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NY-HCF-REPORT-CLAIM-INCIDENT-2023 

Healthcare Facility Report of Incident/Claim/Subpoena/Summons 

Please submit completed form to: 

E-mail: prihospitalclaims@medmal.com

 (Healthcare Facility Claims Mailbox) 

Fax:   (516) 684-2362 

Contact: Marianna Dimoski, Director, Claims    

Telephone: (516) 277-4194 

Name of Facility/Insured:     _ Policy #: _________________________ 

Facility Phone #: ________________ Facility Fax #: _____________ Facility E-mail: _______________ 

Facility/Site Address: __________________________________________________________________ 

Date: _______________ 

Reporting of (Please check one) 

    Incident/Record request            Claim         Subpoena            Summons          Other 

Patient/Claimant Name: ________________________________  Marital Status: ___________________ 

Patient/Claimantôs Spouse/Parent/Guardian (if any): __________________________________________ 

Date of Birth/Age: _______________________ Medical Record #: _________________________ 

First Date of Treatment: ______________________ Last Date of Treatment: _____________________ 

Date of Occurrence/Incident: __________________ Place of Occurrence/Incident: ________________ 

Description of Occurrence/Incident: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
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