REAPPLICATION MALPRACTICE CLAIMS FORM %4 'ﬁgug;

Name of Candidate:

(Print Full Name Clearly)

Signature of Candidate: Date:
Disposition Indicate Indicate Dollar Surgery Issue Comments

1 - Dropped M/D/Y of Hospital, Amount of | Performed | Infection,

2 - Pending Surgery Surgery Center, | Settlement Death, Poor

3 — Dismissed or Office Outcome,

4 — Plaintiff Verdl.ct Dissatisfied

5 — Defense Verdict ]

Patient

Reapplication Material Malpractice Claims Form — effective 2-2024

Five Penn Center « Suite 900 » 1601 Market Street « Philadelphia, PA 19103-2204

Phone: 215-587-9322 Fax: 215-587-9622 E-mail: info@abplasticsurgery.org Website: www.abplasticsurgery.org




	REAPPLICATION MALPRACTICE CLAIMS FORM
	Comments

