FLCRIDA DEPARTHENT QF [HSURANCE

FLORICA HEDICAL PROFESSICKAL LIABILITY 9102258
. SR CLCSED CLAIM REPCRTING FORM
13095 0EFT. Filz NO.

e - . : INSURER'S CLAIM NUMBER: 862—{50?48 "OO?LP

SA3 R g R e s
SoAREA OF AaTES BA2

FLA, DEPARTMENT OF INSURANSS :
J.  PRIFARY INSURER NAHE: Phyvsicians Protective Trust Fund INSURER CCOE: } 4 ! 4 ' Q' s tqg!

t L 1 !

{Sea Table A}

3 L 1 t 1

{Se= Table A}

2. EXCESS INSURER NAHE: N/A INSURER COOE: ¢ ! ! ot

3a. HEALTH CARE PROVIDER: B&Eﬂ@ﬁs_, Nep, %@ﬂ\\ok\fhl VY -

{Last Neme, First and Hiddle Neame or Hospital Neme from Tabie D} -

3b. IF HEALTH CARE PROVIDER (above) IS A.PHYSICIAN, DENTIST CR
PODIATRIST ENTER DEPARTHMENT OF PROFESSIONAL REGULATION LICENSE NUMBER: 'LO} O '3 ; }O'L é{ :

3c.  INSURED'S NAME: Mé’ EJ ?Df’lﬂ \&W\ lﬂ PY\Q(\‘PO& IH b
STREET ADORESS: lgg (JVHU@VQ 1TU \ Ql\}? <(il < | 04“
erTY: CQ(Q‘ gpr‘hﬂ\ﬁ)% STATE: JE:;_L z1p: 131300l cowny cooe: ']_'9;_

{See Table 8)

4. POLICY NUMBER PER CLATHM POLICY LIMITS AGGREGATE FOLICY LI‘HITS

sy swer: ) O03N0H s 9750‘, 000 a0 s T ), QOO0 ‘.0;3

EXCESS [NSURER: /A 3 N/A .00 3 H/A .00

5, 1S THE INSURED PHYSICIAN A FOREIGH MEDICAL GRADUATE? l/ {01} Yes (32) He (If yes, enter the ccuntry
in which primary medical education was received: [+ALC4 Z7

4. PROFESSION OR BUSINESS: (Check onel

__\/__ (1) Physicians & Surgecns {04} Dentist ___ o7 crisis stabilizatien Unit
___ {02) Hospitals - (05 Abortion Clinics __. {08} Health Haintenancs
— (03) pPodiatrists . (08) pmbulatory Surgical Centers Organizatica
7. SPECIALTY CGDE: Jg'o 'LQ !4101 L {Applies to physicians, surgeons, and dentists.
{See Tabte Q) Use ‘I15Q Common Statistical Base Classification Codes.)

&, BOARD CERTIFICATION: (Check cne)

__\___/(01) In specialty coded in Item 7, above.
{C2) In a different specialty. )
(03] In the specialty in Item 7 and another. Enter the additional specialty code here:
(04) Insured is not board cartified.

(See Taole Q)

9. PLACE WHERE INJURY OCCURRED: (Check ene)l

¥ (01} Hospital Inpatient Facility _ {048} Hursing Home {07} other outpatient Facility
. (02) Emergency Rocm __ {65} rhysician's O_ft’ica ___ (08) other Location
__ (031 Hospital Qutpatient Facility __ (D&) pPatient's Home __ {09) Other Hospital/Institution

10. IF PLACE OF INJURY {abave} IS CHECKED AS ((08) OTHER), THEN PROVIDE A DESCRIPTION OF THE PLACE WHERE THE INJURY
QCCURRED:
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FLORICA DEPARTHEMT OF IHSURANCE
FLORIDA MEDICAL PROFESSICHAL LIASILITY
CLOSED CLAIHM REPORTING FORM

L

1
1

11, MAME OF INSTITUTION: “ﬂNPTQ 1‘)1/} ?ﬁUj/lb N #@P INSTITUTION CODE: |

12. LOCATION OF INSTITUTIONAL INJURY: (Check cne)

(01} Patient's Reocm ___ {05) physical Therapy Oept. —.. (09} Radialegy
__.. {02) cperating Rocm- ___ (08} Nursery ___ {10} Emergency Rocm
. {03) Recovery Rcom __ (o7 critical care nit ©__ (i1) ather
_ (04) Labor & Balivery Rocm _ {08) Special Procedure Reom

13. OATE OF OCCURRENCE: ,¢/ lﬁ/ _@9
DATE REPQRTED TO IHSQRER: U_l _@/_8_0[

14. INJURED PERSON'S AGE: LQEQ Years (If less than one vear, enter (00; if unknown, enter UNK,)

INJURED PERSON'S SEX: @‘) £ (Circle one)

14.1 INJURED PERSON'S NAME:

STREET ADORESS: ! g

cITY: S_(

15, FINAL DIAGNGSIS FOR WHICH TREATHENT WAS SOUGHT OR RENDERED:

{See Taole 0}

{LEAVE BLANK)

THE IRJURY. IKCLUCE TYPE QOF AOVERSE EFFECT FROM DRUGS WHERE APPLICABLE:
—_—— * .
[rinnallenlge | \&md—u

e oF Hae \ngnn adue ree eLlecTS

1
1
rimnPug dﬁ%onmﬁ\lﬁ,djm\w\ﬁ&_ 115,
¥
4
:
146. DESCRIBE MISDIAGNCSIS MADE, IF ANY, OF THE PATIEMT'S ACTUAL CONDITION: 116.
Lone.. !
!
t
i
:
17 .~ DESCRIBE ACTION WHICH CAUSED CLAIM _TO 8E MADE: 7.
e Nertie_Chavertia.. HTenTes pombanve . res ana ressiont 7o QSSEImned:
NSRE  Pareni4etl ond Dave ankte phite <aff wes assishng hiM. Ao aduerse
e, 2022 _noted. Uainiif ateced aue Member (o6 s _feaiipent(n digonesing
y Org2ane... . C :
V 18. DESCRIBE THE OPERATION, DIAGHOSTIC OR TREATMENT PROCEDURE CAUSING THE INJURY. USE NOMENCLATURE 118.
MAND/OR DESCRIPTIONS OF THE PROCEDURES USED. INCLUDE METHOO OF ANESTHESTIA, OR MAME OF DRUG USED ;
FOR TREATMENT, WITH DETAIL OF ADMINISTRATION: i
Aope. |
1
1
I
1
:
19. DESCRIBE THE ?RIHCIPP‘.L IHJRY GIVING RISE TO THE CLAIM. USE NOMENCLATURE AND/OR DESCRIPTIONS OF 119,
:
1
1
1
]
]
1
1
1

0I4-303 (Amended 07/88)



" , FLORIDA DEPARTHENT OF INSURANCE
FLORIDA HEDICAL PROFESSIOHAL LIABILITY
. CLOSED CLAIM REPORTING FORM

20, SEVERITY OF INJURY: {Check only one — rate most serious injury if several are involved.}

__{01) Emoticnal onty - Fright, no physical damage.

—{02) Insignificant =~ Lacerations, contusions, minor scars, rash. No delay.
Temp—~ 7 (03} Hipor - = — = - = Infections, missed fracture, fall in haspital. - Pecovery delayed,
arary __ (04) Major - — - — - — Burns, surgical material left, drug sida effect, brain damaga. Recavery dalayed.
_ (05) Kinor -~ - - —--— Loss of {ingers, loss or damage to organs. Includes noadisabling injuries.
Perma— ___{06) Significant — — — Deafness, loss of Limb, loss of eye, loss of one kidney or lung. '
anent  _ [07) HMajor = = = = = = Paraplegia, blindness, loss of two limbs, brain damage.
_ (08) Grave — -~ =~ = = Quadriplegia, severe brain damage, lifelong care or fatal prognesis.
_(09) Death
21. CATE OF SUTT, IF ANY: LJ/A / /

31.1 CIRCULT COURT CASE NUMBER: A)/ A

Z21.2 COUNTY COOE OF COUNTY SUIT FILED IN: : : (SEE TABLE B) —

2¢2.  LIST OTHER DEFENMDANTS INVOLVED IN THIS CLAIM, THE INSURER'S NUMBER AND THE COMPANION CLAIM FILE TO NUMBER:

CEFENDANT 'S NAHE (last Name, First Neme) INSURER CGDE NO. [NSURER FILE 1D.

1) narne
2)
Ep|
43
5)

23. WAS PLAINTIFF REPRESENTED 8Y AN ATTORNEY? (Check onel
e (01) Yes _ {02) Wo

DATE OF FINAL CLAIM DISPOSITION: /o / 3/ ! 9/

I~
&~
.

I~
uw

FINAL METHOO OF CLAIM DISPOSITION:
\1(01} Settled by parties.

__ (02} Dispesed of by a court,

_ (03} Disposed of by arbitratien.

26. STAGE OF THE LE&%L-S‘I’STEH AT WHICH SEWLEHEHT WAS REACHED OR AWARD MADE: (Check one)
_.{01) Within the presuit periced as set forth in Secticn 748.57, Florida Statute {usually within 90 days!.
__(02) After arbitration is inii:iai:ed ar pricr to suit being filed.
__{G3) Within 90 days of suit being filed.
__(04) More than 90 days after suit filed and prior o or during the course of mandatory settlement conference.
__(09) o‘uring trial but befare court verdict.
__(06) After court ‘verdict and prior to filing of notice of appeal.
___{07T)y After notice of appeal is filed or post—judgement relief or action is required for recaovery.
__(08) During appeal.
(09} After appeal.

__%OI, Claims or suit abandoned.
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e,

28.

2.

33.

39.

. ‘ FLORIDA DEPARTHEMT OF [HSURANCE
FLORIDA HEDICAL PROFESSICHMAL LIABILITY
. CLOSED CLAIH REPCATIHG FORM

I?;IRT : {Check enal

¥ _(01) XNo court proceedings. ——{07)  Judgment for the defendant.

_(02) Directed verdict for plaiatiff. —.-{08} Judgment for the plaintiff after appeal.
___{(03) Directed verdict for defendant. 109 Judgment for the dafendant after appeal. E
{04} Judgment notwithstanding the verdict far plaintiff. __ {10} other

_{0S) Judgment notwithstanding the verdict for defendant. _ {11} -sumary Judgment for the plaintiff.
{08} Judgment for the plaintiff. (12} Sumary ]Judgment- far tha defendant.

ARBITRATION: (Check ene) . - B

v (01} claim not subject to arbitration. __(03) Award for plaintiff.

_ 102y claim subject to arbitration, but settiement ’ ' {04) Award for defendant.
reached in lieu of award.

Has thers an itemized verdict? {Check one)

_ (a1} Yes 2w (02) Mo (If yes, please attached copy of settlement ver{i'ict)

TNOEMNITY PAID 8Y YOU ON BEHALF QF THIS DE.I"E.NDANT: ————————— e e el s /é .09
AMOUNT CF DEDUCTISLE PAID BY THIS DEFENDANT: = = = = = = = .--"---————--——“----——'——5 g GD
INDEMNITY PAID 8Y EXCESS CARRIER ON BEHALF QF THIS DEFENDANT: — — — = = =« — — = — [ % ,g .00
LOSS ADJUSTHENT EXPENSE PAID TO DEFENSE COUNSEL: — = = == = = == = — = = — —— = =~~~ = = = _ DZQ&ZC? .00
ALL OTHER LOSS ADJUSTMENT EXPENSE PAID: =~ = = - — = = = = = = = = = = e e e e e e e — o 5 56/ .00
NUMBER OF DAYS COF INJURED PERSOM'S WAGE LOSS PAID TO DATE: - -‘ —————————————————— by g days
ESTIMATED NUMBER OF FUTURE DAYS OF INJURED PERSON'S WAGE LOSS: = = = = = = = = = = = = = = — = = =~ s ¢ davs
INJURED PERSON'S GROSS WEEKLY IHCOHE: — ~ = — — = = = = = m = e e e e e e e e m L & ¢ .20

INJURED PERSON'S _
TOTAL ECONOMIC LOSS: HEDICAL HAGE LOSS QTHER EXPENSES

A} INCURRED TO CATE - — - -~ % . d -0d 3 ¢ .00 5 ¢ .80

: - - 7
B} ESTIMATED FUTURE — ~ — - % ﬂ/ .0o b ¢ .00 b} é . G0

7 !

AHOUNT PAID FOR IMJURED PERSON'S NON-ECONOMIC LOSS: — — — — = — = = = = = — = ¢ e o o m e b ﬁ .00

IF A STRUCTURED SETTLEMENT OR PERIODIC PAYMENTS USED IN THIS CLAIM:

A)  PRESENT VALUE OF PERICOIC PAYMENTS — — = — — = = = = = = = = — = = = = = m e = o mmm = = = = ] @, .00
8) COST TO THE IHSURER OF THE PAYMENTS =~ — = = = = = = - == — = == = = = = = — — — =~ — — = — s ﬁ .00
C) TQTAL EXPECTED PAYMENT TO PLAINTIFF — — = — = = = =~ = v m m o m e o o o oo oo s ~ .09
0) OID YOU PURCHASE AN ANNUITY? __ (C1) Yes ﬁoa Yo
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C ' FLORIDA QEFARTHENT QF INSIZAKCE
FLORIDA HEDICAL PROFESSICHAL  LIA3ILITY
CLCSED CLAIM REFCRTING  FORM

40. BRIEFLY DESCRIBE THE STRUCTURED SETTLEMENT INCLUDIRG HOJ IT 1S FIMANCED: _AJM'
77

41. TYPE OF HOH-ECONOHIC DAMAGE LIMIT: (U‘u_?Ck.one)

éﬂi) Ko limit (neither party requests or 2grees to w;lur{tar*{ bi;'ading arbitratien).
__(02) Ko limit (defendant refuses claimant's offer of voluntary binding arbitrationl.
_(03) $250,000 limit {both parties accept arbitration). (Se= Item 42 for excepticn.)
___(04) $350,000 limit (plaintiff rejects arbitratical.

__{03) Coes rot apply berause occurrence hzppened before the 02-08-28 lzw.

42. 1F {03} IS CHECKED IN ITEM 41 AND THE LIMIT CN HOM-ECOHOMIC DAMAGES IS DIFFERENT THAN a
$250,000, THEN INGICATE THE MOOIFTED LIMIT: — — = = == =~ - = - - - = - = o= - m e S__ @ .00
. COLLATERAL SOURCE INFORMATION: A ) /4]
ENTER T THE HEAREST PERCENT (use/ro decimals) THE PERCENT RECOVERY FOR ECONOMIC LOSS FROM:

=~
[=2]

Ao ___% Health 0. __ % Autoeobile
g8, _ % Oisapility E. % pedicare, Medicaid & Secial Securivy
. __ % Workers' Compansation F. ___% Qther sources, specify:

L4, SAFETY ?‘ARAG?;{?'T STEPS TAKEN B8Y INSURED TO MAKE SIHMILAR QCCURRENCES LESS LIKELY:

CONTACT PERSON: 4(4777666@ /L/‘Z HOOD ADDRESS: P.P.T.F,

TELEPHONE: 268 /S lelo7 6365 N.W.Gth WAY
SUHTE ToU

FT:LALIDERDALE, FL 33309

314-303 (Amerded C7/83) ' PAGE 2



