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%4=3;7/ OFFICE OF THE COMMISSIONER OF INSURANCE

Circular Letter Ko. AM-VII-II-1023-85
December 9, 1985

TO ALL CASUALTY INSURERS, THE P.R. JOINT UNDERWRITING ASSOCIATION
FOR MEDICAL-HOSPITAL PROFESSIONAL LIABILITY INSURANCE AND
SURPLUS LINE BROKERS, AUTHORIZED TO TRANSACT PHYSICIANS,
SURGEONS, DENTISTS AND HOSPITAL PROFESSIONAL LIABILITY
INSURANCE BUSINESS IN PUERTO RICO

Subject: Amendment of blank forms
for the submission of monthly and
annual reports of Physicians,
Surgeons, Dentists and Hospital
Professional Liability Claims

Dear Sirs:

Pursuant to the provisions of Section 41.150 of the Insur-
ance Code of Puerto Rico, Circular Letters No. AM-I-3-699-77 of
March 28, 1977 and AM-I-11-786-79 of December 20, 1979 requested
monthly and annual reports of all medical, dental and hospital
malpractice claims presented under policies issued in Puerto
Rico. These reports were to be submitted in specific blank forms
supplied by this Office. :

We are hereby enclosing a revision of the aforementioned
blank forms to be ‘used for the filing of the monthly report for
the month of January, 1986 and thereafter, and for the filing of
the annual report for calendar year 1985, and thereafter.

Strict compliance with the provisions of this circular
letter is hereby required.

Cordiglly yoursko
TEH

Juan Antonio Garcia
ommissioner of Insurance

Enclosure

P.O. Box 8330 — Fernandez Juncos Station — Santurcc,n Puerto Rico 00910 - 8330
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; Oblook O THE COMMLSSIONER OF LNSURANCE

MONTHLY REPORT ON CLAIMS UNDER PHYSICIANS, SURGLEONS AND HOSPITAL PROFESSIONAL LTABILITY INSURANCE
(LNCLUDING COVERAGE UNDER PACKAGE POLICLES BUT EXCLUDING EXCESS [NSURANCE)

month . ( year
i L T EfTective vate' Limits of ' Name ot Lnsured T Specialty of . ~ Amount Paid (P) ' Brief ves-
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Name of tne Company or of Surplus Line Broker Signature and Position or Title of Auchorized Representative

* The following information must be included in the claim description. (If more space is needed, please continue on the back).
1. Act of negligence that caused the damage or injury.
2. Damage or injury sutfered.

.~ 3. Body organ or region which suffered the injury.
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Commonwealth of Puerto Rico

OFFICE OF THE COMMISSIONER OF INSURANCE

San Juan, Puerto Rico

ANNUAL REPORT ON STATUS OF ALL CLOSED AND OUTSTANDING PHYSICIANS, SURGEONS,
DENTISTS AND HOSPITAL PROFESSIONAL LTABILITY CLAIMS DURING PREVIOUS
CALENDAR YEAR (INCLUDING TOTAL PREMIUMS EARNED)*

Date the Report 1s Filed

! " Effective ' Specialty ' Month and N " If claim is paid," ! Status of Pending Claims
Claim ' Policy ' Date of " of the " Year Claim ' Amount ' indicate if by: ' Attorneys'  Amount of '  Under ! Court
Number ' Number ' Policy ' Insured ' was Filed ' Paid " (1)Negotiation " Fees Paid' Reserve ' Negotia-' Proceeding
! ' ! ' ' " (2)Court award ' ! ' tion ** **
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Name oI the Company or of Surplus Line Broker Total Premiums Earned During Calendar Year

* Do not repeat claims informed as closed in previous
** Mark the appropiate column with X,

report.

Signature and Position

or Title of Authorized Representative



