
 VI. WHAT IS THE STATUS OF THE LAWSUIT/ARBITRATION DESCRIBED ABOVE?  (CHECK ONE) 

  Lawsuit/arbitration still ongoing, unresolved. 
  Judgment rendered and payment was made on my behalf.   Amount paid on my behalf: $ 
  Judgment rendered and I was found not liable. 
  Lawsuit/arbitration settled and payment made on my half.   Amount paid on my behalf $ 
  Lawsuit/arbitration settled, no judgment rendered, no payment made on my behalf. 

Summarize the circumstances giving rise to the action.  If the action involves patient care, provide a narrative, with adequate clinical detail, including 
your description of your care and treatment of the patient.  If more space is needed, attach additional sheet(s).  Include 1) condition and diagnosis at 
time of incident, 2) dates and description of treatment rendered, and 3) condition of patient subsequent to treatment.  Please print. 

SUMMARY 
 

I certify that the information in this document and any attached documents is true and correct.  I agree that “this Healthcare Organization”, its 
representatives, and any individuals or entities providing information to this healthcare organization in good faith shall not be liable, to the fullest 
extent provided by law, for any act or occasion related to the evaluation or verification contained in this document, which is part of the California 
Participating Physician Application.   In order for participating healthcare organizations to evaluate my application for participation in and/or my 
continued participation in those organizations, I hereby give permission to release to this Healthcare Organization information about my medical 
malpractice insurance coverage and malpractice claims history.  This authorization is expressly contingent upon my understanding that the information 
provided will be maintained in a confidential manner and will be shared only in the context of legitimate credentialing and peer review activities.  This 
authorization is valid unless and until it is revoked by me in writing.  I authorize the attorneys listed on Page 1 to discuss any information regarding 
this case with “this Healthcare Organization.” 
 
 
Print Name Here:          
 
 
Physician Signature:          Date:     

(Stamped signature is not acceptable) 
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