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CLAIM FORM HCA NO.:

CLAIMANT(S)

Name

Street Address

City, State, Zip Code

-

Street Address

City, State, Zip Code

(1) This claim is filed pursuant to Title 3, Subtitle 2A of the Courts Article. The damages claimed are in excess of $30,000.00, and the

appropriate venue is:

HEALTH CARE PROVIDER(S)
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City, State, Zip Code

Name

Street Address

City, State, Zip Code

Name

Street Address

City, State, Zip Code

(2) The basis of the claim is described on the page(s) attached hereto.

(3) The resolution of the claim will involve particular expertise in this area of specialty m&,&)\/ (@7/"/&(/

(PLEASE SEE REVERSE SIDE FOR AREAS OF CONCENTRATION)

WARNING: Each Claimant has been advised that he/she may be held civilly liable for part or all the Costs resulting from the filing of this
claim, whether it is won or lost; this would be an individual and personal responsibility.

ATTORNEY FOR CLAIMANT(S)

Signature

Street Address

‘ity, State, Zip Code

Telephone Number

CLAIMANT(S)
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