
 

MyMedMal.Com  l  One Independent Drive  l  Suite 3205  l  Jacksonville, Florida  32202 
Phone: (904) 482-4068  l  Fax: (904) 354-4813  I  Email Address: apply@mymedmal.com 

 
 
 

Incident Report Form 
 

Today’s Date:   / / 

Your Name: 

Phone Number: 

E-Mail Address: 

Patient Name: 

Date of Incident:  / / 

Nature of Incident: 

 

 

 

 

Post-Incident Contact and Follow-up with Patient (if any): 

 

 

 

 

 
Please send the completed form to: 

 
MedMal Direct Insurance Company  

Claims Department  
1 Independent Drive, Suite 3205  

Jacksonville, FL  32202 
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