CSAC-EIA MEDICAL MALPRACTICE PROGRAM

NOTIFICATION OF CLAIM/INCIDENT
COUNTY






HOSPITAL/CLINIC/DEPT

DATE OF INCIDENT


CO-DEFENDANT(S) (Identify relationship to County below)

DATE OF CLAIM/SUIT*

CONTRACTOR/EMPLOYEE (Circle one, if contractor, provide






copy of insurance coverage or name of insurer below)

CLAIMANT INFORMATION

Name:






Sex:


Date of Birth:



DESCRIPTION OF CIRCUMSTANCES

WITNESSES/STAFF INVOLVED

Name






Address


Phone No.

Name






Address


Phone No.

STATUS:

Records Requested/claimant?

Yes / No (circle one)

Date requested:





By:






PERSON COMPLETING FORM:

Name







Date Completed

Signature






Phone No.

PLEASE PROVIDE COPY OF CLAIM/SUIT OR OTHER APPROPRIATE DOCUMENTS
PLEASE FAX IMMEDIATELY TO:

RISK MANAGEMENT SERVICES

FAX:  (707) 792-4988
