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OPMG Liability History

Provider: Miller, Lawrence, M.D. OB/GYN
Hire Date: 10/02/1595

Term Date:
Liability History: YES

CLAIMANT

DESCRIPTION

FILEDATE PENDING DISPOSITION

L

DATE REFILED REFILE DATE

-

Laceration of uterus during delivery; TAH
performed.

12/07/1998 WNO Vol Dismissal

6/2000

Child sustained a severe injury to her right
brachial plexus at time of delivery.

12/21/1999 YES

Alleged failure to f/u on abnormal pap.

07/22/1998 YES

Tuesdsy, August 01, 2000
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OCT 27 ’S9 @7:46 FR VISTR STAFFING SOLU 8914878197 TO 12163622779 - P.B4B4

SUPPI "MENTAL CLAIM INFC "MATION

Flease supply the following information regarding any instance of claim, suitor incident which MW'&HI% whether dismissed, settied out of
cour, judgement or pending. Answer ail questions completely. This form should be photocopied and Glled out separately for each claim. Please typeor
print clearly.

Applicant (Defendant’s) name: LAWEREN CE - M 18 & ER 2. B er af
Clasimant (Plain:iff's) name; m '
Date of allegec eror: .2 YL w4y P27 Date of Claim: /47/ 7/?3 '

Indicate whether: __ X Claim Suit or ___ Incident that has been reported to vour insurance carrier

Nomeof nsurer: NRGLE PEANRMENIE AgealPRrBicst SuEHA_ rone (126) 4 P9- S¥22
Location of court whiere original complaint was fled: . COVONOED  Lorogrrt- . 2510
Casen: 3 2/ 20
Defendant’s Legal Representative: (include name. address and telephone CLES /2 2. MERDOW, REMIGEE R 8 REminEER,

THE 1132 sT. Ctark Brss, CoEVELOND, OHR YNy R16) 68T =13¢s

Plantiff's Legal Representative: linclude name, address and telephone 3) CAMELY PANTRGES . IS 5. MAIYSr
Swizk B8R0 . _AKpex ak. ¥ Y3op £330) 3 74- ¢ Fék

STATUS OF COMPLAINT -
It closed please indicate: e COurt judgement Finding for  YOU . PLAINTIFF .__ Date =
Determined by: JUDGE . JURY ___
Out-of-Courr Sentlement Date of Settlement: /. ! .
Amount paid on your behalé S
Compensation: § Punitive; §
Total Setilement amount: §
_ 2 Case Dismissec: sinst YOU X Against ALL DEFENDANTS __ Dote: A L6, 20
If gending piesse indicate:  Claimant’s settlement dernand: Defendant's offer for settlement: S

Insurer's loss reserve: S Defensereserve:S________ Deductible:S
Claimin suit __ Yes _ No If Yes, amount asked insummons S Compensation: §
Punitive: 5

DESCRIPTION OF CLAIM

Provide enough wnformation to allow evaluation:
1. Incident Location: anp Celae o8 L LAROR » PELtvEam jo '

o)
2. Alleged act. error or omission upon which Claimant bases claim: MM&ML"W” OPALs oF -
‘aﬂt I¢ u!ﬂ mdagwf@ .’w.mﬁlltfa." POORP. pyBpsr & PP wad Ao PPams .. - -

L& pm. ] EBN o LT KL »4E584, ; o MO, C&
4. Patient’s Condition at point of your involvement: MMM‘;_WE!J
£ ) z ' 2 & < ap P
3. Patient’s Condition at end of treatment: 28 CL L Poc - L
LE. MPA Kz £, »¥s y.) " Lo rinesé

6. Give s complete narration of the case, relating events in chronological order emphasizing the datesof service and stating in detail what was done each

time the patient was seen professionaily. Use reverse side for additional space required. (Please type or print)

DATES 242 s P A PROYAR> LY L 2 2, 2 ZHER

TN L A P & &80 A RE & D e oA,

o Vit &% L REP U A, &
-

Signature Sl ussinss Cof Inelhyy rp

IMPORTANT: IN ADDITION TO THE INFORMATION ABOVE. PLEASE ATTACH COPIES OF THE CO‘MPIAINT, YOUR DEPOSITION, FINAL
JUDGEMENT, SETTLEMENT & RELEASE, OR OTHER FINAL DEP%IT[ON OF THE CLAIM.

FRM 133 179 - pr -_;.‘1
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S - SUPPL TMENTAL CLAIM INFC ™MATION

Pleasesupply the following information regarding any instance of claim, sait o incident which may give rise (o 2 claim whether dismissed. settled out of
court, judgement or pending, Answer all questions compietely. This form should be photocopied and filled out scpasately for each claim. Please type or
print clearly.

Applicant (Defendant’s) nyme. _ &4 W~ EcE N )LLER  mp. e af
Claimant (Plairtiff's) name: /. .
Duteof alleged error: —__ ON o0& AL oM s 22 Tiow I8 Date of Cain: 202 TR0r 92 :

Indicate whether: 2% Clyim == Suit or _ Incident that has been reported to vour insurance carrier

Name of Insurer: —_N8/568 PEamanbEnzE  Agene CATHCter Jertiars thopellP28) Y X9 S™s/ Eop

Location of court where original compisint was fled: __E L VD H O 5P CocyrF , OMio

Defendant’s Legal Representative: tinclude name. address and telephone #) _L2/L&0R A MERLQNS - REM/ LR B

KEnin6eR , ro& 132 <, clo,4 B2p¢. CLeretlone e HYI1y (266) 627+ t3/r

Plaintiff's Legal Representanve: (include name. address and teiephone 1) Tlonas NETTEL  NOINIEAS LEEviV, plal & P75,

1470 207B 81057, CLEraiayo on S/ ES 1200 . (2i6) E2(~ 7300

STATUS OF COMPLSINT -
If closed please indicate: w=—. Court judgemen: Finding for  YOU __ PLAINTIFF . Date:
Determined by: JUDGE e JURY o
——— Qut-of-Coyr: Settiement Date of Settlement: : 4

Amount paid on vour behaif: §

Compensation: S Punitive: §

Total Settlement amount: §
Against ALLDEFENDANTS . Daterer '

. Case Dismissed: Against YOU
Defendant’s offer for settlement: §

If pencing please indicate:  Claimant’s settlement demand: §

Insurer’s loss reserve: 5 Defensereserve:S ______ Deduectible: §

Claimunsuit __Yes ___ NoIf Yes, amount asked in summons:S Compensation: §

Punitive: $ =

DESCRIPTION OF CLAIM
Provide enough information to allow evaluation:
1. Incident Locanon; PIRMA, o0 v e
% Alleged act. error or omission upon which Claimant bases clam: H‘M%MM—M

wr

3. Vatient’s Condition at point of your invoivement:
[]

S S/ P T, Staden

5. Patient’s Condition at end of treatment: Z.

L4

6. §ive M cnmp!e!e nagration of the case, relating events in chronological order emphasizing she dates of service and stating in detail what wasdone esch
time the patient was seen professionally. Use reverse side for additional space requised. (Please type or print)

DATES L~ &, 7S~/ 9 o ) P
TRRSE G LTV TEAG SV MQUSER REPeRTEP “A0RMAL" Fop, Leivec

IHEECTION FMON7HS LATER RESVETED ,ar TAN/ESO. LBt pr s RE G LRsmS

CSEE CONP/Ar 77 cow } Signature i

IMPORTANT: [N ADDITION TO THE INFORMATION ABOVE. PLEASE ATTACH COPIES OF THE COMPLAINT, YOUR DEPOSITION. FINAL
JUDGEMENT. SEYTLEMENT & RELEASE. OR OTHER FINAL DISPOSITION OF THE CLAIM. ’

FAM 133 1794 1
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SUPPLEMENTAL CLAIM INFORMATION

Please supply the following information regarding any instance of claim, suitor incident which may give rise to a claim whether dismissed, settled out of
court, judgement or pending. Answer all questions completely. This form should be photocopied and filled out separately for each claim. Please type or

print clearly.

Applicant (Defendant’s) name, L (e . 447 & LMV e T al
Claimant {Plaintiff’s) name: ¥ w

Date of alleged error: / 2?/ Al / 79 - Date of Claim:

Indicate whether: QL Claim X Suit or Incident that has been reported to your insurance carrier

Name of Insurer. A2/5ER PERMAN ENTE ngent: REMUISEA 1 REM N Efpnome: (R 6) 687~ 1371
Location of court where original complaint was filed: . C&}FOASE A Co.

Case #: 3?3 95-/

Defendant’s.Legal Representative: (include name, address and telephone #) WiIkL10m AR MERHDOAIS 113 87 CL0R RV E.
' CLEVELRND, O i A4

-

Plaintiff's Legal Representative: {include name, address and telephone #)

STATUS OF COMPLAINT
If closed please indicate: Court Judgement Finding forr YOU . PLAINTIFF Date: ‘ !
. ' Dete;-rnined by: JUDGE —— JURY
Out-of-Court Settlement Date of Settlement: / /

Amount paid on your behalf: $

Compensation: $ Punitive: $

Total Settlement amount: $

Case Dismissed: Against YOU Against ALL DEFENDANTS Date: —/___/__
If pending please indicate: ~ Claimant's settlement demand:S_  Defendant’s offer for settlement:$
Insurer'slossreserve: S Defensereserve:S ____________ Deductible: $
Claim insuit __Yes _— Nolf Yes, amount asked in summons:$—____  Compensation: $
Punitive: $ .

DESCRIPTION OF CLAIM

Provide enough information to allow evaluation:
» . ’ , .
1. Incident Location: MM MM .
2. Alleged agt, error or omission upon which Claimant bases claim: : A M
» . [y ~ = » ‘4

o{ a Aol A
3. Descripfion of type a:\_q_gxte_qt_pf injury or dam:
i -~ e =

) 4 ===
4. Patient’s Condition at point of your involvement: ? LanAx A8 Zadio p AURD b semmil tAuéllﬁ M”"”o
3 \ ~ - \
It e &V, il ptmal pim svoms [, w2l oKan i v g 20
(]

faet -,

. L] ‘ - = ) —
5. Paugm's Condition at end of treatment: Wl g W] Cer O Ko bowndi : 2, Lisei e -»Q"lutd- V dri ENLAd,
A \ A ¢/ .
6. Give acomplete narration of the case, relating events in chronological order emphasizing the dates of service and stating in detail what was done each
time the patient was seen professionally. Use reverse side for additional space required. (Please type or print)
) | ’ Ll <
oaTes 22/2,/99 = Fodaron Vs runllipareie st prespessivg Anpihly o)br Nletioi
. 2 i
ot am Rfby pcellin, hnieg, T 2L otn Lt umwﬂf'rizé
. " ‘.
Soliioiy of T 2o fanis RAud = s Yolews cerevs ote A anks, nor faikEH il “,(M)
. e 47 .
Signature == L7 S MAIAC, 7

IMPORTANT: IN ADDITION TO THE INFORMATION ABOVE, PLEASE ATTACH COPIES OF THE COMPLAINT, YOUR DEPOSITION, FINAL
JUDGEMENT, SETTLEMENT & RELEASE, OR OTHER FINAL DISPOSITION OF THE CLAIM.
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