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  ACE Medical Risk

  Excess Notice of an Occurrence, Offense, Professional Incident, Claim or Suit

_____ INITIAL REPORT



_____SUPPLEMENTAL REPORT







_____________ACE Claim Number
ACE POLICY/CERT NUMBER:  ___________________________Current Date:  __________________________
Name of Reporting Insured:  ______________________________ Contact Person: _________________________
Address: __________________City/ State/Zip: ________________________________Telephone #:_____________  
Date of Loss Event/Incident:  _______Your Claim Number: __________
Date Claim First Made Against or First Recognized by the Insured:_________________

Date Reported to Risk Management:  ________________

Date Reported to Primary Insurance (if applicable):  ________________
Claimant’s Name:
_________________________________




Claimant’s Date of Birth: _____________    
Gender: _____   
Martial Status: _____  Occupation: _________

Nature and Substance of Claim:
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
Reason for Reporting (Consult your policy for specific ACE claim reporting criteria which may apply):
_____Any claim or suit involving injuries having a settlement or judgment value equal to or exceeding the amount or percentage of limits set forth in your policy.

_____Any claim or suit involving injuries for which any insurer established a reserve equal to or exceeding the amount or percentage of limits set forth in your policy.
_____Any claim or suit which involved the following circumstances or injuries:
____  Unanticipated neurological, sensory and/or systemic deficits (including but not limited to), brain damage, permanent paralysis, partial or complete loss of sight or hearing, birth-related injuries where mother or infant suffer permanent damage).

____  Anesthesia-related injuries resulting in permanent damage.




____  Injuries which limit activities of daily living including, but not limited to, limb amputation or loss of sight.
____  Unanticipated death, i.e. not foreseen as an expected natural consequence of the medical situation.
____  Any formal notification of claims, suits, or legal representation wherein the demand or prayer for all damages. equals or exceeds the underlying limit(s) of liability or underlying amount(s) or percentage of limits listed in your policy.
Claim Status: (select one)

_____Occurrence, Offense, Medical Incident, or Professional Incident (non-asserted matter)
_____Demand (please provide a copy of any written demand)

_____Suit (if in suit, please complete below)

Suit Status (please attached copy of summons and complaint)
Caption of Case:
_______________________________________________________________
Date of Service:
____________

Court:  ______________
Venue:  _________________
Underlying Carrier or Self-Insured: ______________________



Claim Number:   ________________________
 

Contact Name:  _________________________

Contact Telephone Number: _______________  
Initial Reserve:  _________________________
Current Reserve: ________________________
Defense Firm:  ________________________

Plaintiff’s Firm:
__________________
Defense Attorney: _____________________

Plaintiff’s Attorney:  _________________
Address:  ____________________________

Address:
__________________________
Telephone Number:  ___________________

Telephone:  ________________________
Signature of Person Responsible for this Report
_____________________________________________
Notice should be sent to: Claims Vice President.  Via E-mail:  MedicalRiskFirstNotice@ace-ina.com;

Fax:  877-201-7391; or Mail to:  ACE Medical Risk Claims  PO Box  25158 Lehigh Valley, PA  18002-5158


