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Fort Wayne Medical Surety Company, Risk Retention Group

PHYSICIANS AND SURGEONS PROFESSIONAL LIABILITY INSURANCE

	GENERAL INFORMATION - Please attach copy of Medical and DEA license
	 

	Name:       
	Effective Date:       

	Social Security Number:       
	Date of Birth:         

	Gender:       
	Group Mailing Address:                                         

	Group Name:       
	

	Office Phone:       
	Fax Number:       

	Primary Practice Address:        
Home Address:       
	Home Phone:       

	                                                          
	Indiana Medical License Number:       

	                               
	License with Other States:  (State & Number)

	Hours worked per week:                                                             

	E-Mail:                                                                                    DEA License:       

	1.  EDUCATIONAL INFORMATION (please provide copy of curriculum vitae)

	University
	Degree
	Graduation Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	2.  Foreign Medical  School Graduates:
	 
	 (attach copy of ECFMG)
	 

	Are you certified by the Educational Commission for Foreign Med School Graduates?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Do you hold the foreign equivalent of Board certification?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	      If yes, please explain:       


	3.  Hospitals (list of all hospital and outpatient facilities where you are or will be on staff, have privileges or render professional medical services) 

	Hospital Name and Address
	Status of Privileges (or restrictions)

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	4.  Please provide practice information for entire history (use additional page if necessary): 

	Practice Name and Location   
	                        Dates

	     
	                             

	     
	                             

	     
	                             

	     
	                             


	
	

	5.  Board Certification – must be recognized by the American Board of Medical Specialists or the American  Osteopathic Association

	(attach copy of certification)

	Specialty:                                         % of Practice:           Currently Board Certified     FORMCHECKBOX 
   Yes      FORMCHECKBOX 
   No

	

	Subspecialty:                                   % of Practice:           Currently Board Certified     FORMCHECKBOX 
   Yes      FORMCHECKBOX 
   No

	

	If you are not currently Board Certified, are you eligible?    FORMCHECKBOX 
   Yes      FORMCHECKBOX 
   No

	If yes, expected date you plan to become Board certified       

	If no, please explain:       


	INFORMATION ABOUT YOUR PRACTICE
	 
	 
	 

	6.  Indicate the number of hours per week:
	 
	 
	 

	Office Practice
	     
	Hospital Practice
	     
	Emergency Room
	     
	On Call
	     

	
	

	7.  Employee Information

	Do you supervise any non-employees?     FORMCHECKBOX 
  Yes      FORMCHECKBOX 
   No

	     If yes, please explain:       

	Do you require these employees to provide you with a certification of insurance?    FORMCHECKBOX 
  Yes      FORMCHECKBOX 
   No

	Please note, non-employed individuals ARE NOT COVERED by your policy.

	

	8. Have any of your practice characteristics changed within the last five (5) years 

	 (such as added or discontinued procedures or surgeries, changed practice hours etc.)     FORMCHECKBOX 
  Yes      FORMCHECKBOX 
   No

	     If yes, please explain:       

	

	9.  Check all of the following that apply: 

	 FORMCHECKBOX 

	Practice is office based; no surgery other than simple repair of lacerations or simple removal of warts

	 FORMCHECKBOX 

	Provide Emergency Care for my own patients, or as required for Hospital privileges

	 FORMCHECKBOX 

	Provide Emergency Care , other than above

	
	Please explain:       

	 FORMCHECKBOX 

	Provide Urgent Care or walk-in care 

	 FORMCHECKBOX 

	Surgical procedures in office, other than simple repair of lacerations or removal of warts, or moles

	 
	Please explain:       

	 FORMCHECKBOX 

	Surgical procedures in ambulatory surgery centers or other non-hospital facilities.

	
	Please explain:       

	 FORMCHECKBOX 

	Practice outside of the state, conduct IME's, consult, telemedicine, see patients, etc.  

	
	Please explain:                    


	10.  Other Affiliations 

	Do you work outside your primary practice? (for example, volunteer work, assisted living facilities, medical director, etc.)
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	     If yes, please explain:       

	Are you engaged in moonlighting activities?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	     If yes, how many hours?       

	     If yes, please describe where and what services:       

	Do you treat or review treatment of Federal Prison inmates?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	     If yes, what percentage of your practice is devoted to care or review?         %

	11.  Anesthesiologists 
	  FORMCHECKBOX 
  Not Applicable

	Do you comply with the monitoring standards established by the American Society of Anesthesiologists?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Do you practice medicine other than anesthesia?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	       If yes, please explain:       

	Do you administer anesthesia in a non-hospital setting?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	       If yes, please explain:       

	Do you   FORMCHECKBOX 
 employ or   FORMCHECKBOX 
 supervise any nurse anesthetists not listed elsewhere the application?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	       If yes, please explain:       

	Do you   FORMCHECKBOX 
 employ or   FORMCHECKBOX 
 supervise any inhalation therapist not listed elsewhere in this application?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	       If yes, please explain:       

	

	12.  Family Practioners/General Practitioners 
	 FORMCHECKBOX 
  Not Applicable

	Is your practice limited to general office, which may include simple procedures such as repair of lacerations, removal of moles/warts and superficial biopsies?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Does your practice include obstetrics?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	

	13.  General, Thoracic and Cardiac Surgeons 
	 FORMCHECKBOX 
  Not Applicable

	Do you perform transplants?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	     If yes, what type?       

	

	14.  Obstetricians and Gynecologists   
	 FORMCHECKBOX 
  Not Applicable

	Do you limit your practice to Gynecology only?
	  FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Do you  FORMCHECKBOX 
 employ or  FORMCHECKBOX 
 supervise any nurse midwives?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	     If yes, please explain supervisory relationship:       

	

	15.  Ophthalmologists 
	 FORMCHECKBOX 
  Not Applicable

	Do you limit your practice to eye refractions and surgical assist?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	


	16.  PRACTICE INFORMATION

	PROCEDURES – Please indicate your best estimate of the NUMBER of each procedure you or your staff anticipate performing during the next 12 months.  Procedures marked by an ** MAY NOT BE COVERED BY THE POLICY.

	 FORMCHECKBOX 
  Abortions
	 FORMCHECKBOX 
  Electro Shock Therapy

	       FORMCHECKBOX 
  Elective
	 FORMCHECKBOX 
  Endoscopy

	       FORMCHECKBOX 
  Therapeutic
	      List type:       

	       FORMCHECKBOX 
  Maximum Gestation Age
	 FORMCHECKBOX 
  Experimental equipment or procedures, clinical 

	 FORMCHECKBOX 
   Acupuncture Therapy
	       Trials not FDA approved

	 FORMCHECKBOX 
   Aesthetic Procedures
	 FORMCHECKBOX 
  FDA approved experiments

	       FORMCHECKBOX 
  Autologous fat lip or facil augmentation
	 FORMCHECKBOX 
  Fracture Reduction

	       FORMCHECKBOX 
  Chemabrasion (superficial chemical peels)  
	       FORMCHECKBOX 
  Closed – no joint

	       FORMCHECKBOX 
  Dermabrasion
	       FORMCHECKBOX 
  Closed – joint involved

	       FORMCHECKBOX 
  Deep (dermal) peels
	       FORMCHECKBOX 
  Open

	       FORMCHECKBOX 
  Laser hair removal
	 FORMCHECKBOX 
  Hair Transplant

	       FORMCHECKBOX 
  Laser spider vein treatment
	 FORMCHECKBOX 
   Homeopathic Medicine (describe):      

	       FORMCHECKBOX 
  Botox, collagen or other injectable fillers
	 FORMCHECKBOX 
   Hyperbaric Chamber Treatments

	       FORMCHECKBOX 
  CO2 laser procedures
	 FORMCHECKBOX 
   Hypnosis

	       FORMCHECKBOX 
  Sclerotherapy
	 FORMCHECKBOX 
   Injection treatment of varicose veins

	       FORMCHECKBOX 
  Other (describe):      
	 FORMCHECKBOX 
   Issue prescription telephonic, internet without

	 FORMCHECKBOX 
  Aesthetic procedures performed in boutiques, salons**
	       valid patient relationship**

	 FORMCHECKBOX 
  Addiction Medicine
	 FORMCHECKBOX 
   Intravascular absolute alcohol emolization, other

	       FORMCHECKBOX 
  Outpatient only  
	       than renal pathology

	       FORMCHECKBOX 
  Hospitalized patients
	 FORMCHECKBOX 
   Laetrile**

	 FORMCHECKBOX 
   Amniocentesis
	 FORMCHECKBOX 
   Laser procedures no listed elsewhere 

	 FORMCHECKBOX 
   Anesthesia
	       Describe:       

	       FORMCHECKBOX 
  Spinal
	 FORMCHECKBOX 
   Myelography

	       FORMCHECKBOX 
  Caudal
	 FORMCHECKBOX 
   Nerve blocks

	       FORMCHECKBOX 
  Epidural
	   FORMCHECKBOX 
   Lumber Epidural Steroid  
	 FORMCHECKBOX 
  Paraspinal 
	 FORMCHECKBOX 
  Sciatic

	 FORMCHECKBOX 
   Autologous fat injections  
	   FORMCHECKBOX 
   Facet
	 FORMCHECKBOX 
  Paravertebral
	 FORMCHECKBOX 
  Peripheral

	 FORMCHECKBOX 
   Balloon Angioplasty
	   FORMCHECKBOX 
   Myofascial
	 FORMCHECKBOX 
  Occipital
	    FORMCHECKBOX 
 Triggerpoint  

         Injection

	        FORMCHECKBOX 
   Coronary
	 FORMCHECKBOX 
   Obstetrics

	        FORMCHECKBOX 
   Peripheral
	   FORMCHECKBOX 
 Pregnancy Care to 12 wks
	 FORMCHECKBOX 
  Pregnancy beyond 12 wks no del.

	 FORMCHECKBOX 
   Biopsy
	   FORMCHECKBOX 
  Vaginal delivery
	 FORMCHECKBOX 
  C-Section

	        FORMCHECKBOX 
   Breast, cyst aspiration
	 FORMCHECKBOX 
   Vaginal
	   FORMCHECKBOX 
  Elective home delivery**
	 FORMCHECKBOX 
  VBAC (vaginal birth after C-sect.)

	        FORMCHECKBOX 
   Breast, excision
	 FORMCHECKBOX 
   Endometrial
	   FORMCHECKBOX 
  Water birth**
	

	        FORMCHECKBOX 
   Breast, incision
	 FORMCHECKBOX 
   Lymph node
	 FORMCHECKBOX 
  Pain Management (invasive procedures for management of 

      Chronic pain)

	        FORMCHECKBOX 
   Breast, needle
	 FORMCHECKBOX 
   Skin
	      Describe:      

	        FORMCHECKBOX 
   Cervical
	 FORMCHECKBOX 
   Subcutaneous
	 FORMCHECKBOX 
  Radiology

	 FORMCHECKBOX 
   Blepharoplasty         % cosmetic
	       FORMCHECKBOX 
  Diagnostic, incl. radiopaque
	 FORMCHECKBOX 
  Interventional

	 FORMCHECKBOX 
   Bone marrow aspiration
	       FORMCHECKBOX 
  Therapeutic
	 FORMCHECKBOX 
  Angiography, lymph

	 FORMCHECKBOX 
   Cardiac
	       FORMCHECKBOX 
  Angiography, other (list):      

	        FORMCHECKBOX 
   Right heart catherization
	 FORMCHECKBOX 
   Left heart catherization
	                

	        FORMCHECKBOX 
   Pacemaker
	 FORMCHECKBOX 
   Swan-Ganz
	 FORMCHECKBOX 
  Rapid opiate detoxification**

	 FORMCHECKBOX 
   Chelation therapy
	 FORMCHECKBOX 
  Renal dialysis

	 FORMCHECKBOX 
   Chemotherapy
	 FORMCHECKBOX 
  Sigmoidoscopy

	 FORMCHECKBOX 
   Chymopapain disc injection**
	 FORMCHECKBOX 
  Sclerotherapy or prolotherpy injections**

	 FORMCHECKBOX 
   Cryosurgery     FORMCHECKBOX 
  Benign or pre-malignant lesions
	 FORMCHECKBOX 
  Thoracentesis

	 FORMCHECKBOX 
   Colonoscopy    FORMCHECKBOX 
  Polypectomy
	 FORMCHECKBOX 
  Weight control – non surgical

	 FORMCHECKBOX 
   Dermatological Radiation Therapy
	        FORMCHECKBOX 
  Dispense weight control drugs
	 FORMCHECKBOX 
  Gastric bypass

	 FORMCHECKBOX 
   Discogram
	        FORMCHECKBOX 
  Prescribe weight control drugs
	

	
	 FORMCHECKBOX 
  Procedures not normally part of practice or experimental

	
	      Describe:       

	SURGERY – Please indicate the number of surgeries anticipated in the next 12 months.

	 FORMCHECKBOX 
  Surgery – Assist Only
	 FORMCHECKBOX 
  Ophthalmic Plastic Surgery

	 FORMCHECKBOX 
  Bariatric Surgery
	       % Reconstructive
	     % Cosmetic

	 FORMCHECKBOX 
  Cardiac Surgery
	 FORMCHECKBOX 
  Otolaryngology Surgery

	 FORMCHECKBOX 
  Colon & Rectal Surgery
	 FORMCHECKBOX 
  Pediatrics

	 FORMCHECKBOX 
  Dermatological Surgery
	 FORMCHECKBOX 
  Plastic Surgery not listed elsewhere

	 FORMCHECKBOX 
  Endocrinology Surgery
	       % Cosmetic
	     % Reconstructive

	 FORMCHECKBOX 
  Gynecology Surgery
	      FORMCHECKBOX 
  Silicone
	       % Cosmetic
	     % Reconst 

	 FORMCHECKBOX 
  Hand Surgery
	      FORMCHECKBOX 
  Breast Reduction or Augmentation

	 FORMCHECKBOX 
  Head and Neck      % of practice 
	 FORMCHECKBOX 
  Spine Surgery

	     (ex:  Rhinoplasty, submucous, nasal resection, myringotomy etc.)
	 FORMCHECKBOX 
  Trauma Surgery

	 FORMCHECKBOX 
  Laparoscopy
	 FORMCHECKBOX 
  Thoracic (noncardiac)

	      Describe:      
	 FORMCHECKBOX 
  Urological Surgery

	 FORMCHECKBOX 
  Liposuction
	 FORMCHECKBOX 
  Vascular Surgery

	 FORMCHECKBOX 
  Nephrology Surgery
	

	 FORMCHECKBOX 
  Neurological Surgery
	 FORMCHECKBOX 
  Surgery – minor surgery not listed elsewhere

	       FORMCHECKBOX 
  Cranial Surgery
	      List Procedures:      

	 FORMCHECKBOX 
  Obstretics Surgery
	

	 FORMCHECKBOX 
  Orthopedic Surgery
	 FORMCHECKBOX 
  Surgery – major surgery not listed elsewhere

	       FORMCHECKBOX 
  Spinal Surgery
	       List Procedures:      

	 FORMCHECKBOX 
  Ophthalmic Surgery
	   

	       FORMCHECKBOX 
  Cataract
	 FORMCHECKBOX 
  Kertomilleusis
	In the course of surgery described above, is general anesthesia administered

	       FORMCHECKBOX 
  Corneal Transplant
	 FORMCHECKBOX 
  Laser
	    FORMCHECKBOX 
  by you
	 FORMCHECKBOX 
  by others

	       FORMCHECKBOX 
  KME
	 FORMCHECKBOX 
  Vision Correction Surgery
	    FORMCHECKBOX 
 no general anesthesia

	
	
	


	CLAIM, INCIDENT AND INSURANCE HISTORY

	17.  List professional liability insurance for the past ten years and provide a copy of the Dec Page and Loss Run.

	
	
	
	
	

	Company
	Policy Number
	Policy Year(s)
	Occurrence
	Claims Made

	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	

	18. If your current policy is claims made, what is your retroactive date?
	     

	
	

	19. Have you ever failed to maintain continuous professional liability insurance while rendering professional services? (If YES, please explain. Use additional page if necessary.)
	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	
	

	20.  Have you EVER had a claim (demand for money or services) or a suit for alleged malpractice?

	
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	If yes, complete Form A Claim History for each claimant and attach to the application


	21.  Have there been any incidents in the last ten (10) years:

	That involve your misdiagnosis that resulted in injury or might result in a claim?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	That involve brain damage, quadriplegia, paraplegia, loss of major function?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	With injury that could involve lifelong care or fatal prognosis?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	With an unfavorable or adverse result which might result in a claim?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	In which a patient or his/her family was upset and/or threatened legal action?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Where your feel a patient may file a claim/suit for procedure/treatment rendered?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	If yes to any of the above, complete Form A Claim History for each incident and attach to the application.

	

	If yes to any of the above, was your insurance carrier put on notice?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	

	22.  RISK MANAGEMENT

	Have you completed any continuing medical education within the last three (3) years?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	If yes, how many category 1 credit hours?       

	

	Have you completed a risk management education course within the past twelve (12) months?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No


	23.  Please attach a separate sheet with full explanation of any "Yes" answers below.  Questions refer to both voluntary and involuntary changes in licensing, DEA Certification and other practice limitations:

	Has any state license to practice medicine ever been denied, limited, restricted, suspended, revoked, subject to probationary conditions or non-renewal, other than non-renewal due solely to no longer practicing in that state?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Has your Drug Enforcement Agency Certification ever been denied, revoked, suspended, reduced or not renewed?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Are you now on probationary status with any licensing board?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Are any investigations in progress or pending, or have there ever been any disciplinary actions or suspensions not listed elsewhere, by any licensing board, hospital, medical staff, medical peer review organization, government agency or similar organization regarding you, your staff or your practice?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Has your membership in any professional society or association ever been suspended or revoked?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Have you ever been diagnosed with, treated for, or been recommended to be treated for alcoholism, drug addiction, substance abuse, or mental illness or other than minor situational depression?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Do you have any personal health problems that might affect your practice of medicine?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Have you ever been convicted of, pled no contest, or pled guilty to a crime other than traffic offense?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Has your Board Certification ever been refused, revoked, relinquished, suspended or reduced?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Have you ever had professional liability insurance declined, canceled, issued with reduced limits or a deductible issued with a special surcharge, issued on any special terms or had renewal refused?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Has anyone ever filed a complaint of any kind against you with your medical society or any medical licensing board?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Have your hospital privileges ever been denied, restricted, suspended, revoked or not renewed?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Have you ever been under punitive or disciplinary observation, preceptorship or sponsorship in a hospital or other healthcare facility?
	   FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No


	THIS APPLICATION WILL BE ATTACHED TO AND BECOME A PART OF YOUR POLICY:

I hereby represent the truth of my statements and reasons mentioned in this application and any attachments, and that I have not withheld any information that is reasonably likely to influence the judgment of the Company in considering this application for professional liability insurance.  I agree to notify the Company of any change in the information contained in this application.  I further agree to be bound by the underwriting guidelines of the company.  Acceptance of advance payment does not bind the Company to provide insurance.  I acknowledge that I am responsible for payment of all unpaid premiums, regardless of whether anyone has agreed to pay premiums on my behalf. I authorize release and exchange of information involving past and future underwriting and claims matters, including but not limited to, investigations for material information on my reputation and fitness to practice medicine.

This policy is issued by your Risk Retention Group (i.e, Fort Wayne Medical Surety Company, Risk Retention Group, Inc.).  Your Risk Retention Group may not be subject to all of the insurance laws and regulations of your state.  State Insurance Insolvency Guaranty Funds are not available for your Risk Retention Group; however, the RRG will participate with the Patient Compensation Fund


	Signature:


	Date:




Please provide the following with the application:

·  Loss Run Report from Malpractice Insurance companies for the past 10 years

· Copies of the following:

Medical license

DEA

CV

ECFMG (if applicable)

Board Certification

Current COI

Return Application to:

Fort Wayne Medical Surety Company, RRG

Lana Lowe

6619 Brotherhood Way
Fort Wayne, IN  46825
260-426-1321

(fax) 260-426-0270
lana@fwmsc.com
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Attachment A
	CLAIM HISTORY – Please provide updated loss runs for the last ten (10) years from your insurance carrier 

	

	Patient Name:      
	Age:      
	Sex of Patient:    FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

	Date of Consultation:       

	Physical Condition and diagnosis at above date:       

	

	Dates of treatment given and nature of same:       

	

	Date of claim, and allegations made against you:       

	Disposition of claim, amount of judgment or settlement:       

	What insurance company, if any, was involved:       

	Subsequent condition or health of patient:       

	

	Names of other doctors, if any, involved in the claim or suit:       

	

	

	Signature:


	Date:




