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 ACE Medical Risk
                                                                                    
  Primary Policy - Notice of an Occurrence, Offense, Professional Incident, Claim or Suit

_____ INITIAL REPORT



_____SUPPLEMENTAL REPORT







_____________ACE Claim Number
POLICY NUMBER:  _____________________________________Current Date:  __________________________
Name of Reporting Insured:  ______________________________ Contact Person: _________________________

Address: _____________________ City/ State/Zip: _____________________________Telephone #:____________  

Date of Professional Liability Incident or Occurrence:  _________Claim Number: ____________________

Date Reported to Risk Management:  ________________

Claimant’s Name:
_________________________________




Claimant’s Date of Birth: _____________    
Marital Status: _____     Occupation: _______________________
Nature and Substance of Claim/Incident:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Reason for Reporting (choose one)

____ Suit (formal legal action for damages has been initiated, i.e.,  receipt of a Summons & Complaint)

____ Claim (formal notification, either orally or in writing, whereby monetary damages are being sought by a third party for an alleged injury prior to filing a formal lawsuit)

___  Professional Incident or Occurrence/Offense (any unexpected incident/event causing injury or potential injury which reasonably may give rise to a claim for damages, although no claim or legal action has yet been asserted)
Type of Injury (Indicate injury description)
____  Unexpected Death



____  Brain Damage




____  Paraplegia/Quadriplegia/Spinal Cord Injury 
____  Sexual Abuse

____  Blindness




____  Multiple fractures

____  Amputation




____  Reproductive organ loss or impairment
____  AIDS Related Incident  


____ Cancer Misdiagnosis
____  Birth Related Injuries



____ Significant Elder Abuse 
____  Severe Burns



                ____ Other (please describe)
____  Disfigurement



____  _______________________
 If Suit or Claim, please attach copy of summons & complaint or claim notification letter. 
Caption of Case:
_______________________________________________________________
Date of Service:
____________
Service Accepted By:  
                _______________________










Name 

Title
Court:  ______________
Venue:  _________________


 
Person Responsible for this Report/Telephone #:
______________________________/_______________
  Notice should be sent to: Claims Vice President via E-mail:  MedicalRiskFirstNotice@ace-ina.com;

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


