

ACKNOWLEDGMENT OF MEDICAL MALPRACTICE

CONTINGENT FEE ARRANGEMENT
On                                      I acknowledge  I have retained and employed Frith Ellerman & Davis Law Firm, P.C., 303 Washington Avenue SW, Roanoke, Virginia 24016 to represent me in the prosecution and/or settlement of all claims and causes of action against                                     , and their nurses and physicians and/or others for personal injuries and wrongful death sustained by                                       as a result of medical treatment on or about                           .  This retainer extends to the filing of suit, if necessary, in any court of competent jurisdiction to recover such damages, and to the prosecution of such suit to settlement or judgment.

In consideration of their services, I agree to pay to my attorneys a sum equal to forty percent (40%) of the gross amount of all damages actually recovered for me by way of settlement or trial of said claim or action.
I understand that if any judgment is appealed, either on my behalf or by any adverse party, or if garnishment or any proceeding after judgment has to be brought to collect the judgment or any portion thereof, an additional fee will be negotiated by my attorneys and me.

I understand that all costs and expenses reasonably incurred by my attorneys in connection with the prosecution and/or settlement of the aforesaid claims are to be paid by me and are my sole responsibility.  I agree to reimburse my attorneys for any costs or other expenses they advance on my behalf irrespective of the outcome of settlement negotiation and/or litigation.
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