
[TO BE SUBMITTER TO CLAIMS MANAGER AND DEFENSE COUNSEL ONLY] 

 

Initial Incident/Claims Report 
Missouri Doctors Mutual Insurance Company 

Fax: 816.233.4670 
Email: legal@modocs.org 

 
 
Today’s Date: ______________ Date You First Became Aware of Incident: _______________ 

 

Patient Name: _______________________________   Date of Alleged Incident:   ___________ 

 

Name of Person Completing Report:   _______________________________________________ 

 

Name of Insured:   ______________________________________________________________ 

 

Telephone:   _______________________________   Facsimile:   _________________________ 

 

Email:   _______________________________________________________________________ 

 

Current Address of Insured:   ______________________________________________________ 

 

Policy Number:  ________________________________________________________________ 

 

Nature of Incident (Brief description):    
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