NOTICE OF LOSS - PROFESSIONAL LIABILITY / NON-PATIENT GENERAL LIABILITY

CONFIDENTIAL REPORT OF INCIDENT FOR ATTORNEY AND INSURER

	INSURED FACILITY
	Name

     
	Policy No.

     
	 FORMCHECKBOX 
 Professional Liability
 FORMCHECKBOX 
 General Liability

	
	Address

     
	Effective Dates

     

	
	Phone No.

     
	Deductible

     

	TIME AND

PLACE OF

INCIDENT
	Place incident occurred

     
	Time

     
	Date

     

	CLAIMANT

AND

INJURIES OR

DAMAGE
	Full Name

     
	Medical Record No.

     
	Sex

     
	DOB 
     

	
	Address

     
	Telephone No.

     


	
	Employed by

     
	Occupation                                                                                           SSN
                                                          

	
	Describe Injuries

     
	Treated for injuries by

     

	
	Describe Property and Damages

     
	Loss estimate/Where can property be seen?

     

	
	Police / Facility Public Safety Contacted

     

	GENERAL INFORMATION
	Patient Admitted

     
	Patient Discharged

     
	Treating / Involved Physician

     

	
	Admitting Diagnosis

     

	DESCRIPTION

OF INCIDENT
	Description

     

	WITNESSES
	Name

     
	Address/Phone Number

     

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	REPORTED

BY
	Signature or Name of Person Completing Report

     
	Date

     


Department of Insurance Required Fraud Warning

“Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.”

This warning does not apply to the State of Virginia.

