'STATE OF WISCONSIN CIRCUIT COURT DANEL, L%[‘Y
BRANCH 13 SE AR
N C',:. {3 ‘Z’
o, @
WISCONSIN MEDICAL SOCIETY, INC., 0% %
and DAVID M. HOFFMANN, M.D. Q??.
Plaintiffs,
VS. Case No.: 07-CV-4035

MICHAEL L. MORGAN,

Defendant.

AFFIDAVIT OF DAVID M. HOFFMANN, M.D. IN SUPPORT OF
PLAINTIFFS> MOTION FOR SUMMARY JUDGMENT

STATE OF WISCONSIN )
COUNTY OF JUNEAU ; >
DAVID M. HOFFMANN, M.D,, first being duly sworn, states as follows:

1. I am a Wisconsin licensed physician practicing at the Mile Bluff Clinic, LLP in
Mauston, Wisconsin. I am a member of the Wisconsin Medical Society, and an individual
Plaintiff in this action.

2. As a full-time practicing physician, I obtain excess medical malpractice liability
coverage from the State of Wisconsin by paying assessments to the Injured Patients and Families
Compensation Fund (the “Fund”).

3. Annually, I receive a bill (or assessment) from the Office of Commissioner of
Insurance (“OCT”) for the excess medical malpractice liability coverage. Attached hereto as

Exhibit A is a true and correct copy of my September 13, 2007 excess medical malpractice

liability coverage assessment received from OCIL.



4. As set forth in Exhibit A, the assessment is payable directly to the Fund and must
be sent to an OCI address in Milwaukee, Wisconsin.

Dated this 17 day of May, 2008.

Subscribed and sworn to before me
this 24" day of May, 2008.

My commission expires: X (5 ’&0661

WHD\5849437.1



Stdee of wisconsin
Offlca of the Commigsioner of Insurance

. INJURED PATIENTS AND FAMILIES GOMPENSATION FUND Drawer. 478
ASSESSMENT (OR EXEMPTION ON REVERSE SIDE) Milwaukee, Wl §3293-0001
_Account Number: . . Please Pay Total Due; '
Statement Date: 20132 i DA or
Payment Must be Received By; 09/13/2007 Minimum Payment Due: .
Please Print Any Address
Changses on Back
STATEMENT
DAVID M HOFFMANN ' o ~ AMOUNTPAID
MILE BLUFF CLINIC, L L P 5
CAROL FRONK ' , : ,
- 1040 DIVISION
MAUSTON W1 53948
Q<! 31-001 (R 09/2005) ' DETACH THIS PORTION AND RETUR;N WITHYOUR PAYMENT

INSTRUCTIONS: Purauant to ch, 858, Wis, Stat,, yau must psy the emount dile or complete reverse sjde to clsim an exemption. You may pay the total due (with no '
Irteresy) or the minlmum payment due (with intérest plus an administratha fon). Make yaur.chaek payabla fo Injured Patients dnd Famiiss Compensation Fund and
" send to Injured Palients and Famities Compensation Fund, Orawer 478, Miwaukes, W, 53283-0001. Fallure to pay your assessinent will result in notico to your
fieensing: board: that you are in non_cnmgliqngei;e'as provided In 5. 65523 (7), Wis. Stat. . i _ s
Accounting transdctions for the past 90 days

pbate Transaction Description : Dabits. Credits: Balance
06/13/2007 BALANCE FORWARD. ' 2,047.00
07/10/2007 PAYMENT - THANK YOU .00 2,047.00 .
09/13/2007 TOTAL DUE ’ .00
Balance Jast statement date 06/13/2007 ise. . 2,047,000
Youpr charges and other -increases (pebits) tptal: . Lo 00 [
~Your payments. and other decreases. (Credits).total; 2,047.00-
Your ending tOt'a'I balance as, af 09/13/2007 - is: R .00

ZERO EALANGE, NO PAYMENT REQUIRED

C#8052  DAVID M HOFFMANN

-DC1 31001 (R 09/2005)

Exhibit A




