Litigation Claims History Report

(For all malpractice issues throughout your medical practice)

 (Make a new copy of this page for each malpractice issue)

Name of Practitioner:  ______________________________________________________
Have you ever had a claim?
( Yes     
( No

(If Yes, complete the information below.  If No, just sign the bottom of this form.)

Date of Claim:   



Case Number:  




(PLEASE CHECK ALL THAT APPLY)
(MUST HAVE CASE NUMBER)
Status:
(
Settled 




(
Dismissed with Prejudice (cannot refile)
(
Pending Appeal


(
Dismissed without Prejudice (can refile)
(
Pending Trial


(
Verdict for Defendant (physician)
(
Verdict for Plaintiff (patient)

Insurance Company Involved (include address and Phone Number):  



Attorney’s Name, Address & Phone Number:  


Amount of Claim: 

Award: 

Was it taken to trial?        
( Yes     
( No

Court/location where documentation may be obtained:  


(Please add title of case and names of all plaintiffs and defendants)

Was it settled out of court?
( Yes
( No
 Amount of Award: 


Description of claim (include specific acts of negligence claimant alleged that YOU were responsible for):


Amount of any settlement paid on your behalf by any medical malpractice insurer or former employer: 

__________________________________________
__________________________________
SIGNATURE
DATE











This form MUST be returned to VA Northern California Health Care System











