
Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210    Fax: (781) 876-8383
www.mass.gov/massmedboard
MALPRACTICE HISTORY REQUEST FORM
Applicant’s Instructions: Please list the names of your liability carriers and send a signed copy of this form to each of your current and all past liability carrier(s).  You must provide your malpractice history reports if you ever had a full license in any state. You do not need to supply your malpractice history reports while participating in an ACGME postgraduate training program unless you had a full license or you were named in a malpractice case.  This form must be returned to the Board with your license application.

Please provide the following information on the malpractice history report:

1.
the name(s) of the claimant(s)


2.
nature and date of claim(s) 


3.
amounts paid, if any, and 

4.
other disposition or information in its possession, custody or control on my current policy number, and/or any other policy I have had with this or any other carrier


5.  
dates of policy coverage must be included.

Liability Carrier’s Instructions:  Please report any open or closed cases that have gone to trial, whether or not monies were paid, and provide a copy of the complaint or summons, disposition or judgment and amount of monies paid on behalf of the applicant.  If the applicant does not have any claims history, please indicate that on your letterhead.  If your company’s name has changed, please provide any former company names.  The information should be sent to the applicant.
Liability Carrier: _________________________________________  From: _____/_____ To:  _____/_____

City: _________________________________ State: ___________  Policy #:________________________

Liability Carrier: _________________________________________  From: _____/_____ To:  _____/_____

City: _________________________________ State: ___________  Policy #:________________________

Liability Carrier: _________________________________________  From: _____/_____ To:  _____/_____

City: _________________________________ State: ___________  Policy #:________________________

Liability Carrier: _________________________________________  From: _____/_____ To:  _____/_____

City: _________________________________ State: ___________  Policy #:________________________

Liability Carrier: _________________________________________  From: _____/_____ To:  _____/_____

City: _________________________________ State: ___________  Policy #:________________________

Applicant’s signature: ______________________________________________      ______/______/______










   
                    Date

Print Name: 

Address: 

City: _______________________________ State: ___________ Zip code: _____________

Additional forms available at the Board’s website at www.mass.gov/massmedboard.
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