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	STATE OF WEST VIRGINIA
	RETURN TO:

	
	OFFICES OF THE INSURANCE COMMISSIONER
	FINANCIAL CONDITIONS DIVISION

	
	MEDICAL PROFESSIONAL LIABILITY INSURANCE CLAIM REPORT
	PO BOX 50540

	
	
	CHARLESTON WV  25305-0540

	
	
	PHONE:  (304) 558-2100
	FAX:  (304) 558-1365

	
	
	E-MAIL:  OICFINANCIALCONDITIONS@WV.GOV

	
	
	

	Information is submitted in accordance with WV Code §33-20B-8 which provides that this report be filed within sixty (60) days from any judgment, dismissal, or settlement of a civil action or of any claim involving the insured.   This report should NOT be submitted when no claim is officially asserted or when the insurer is only notified of an incident which may give rise to a claim.  Please do not leave any blanks on this form.

	SEE INSTRUCTIONS                                                                                                                                                                                                               PLEASE TYPE

	
	
	

	1  NAME OF INSURER
	
	2  CLAIM FILE IDENTIFICATION
	3  NAIC COMPANY CODE

	
	     
	     

	4  DATE OF INJURY
	5  DATE REPORTED TO INSURER
	6  DATE REOPENED
	7  DATE CLOSED
	8  ORIGINAL CLAIM ID NUMBER

	     
	     
	     
	     
	     

	9a  HOSPITAL OR ENTITY

	     

	9b  CITY
	9c  STATE
	9d  ZIP

	     
	  
	     

	10a  NAME OF INDIVIDUAL HEALTH PROFESSIONAL INVOLVED IN CLAIM (LAST NAME)
	10b  FIRST NAME
	10c  MIDDLE NAME
	10d  SUFFIX (MD,  DO, ETC)

	     
	     
	     
	     

	10e  INSURED’S LICENSE NUMBER
	10f  CITY
	10g  STATE
	10h  ZIP CODE

	     
	     
	  
	     

	11a  PROFESSION CODE OF INSURED
	 FORMDROPDOWN 


	11b  SPECIALTY CODE
	No Surgery
	No Surgery, continued
	Minor Surgery
	Surgeons
	Surgeons, continued
	Surgeons Class Group
	Assistants & Technicians
	Dentists
	Teaching Physicians & Surgeons
	Misc. Medical

Dentists Increased Limit Table
	Misc Medical Druggists Increased Limits Table

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	12a  PLACE WHERE INJURY OCCURRED CODE
	12b CITY
	12c  STATE
	12d  ZIP CODE

	 FORMDROPDOWN 

	     
	  
	     

	13  WAS SUIT MEDIATED
	14a  WAS SUIT APPEALED
	14b  BY WHOM
	15a  TOTAL DEFENDANTS INVOLVED IN CLAIM
	15b  DERIVATIVE CLAIM CODE

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 


	16a  PLAINTIFF ATTORNEY’S NAME
	16b  DEFENSE ATTORNEY’S NAME

	     
	     

	17  NATURE AND SUBSTANCE OF CLAIM

	     

	18  DATE OF THIS PAYMENT OR CLOSURE
	19  ACT OR OMMISSION
	20  CLAIM DISPOSITION CODE
	21  SETTLEMENT CODE

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	22  COMPLIANCE WITH W. Va. CODE §55-7B-6 REQUIREMENTS
	Was a 30 day notice served prior to filing suit?
	 FORMDROPDOWN 


	
	
	Was a screening certificate of merit obtained?
	 FORMDROPDOWN 


	
	
	If not, was a statement in lieu of the screening certificate of merit provided?
	 FORMDROPDOWN 


	
	
	Was a response by claimant provided within thirty (30) days?
	 FORMDROPDOWN 


	
	
	Was the health care provider afforded the opportunity for pre-litigation mediation?
	 FORMDROPDOWN 


	23a  COUNTY
	23b  DOCKET NUMBER
	23c  DATE SUIT WAS FILED

	     
	     
	     

	24a  INDEMNITY PAID BY YOU ON BEHALF OF THIS DEFENDANT
	     
	24b  ECONOMIC DAMAGES
	     

	24c  NON-ECONOMIC DAMAGES
	     
	24d  PUNITIVE DAMAGES
	     

	25  LOSS ADJUSTMENT EXPENSES PAID
	     
	26  STRUCTURED SETTLEMENT
	 FORMDROPDOWN 


	

	27  PERSON RESPONSIBLE FOR REPORT
	28  TELEPHONE NUMBER
	29  ADDRESS

	     
	     
	     

	30  E-MAIL ADDRESS
	

	     
	


MEDICAL MALPRACTICE REPORT INSTRUCTIONS

1
Name of Insurer: Enter name of company or self-insurer reporting this claim.

2
Claim File Identification: Assign a distinguishing claim file identification number to each claim report.  This number must be a sufficient identification to enable tracing of a particular claim.

3
NAIC Company Code: Assigned NAIC code to insurance companies, self insurers contact the Offices of the Insurance Commissioner.

4
Date of Injury: Date of principal injury or alleged injury.

5
Date Reported to Insurer: Date when claim was first reported to insurer and claim opened.

6
Date Reopened: Date claim was reopened if applicable.

7
Date Closed: 
Date claim was closed.

8
Original Claim ID Number if claim was reopened: If claim is reopened, please enter the original claim identification number used when claim was originally filed with the Department.

9a
Hospital or Entity: Enter name of insured entity.

9b
City: Enter city of insured reported on line 9a.

9c
State: Enter state of insured using two letter state abbreviation of insured reported on line 9a.

9d
Zip Code: Enter zip code of insured reported on line 9a.

10a
Name of Individual Health Professional Involved in Claim: Enter last name of individual health professional.
10b
First Name: Enter first name of health professional involved in claim.

10c
Middle Name: Enter middle name of individual health professional involved in claim.

10d
Suffix:  Enter Suffix (MD, DO, etc) of individual health professional involved in claim.

10e
Insured’s License Number:  Enter license number of insured reported on line 10a.
10f
City:  Enter city of individual health professional involved in claim reported on line 10a.

10g
State:
Enter state of individual health professional involved in claim using two letter state abbreviations of insured reported on line 10a.

10h
Zip:  Enter zip code of individual health professional involved in claim reported on line 10a.

11a
Profession Code of Insured:
  Select appropriate code for insured reported on line 9a or 10a.
(a)  Physicians, Surgeons, and DO’s

(e)  Dentists

(i)  Podiatrist/Chiropodist
(b)  Hospitals




(f)  Pharmacies
(j)  Clinics/Corporations/Other
(c)  Nurses




(g)  Optometrist
(d)  Nursing Homes



(h)  Chiropractors
11b
Specialty Code:  Select appropriate specialty code.
12a
Place Where Injury Occurred:  Select the appropriate code for the type or area of facility where the principal injury occurred.

(a)  Hospital Inpatient Facility
(e)  Physician’s Office

(b)  Emergency Room


(f)  Patient’s Home

(c)  Hospital Outpatient Facility
(g)  Other Outpatient Facility (including clinics)

(d)  Nursing Home


(h)  Other (describe place)

12b
City:  Enter city for place of injury coded in 12a.

12c
State:  Enter two letter state abbreviations for place of injury coded in 12a.

12d
Zip:  Enter zip for place of injury coded in 12a.

13 
Was Suit Mediated:  Select Yes, No, or N/A.

14a
Was Suit Appealed:  Select Yes, No, or N/A.
14b
By Whom:  Check Plaintiff or Defendant. If not applicable, check N/A.

15a
Total Defendants Involved in Claim:  Enter total number of defendants (persons and institutions other than John Does) involved in claim.

15b
Derivative Claim Code:  Select the appropriate code if there was a derivative claim made on behalf of someone other than the medically injured:

(a)  Spouse

(b)  Children

(c)  Parent

(d)  Personal Representative

16a
Plaintiff Attorney’s Name:  Enter name of attorney.
16b
Defense Attorney’s Name:
Enter name of attorney.
17
Nature and Substance of Claim:  Give a description of actions and circumstances causing the claim. 

18
Date of this payment or closure:  Enter date of payment or date claim was closed. When reporting a reopened case, enter new closure date.

19
Act or Omission:  Select applicable.
20
Claim Disposition Code:  For all claims, select the final method of claim disposition.


(a)  Settlement


(b)  Dismissal


(c)  Judgment


(d)  Lack of Certificate of Merit

21
Settlement Code:  Select appropriate settlement code.


(a)  Before filing suit 


(b)  Before trial or hearing


(c)  As a result of mediation


(d)  During mediation


(e)  During trial or hearing


(f)  After trial or hearing, but before judgment or decision (award)


(g)  After judgment or decision, but before appeal


(h)  During appeal


(i)  After appeal


(j)  Claim or suit abandoned by plaintiff

22
Compliance with W. Va. Code §55-7B-6 Requirements: Select either Yes, No, or N/A.


(a)  Was a 30 day notice served prior to filing suit?


(b)  Was a screening certificate of merit obtained?


(c)   If not, was a statement in lieu of the screening certificate of merit provided?


(d)  Was a response by claimant provided within 30 days?


(e)  Was the health care provider afforded the opportunity for pre-litigation mediation?
23a
County:  Enter county where suit was filed.
23b
Docket Number:  Enter docket number.

23c
Date Suit Was Filed:  Enter date suit was filed.

24a
Indemnity Paid by you on Behalf of this Defendant:  Enter indemnity paid by you on behalf of this defendant.

24b
Economic Damages:  From the amount entered on line 24a the amount of damages from pecuniary harm including, without limitation, medical damages and those damages arising from lost wages and lost earning capacity.

24c
Non-Economic Damages:  From the amount entered on line 24a the amount of damages arising from non-pecuniary harm including, without limitation, pain, suffering, mental anguish, inconvenience, physical impairment, disfigurement, loss of capacity to enjoy life, and loss of consortium but shall not include punitive damages.

24d
Punitive Damages:  From the amount entered on line 24a the amount of punitive damages intended to punish or deter willful, wanton, or malicious misconduct.

25
Loss Adjustment Expense Paid:  Enter all costs incurred in the investigation, settlement and recording of the claim.

26
Structured Settlement:  Check yes or no.

27
Person Responsible for Report:  Enter name of person completed report.

28
Telephone Number:  Enter business telephone number of person responsible for completed report.

29
Address:  Enter business address of person responsible for completed report.
30
E-mail Address:  Enter e-mail address of person responsible for completed report.
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