury if several are involved.)

——(01) Emotional enly - Fright, no physical damage.

Insignificant

Temp~ _ég:g/ﬂim: -~

orary __ (04} HMajor - - =

e f05) Minor - - -
Persa~ __ {06) Significant
nent __(07) Hajor =~ - -

- (0B) Grave - ~ -

- {0%) Dearn

¥

~ Quadraplegia,.severe brain dasage, lifelong care or faral P77

‘Lacerations, contusions, minor scars, rash. No delay.
Infections, misset fracture, fall in hospiral. Recaovery
Burns, surgical material left, drug side effect, brain

d.
delaye recovery delave

_ i 1ing jnjuries.
Loss of fingers, loss or damags to organs. Includes noniiS? >

. --'1.8-
Deafness, loss of lizb, loss of eye, loss of one kidney & 3=
Paraplegia, kiindness, loss of two lisbs, brain danmage. @35-;_ $.

21. DATE OF SUIT, IF ANY: Q& /25122
21.1 CIRCUTT COURT cast wuger: 37~ 03594 O

21.1 COMRTL CODE OF TOUNTY Sull FIiED Wi é-'ék 3= 1R8I B)

22.  LIST OTEER DEFENDANTS INVOLVED IN THIS CLADY, 2 INSURTR'S M2BER AND THE COMPANION CLAIMTT&"

o Ip h"u‘:'ﬁi:‘a:

=11z 10

" t-?"—";..

LA —

| DEFRDANT'S JAE (Lest Name, Ticst Nape) INSURSR CODE %O ﬁ-—
1)_21)—/3,/' .
2} i

—

3y

/F—_—

4)_..

—

3)

/

1. s_e:s/vlfmn? REPRESENTED BY AN ATTORNEY? (Check one)

(01) Yes ___(02) No

. DATE OF FINAL CLAIM nrsmsrnoa:apﬂ / @/ i?
) nyvf_.-'moo OF CLAIM DISPOSITION:

{01} Settled by parties.
{02} Disposed of by a court,

{03} Disposed of by arbitration.

STAGE OF THE LEGAL SYSTEM AT WHICH SETILEMENT WAS REAGHED OR AWARD MADE: (Check one) =0 d3vs)-
(01} Within the presuit period as set forzh in Section 768.57, ¥lorida Statute (usually wits ¥

—_{o2) ter arbicration is initiated or pricr o suit being filed. ance
—_ Hithin 90 days of suit being filed. T confer

Z7(04) More than 9Q days.sffer suiz filed and Priat ra az dusicg whe course of vandatery “VJ#-—
{95} During grial but before court verdict.

—(06) Afrer court verdict and prior wo filing of notice of appeal- g =
{07} After notice of appesl is filed or post~judgesent relief oy action is required for recow™ —"

.08} Duzing appeal.
——t0%) After appeal.

—..(10) Clain or suit abandaoned,

c.-:-$03~ {Amended Q7/88)
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27.

28.

9.

3.

3.

3s.

36.

a7.

38.

39.

. FLORIDA DEPARIMENT OF INSURANCE

. FLORIDA MEDICAL PROFESSIONAL LIABILITY
CLOSED CLATM REPORTING FoRM A /5084

COURT: ck one}
___{&1l) No 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 after appeal.

—(04) Judgment notwithstanding the verdict for plaintiff. __ (10) Cther

—(05) Judgment notwithstanding the verdict for defendant. __ (11) Summary judgment for the plaintiff.

__{06) Judgment for the plaintiff, —(12) Summary judgment for the defendant.

mr:?ﬁnm/(me;k one)

- (01} Claim not subject to arbitration, __1(03) Award for plaintiff.

. (02) Claim subject ta arbitration, but settlement —_(ou) Award for defendant.

reached in lieu of award. N

Was there an itemi:’yeﬁict‘.’ (Check one) ‘

—(0L) Yes _"(02) Ko (If yes, please attach copy of settlement or verdict.)

INDEMNITY PAID BY YOU ON BEHALF OF THIS DEFENDANI: =~ = = = = = = = = = = = = = = = « = = $ __5@_019_.@

AMOUNT OF DEDUCTIBLE PAID BY THIS DEFENDANT: = = = = = = = = = = = = = = - = = = - - -~ $ D 00

INDEMNITY PAID BY EXCESS CARRIER OM BEHALF OF THIS DEFEMDANI: - - - - = = = =~ = - = - = - $ /) 00

LOSS ADJUSIMENT EXPENSE PAID TO DEFENSE COUNSEL: - - = - = = = = = === = = ~ = = = = = s 2 Subly

ALL OTHER LOSS ADJUSTMENT EXFENSE PAID: = = = = = = = = = = = = = = = = = = = = = = = = = s &1 AL

NUMBER OF DAYS OF INJURED PERSON'S WAGE LOSS PAID TO DA‘JiE: --------------- @ davs

ESTIMATED NUMBER OF FUIURE DAYS OF INJURED PERSON'S WAGE LOSS: - - - = = = = = = = = = = @ davs
~

INJURED PERSON'S GROSS WEEKLY INCOME: = = = = = = = = = = = = = = = = = = = = = = = = = $ G- oo

INJURED PERSON'S .

TOTAL ECONCMIC LOSS: _!{EDICAL WAGE LOSS OTHER EXPENSES

A) INCURRED 10 DATE - - - - $_/ 27,807 .00 $ /;95 Q00,00 $ & .00

B) ESTIMATED FUIURE - - - - § 0 .00 s /20,@@Ooo s o .00

AMOUNT PAID FOR INJURED PERSON'S NON-ECONOMIC LOSS: = = = = = = = = = = = = = = = =~ = = = $ g O, 130

IF A STIRUCTURED SETILEMENT OR PERIODIC PAYMENIS USED IN THIS CLATM:

DI4-303 (Amended 07/88)

A) PRESENT VALUE OF PERIODIC PAYMENIS - - - - = e e e e e e e m e ... s /t) / £% .00
'B) COST TO THE INSURER OF THE PAYMENTS - = = = = = = =~ = = = = = = = ¢ = = = = = = = = $ //»/M' .00
C) TOTAL EXPECTED PAYMENT TO PLAINTIFF = = = = =~ = = = = = =~ =~ = = = = - m - - - - [ /U/P‘ﬁy 00
D) DID YOU PURCHASE AN mz/ ___(01) Yes __ (02) No
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FLORIDA DEPARTMENT OF INSURANCE
. FLORIDA MEDICAL PROFESSIONAL LIABILITY
CLOSED CLATM REPORTING FORM ,F{ Jo?‘/

40. BRIEFLY DESCRIBE THE STRUCTURED SETTLEMENT INCLUDING HOW IT IS FINANCED:

NI
=

41. TYPE OF NQN-ECONOMIC DAMAGE LIPMIT: (Check one)
~£(01) ims i

No limit (neither party requests or agrees to voluntary binding arbitration).
— (02) No limit (defendant refuses claimant)s offer of voluntary binding arbitration).
— (03) $250,000 limit (both parties accept arbitration). (See Item 42 for exception.)
___ (oa) $%350,000 limit (plaintiff rejects arbitration).
___ (05) Does not apply because occurrence hapvened before the 02-08-88 law.

42. IF (03) IS CSECKED IN TTEM &1 AND THE LIMIT ON NON-ECONOMIC DAMAGES IS DIFFERENT THAN /d /
s M

$250,000, THEN INDICATE THE MODIFIED LIMIT: - =~ = = = = = = = = = = = = = = = = = - - .00

43. COLLATERAL SOURCE INFORMATION:
ENTER TO THE NEAREST PERCENT {use no decimals) IEE PERCENT RECOVERY FOR ECONOMIC LOSS FROM:

A. % Health D. % Automobile’
B. X Disability E. % Medicare, Medicaid & Social Security
c. X Workers' Compensation F. % Other sources, specify:

biv. SAFETY MANAGEMENT STEPS TAKEN BY INSURED TO MAKE SIMILAR OCCURRENCES LESS LIKELY:

i

A
_4/1‘/471,36L~

GmﬁmrPmm;;;fg;;;;;iziéfii;;:z~——ﬂﬂmm5S 1000 Riverside Avenue, P.O. Box 44033

_(904) 354-5910 Jacksonville, Florida 32231-4033

WILLIAM L. DAYE
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