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SCRUBS 

Claim/Incident Reporting Form

For: «First_Name» «Last_Name», «Desg»
 FORMCHECKBOX 
 Incident 

 FORMCHECKBOX 
 Notice
Instructions:

1. Print or type all information requested.

2. Complete all blanks, if information is not applicable insert “NA” in the provided blank.

3. Fax and e-mail this form, and all supporting documentation, to: SCRUBS Managers     (772)-220-8520. dsimpson@scrubsrrg.com, Call 866-754-3948 to confirm receipt.

I.
Physician Data

Physician’s Name: _____________________________________________________________


Physician’s Phone Number: _____________________
Fax Number:___________________

Address:  ____________________________________________________________________


Email Address:  








Other Physician/Practitioner: ____________________________________________________


II.
Group Contact Information

Group Name: _____________________________
Policy #: _______________________


Name of Hospital: ____________________________________________________________


Name of Administrator/Risk Manager:  


____________________________


Phone Number:  _____
_____________
Fax Number:  _______________________


Email Address:  
_________________________________________________________

Name and Title of Person Completing this Form:

Name:   __________________________________
Date:_____________________________

III. 
Notification of Claim

Indicate how Group was notified of claim (attach applicable supporting documents including complaints, notice letters and all Incidents Reports relating to this Patient):

· LETTER/COMPLAINT FROM FAMILY MEMBER

· RECORD REQUEST received from an ATTORNEY in anticipation of litigation

· LETTER OF REPRESENTATION FROM ATTORNEY representing patient/family member(s)

· NOTICE OF CLAIM/INTENT TO INITIATE LITIGATION

· SUMMONS AND COMPLAINT; LAWSUIT SERVED; Date served upon facility:  ______________________________

· OTHER; SUCH AS SERIOUS INCIDENT, unexpected outcome/death, unusual occurrence
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SCRUBS 

Claim/Incident Reporting Form

IV.
Claimant Data

Claimant Name:  

Date of Incident:  

Location:  


Date of Admission:  

Admission Diagnosis:  

Date of Discharge:  

Reason for Discharge:  

Discharge Destination:  

Brief Description of Incident: ___________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(Use additional sheet if necessary)

