;. FLORIDA DEPARTMENT OF INSURANCE _
- MEDICAL MALPRACTICE CLOSED CLAIM REPORTING FORM  FILE#)/- R4y

. PRIMARY CARRIER

Company Code [4]4]0]5]J0) (Florida Certificate of Authority Number) ( 2501
Company Name Physicians Protective Trust Fund

Policy NMumber #0 CQOO_C?_ ‘

EXCESS CARRIER

Coz'npany Code[ } J] T T 1 (Florida Certificate of Authority Number)

1)
(2)
(3
(4)

(5)
(6)

‘7) Date and amount of Judgment or Settlement (Month, Day, Year) [ A

8)
9)

Company Name

Policy Number

A.Primary Indemmity $ 30,000  GEF

B.Primary Defense S

Calendar Year Claim Closed [ELZQ FCC IAC [37]
Insured_Renald COhase, D .
County Code
Address: Bj: ‘ , BOY QQS L!QEQHDQ E}& A @yzl
speciality R adioleau>. Code
Date of Incident (Month,(%g;, Year) U/ l2l/1&121& )
Date submitted for mediation (Month, Day, Year) [ T L 1 L I 1
Disposition of mediation (check one):
(1) [ Plaintiff (2) ] Defendant. (3) ] vo final conclusion

Date of suit, if filed (Month, Day, Year) Eim

D15p051t10n of incident (check one):

(1) [] Final Judgment (2) Settlement
(3) {1 Final Disposition Not Résulting in Payment on Behalf of the Insured

C.Excess Indemnity S

D.Excess Defense Costs

Summary Judgment (1) [_] For Plaintiff (2) [] For Defendant
Directed Verdict (1) [} For Plaintiff (2) [[] For Defendant .

10) Trial (1) [Jyes' (2) Kno

11) Date and reason for final disposition, if no settlement or judgment::

(Month, Day, Year) ' J rl

12) Include brief summary of occurrence which created claim on back.

1)1-01/80 | Prepared by Babgg_"ﬁ .. a)h;'{ef/d,&
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