
Claims Information Supplement to application ed 06/2011  

PENNSYLVANIA PROFESSIONAL LIABILITY JOINT UNDERWRITING ASSOCIATION 
 
Supplemental Claims Information Form 
Complete one form for each claim.  Download additional copies of this form as needed. 
 
Applicant’s Name:  
______________________________________________________________________________________________              
First                                                                                       Middle                                                   Last                                            
 
PA Medical License No.: __________________ 
 
Carrier’s Claim Number or Claimant’s Name:  
_____________________________________________________________ 
    
Incident Date:  __________________________ 
   (Month, Day and Year) 
 
Date Reported:  ___________________________ 
    (Month, Day and Year) 
 
Location Where Incident or Alleged Injury Occurred:  _____________________________________________ 
 
Carrier Name:  ______________________________________ 
 
Policy Number:  __________________________  Effective Date:  _______________________ 
 
Status (check all that apply):   
 

 Open    Closed   Date Closed:  ___________________________ 
 

  Settlement    Judgment  Dismissed 
 
Amount of Indemnity Payment (if any):  $______________________________ 

 
Description of Claim:   
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