Brattner

Chiropractic Group

Serving Long Island, Brookiyn & Queens

Nomber: _Seguro Social:

Fecha De Nacimiento: Edad:

Direccion: Ciudad:

Estado: - CodigoPostal:

Telefono: Telefono De Trabajo: o

Correo Electronico:

Ocupacion: Referido Por:

Cuales son sus quejas? (Que parte de su cuerpo le duele):

Cuanto tiempo ha tenido con esta condicion?

Ha tenido esta condicion en el pasado? Si No

Que agrava su condicion? B

Siente que su condicion se esta enpeorando? Si Nou

El Dolor es: Constante Viene y Va

Ha tenido atencion quiropractica antes? Si No

Lista de doctores que an tratado esta condicion:

East Hills office: 118 Crescent Lane, Roslyn Heights, NY 11577, (516) 626-1305
Queens office: 865 Cypress Avenue, Ridgewood, NY 11385, (718) 628-5300
www easthillschiropractor.com www.chiroNY C.com



Brattner

Chiropractic Group

Serving Long Island, Brooklyn & Queens

Lista de cirugias y afios: -

Lista de Medicamentos que esta tomando:

Edad del Colchon: Incomoda: Si No Comoda Si No
Esta usted usando? Talon Ascensores  Suelas interior __ Refuerzo para el arco

Ha estado usted alguna vez en un accidente automovilistico? Si No

Si contesto (si) favor de describir su accidente y 1a fecha en cuando ocurrio su accidente en el
pasado:

Ha tenido otras lesiones o accidentes antes? Si No

Si contesto (si) favor de describir y la fecha en cuando ocurrio:

Fecha de su ultimo examen fisico: Doctor de familia:

Ha sufrido usted de lo siguiente?

Marco_ Dolores de Espalda Dolor de Cuello

Diabetes_ Artristis Dolores de cabeza____

Asma Neuritis Digestivas de enfermedades_
Nerviosismo Problemas del Corazon Problemas Sinusitis

East Hills office: 118 Crescent Lane, Roslyn Heights, NY 11577, (516) 626-1305
Queens office: 865 Cypress Avenue, Ridgewood, NY 11385, (718) 628-5300
www easthillschiropractor.com www.chiroNYC.com



Brattner

Chiropractic Group

Serving Long Istand, Brooklyn & Queens

Por favor incluya otra dolencioa o condiciones, Cualquier tratamiento o medicos que ha visto
para esta condiciones:

Es su condicion debido a un accidente de carro o accidente de trabajo relacionados con la lesion
por la cual esta en nuestra officina? Si No

Nombre del seguro de SU carro:

Numero del clamo cuando USTED susmetio al Seguro que USTED tuvo un accidente de carro:

Nombre del seguro de SU trabajo: WCB:

Numero del clamo que SU trabajo susmetio al seguro de ellos que usted tuvo una herida en el
trabajo:

Nomber de SU seguro medico:

Numero de politica:

Tipo de plan:

HMO/PPO/Senior Plan:

East Hills office: 118 Crescent Lane, Roslyn Heights, NY 11577, (516) 626-1305
Queens office: 865 Cypress Avenue, Ridgewood, NY 11385, (718) 628-5300
www.easthillschiropractor.com www.chiroNYC.com



Brattner

Chiropractic Group

Serving Long Island, Brooklyn & Queens

Enticnde y acepta que las politicas de salud y accidente son un acuerdo entre una compaiiia de
seguro y yo mismo. Ademas, tengo entendido que csta oficina de quiropractica prepara
cualquier necesarioinforme y formularios para que me ayudc en la toma de coleccion de la
compaiiia de seguros y que cualquier importe autorizado a pagarse directamente a esta oficina de
quiropractica sera acreditado a mi cuenta una vez recibida. Sin embargo, claramente entiende y
acepta que todos los servicios prestados a me pagan directamente a mi y que estoy
personalmente responsible por el pago. Tambien entiendo que si suspender o poner fin a mi
atencion y tratamiento, los honorarios por servicios profesionales prestados para mi sera
inmediatamente adeudadas y pagaderas.

Firma del Paciente: - ~ Fecha:

Firma del Tutor: __Fecha:

Por la presente autoriza la liberacion de mis radiografias y registros medicos o copias de los
mismos y solicitor que trasferirse a:

East Hills otfice: 118 Crescent Lane, Roslyn Heights, NY 11577, (516) 626-1305
Queens office: 865 Cypress Avenue, Ridgewood, NY 11385, (718) 628-5300
www.easthillschiropractor.com www.chiroNYC.com



Brattner

Chiropractic Group

Serving Long island, Brooklyn & Queens

Formulario Medico De Derecho De Retencidon

Por fa presente firmo un acuerdo con Queens Chiropractic Asse., LU, (proveedor) para asegurar una compensacion por los
servicios prestados, Autorizo al PROVEEDOR a proporcionar a mi ascguradora y a miis abogados copias de los registros médicos
y los resultados de las prucbas de diagnostico, asi como informacion relacionada con el diagndslico, ef prondstico y el
tratamiento.

Por la presente autorizo y dirijo e pago al proveedor de las sumas adeudadas y adeudadas por los servicios médicos que se me
prestaron Ly por razén de cualyuier otra fuciura gue se deba 8l proveedot como para reiener 1as sumas de ml sentencla de
congiliacidn o veredicto que punda ser necesario parn proteger adecuadamente al proveedor. Ademds, por la presenie otorgo un
gravainen sobre mi caso al PROVEEDOR contra todos y cada uno de los ingresos de mi acuerdo, sentencia o verediclo que
pueda pagarse 4 mi abogado oa mi mismo como resultado de Tus [esiones por las que he sido tratado. Estaré disponible para
aparecer o corresponder en nombre del PRESTAIDOR en cualquier esluerzo de cabranza que se realice. Todas las facturas que se
consideren adeudadas y pagaderas al PROVEEDOR serdn cobrables segtn la tarifa vigente en la que se prestaron los servicios,

Entiendo completamente que soy dirccta y debidamente responsable ante ¢l PROVEEDOR de todas las facturas médicas

enviadas por los servicios prestados y que esfe acuerdo se realiza Gnicamente para proteccion adicional y en consideracién de
pagas pendientes. Ademas, entiendo que dicho pago no estd sujeto a mi acuerdo, sentencia o veredicto por ¢l cual eventualmente
pucda recuperar y cobrar. Estoy de acuerdo en no devolver nunca este documento y que ningin abogade aceptara la rescision, por
la presente instruyo gue en el caso de que otro abogado sea sustituido de esta manera, el nuevo abogado no desea cooperar ¢a la
proteccidn de los intereses de los PROVEEDORES, El PROVEEDOR no esperars el pago, pero podrd declarar por escrito el
saldo total adeudado y pagadero, mamento en el que dicho saldo debera pagarse dentro de los treinta dias.

FIRMA DE PACIENTE FECHA

El abajo firmantc, que es el abogado del registro del paciente mencionado anteriormente, por la presente acepta cumplir con

todos los términos del gravamen cquitativo y accpta retener Ias sumas de cualquier acucrdo, sentencia o veredicto que sea
necesario para proteger adecuadamente al provecdor. 1}l abogado acepta la notificacion de que una parte de la reclamacion por
lesiones personales de sus clicntes se ha asignado al PROVEEDOR vy acepta desembolsar los fondos al PROVEEDOR para
salislucer cualquier gravamen pendiente o actuar como depdsito en garantia antes de desembolsar cualquier producto de la
liguidacion de sus clicntes. El abogado ademas reconoce que pucden ser responsables ante los cesionarios de los clientes si pagan
dinero sin tener on cuenta este gravamen. Ademas, el abogado acuerda que si s sustituye a otro abogado, este gravamen
equitativo serd remitido ol abogado sustiluido y el PROVEEDOR sera notificado por escrito de la misma dentro de los treinta
dias. Alternativamente, si fa accidn fegal del paciente se suspende o se resuelve, el PROVEEDOR serd notificado por escrito de la
misma dentro de los (reinta dias.

FIRMA DE ABOGADO/ABOGADA FECHA

East Hills office: 118 Crescent Lane, Roslyn Heights, NY 11577, (516) 626-1305
Queens office: 865 Cypress Avenue, Ridgewood, NY 11385, (718) 628-5300

www.easthillschiropractor.com www.chiroNYC.com



NEW YORK MOTOR VEHICLE NO-FAULY INSURANCE LAW
ASSIGNMENT OF BENERITS FORM

{FOR AGCIDENTS QCCURRING ON AND AFTER 3/1/G2)
Claim Number:

Wesns Chivopractic Asso. "
R (“Asslgnoc} horeby assign to 1 P UAssignee")
Tk palieals name) T T e Bl vovo pouider name)
ali tights prlvilepes aad remedics (6 paymant fac keallh tare services providad by assignes (o which 1 am

entitled under Article 61 {the No-Fault staiute) of the lnsurance Law.

The Assignee heieby cerlifios Ihat (hay Jsave nel fecaived sny paymenl fram ar on behalf of (he Assignor and

shall nol pureue payment direclly from tio Asslgnor for services provided by said Asslonee for tnjurles sustained
due to the motor voliiclo accident which arcurrad on not withutanding ony other agreement
S GO ARl

1o 1he cohlrary,

This Bgreement may be revoked by (he assignes whea benefils are nol payoble bassd upon the aseignor's lack
of coverago andfor violellen of a policy condilion dua to tha actlons or conduct of Lhe ass(gnor.

ANY PERSON WHO KNOWINGLY AND WATH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENTY OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WIHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE YO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT 10 A CIVIL PENALTY NOT 1O EXCEED FIVE THOUSAND DOLLARS AND THE VALUE GF
THE SURJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION,

(FERT name of Failent) (Signatare of Fatient)

N o T (Und of mgnawirg)
{Addrese of Pallaaly
(Print name of Provider) T (Signature of Provider)

— (D316 of signatire)

(ACaress of Hrovider)

NYE& FORM NF-AOH (Rev 1/2004)




NEW YORK MOTOR VEHICLE NO:FAULY INSURANCE LAW
VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
(Thig form i noy for vorlfication of loapliat treaimont )

PAIAL ANQ ADDRESS DI 15 FAGLE O DF - R & TARY  ADUIES L AMOET O TR OF (st b 145 I

FEARES BEPTRESEITATIVE?

TDATE | TTRoLGYHOWOER | T FOLIGY NUMBER  |DATE OF ACCIDEN]]  CLAIMNUMBER

PROVIDETG NAME ARG ADDITEES"

KINDLY COMPLETE AND SUBMIT THIS FORM AS SDON AB POSSINLE. PLEASE NOTE, THIS COMPLETED
FCRM MUST BE BUBMITTED TO THE (NSURER AS GOON AS REASONABLY POSSIBLE BUT NO LATEE

TURAN A6 BAYE O AH0OAYS AETER THE TR ATMEN DAIC DECLHDING VPO T POLIEY
CHOGREVIALRT I CEPOGT AT THE VI OF THE AGUIERY, (F YOU ARE UNSURE OF THE APPLICABLE

TIME REGUIREMENT, KINILY CONTACY THE CLAIMS REPRESENTATIVE TO DETERMINE WHICH
DEADLINE I3 APPLICABLE YO THIS CLAM.

IF YOU HAVE PREVIOUSLY SUBMITTED AN EARLIER REPORT ON THIS ACCIDENT, YOU NEED ONLY NOTE ANY
CHANGES FROM THE INFORMATION PREVIOUSLY FURNISHED AND ADDITIONAL CHARGES,

e s

T PAVIERVE NAWE AND AbRess " - S

P S R O

B VI O Y R OB T ST AL AT 7 VAT EIE D TIEEIT T IS T COaatn § YORd 1 CHE T
DATE: CONDITION? DATE:

T EUAS A TICR T NETE AL SAA CHE S AT COT DT

ves [ ] N | ] IF YES, slats when and deacriha:
. 15 CONDITIUN SULELY A RESDLTOF THIS AUTONONILE AGEIDENTT? o e
ves | ] vl | IF "HO", explain;

10. IS CONDITION DUE TO INJURY ARISING OUT O PATIERTR ERAPLOYMENT?
ves [ ] wno | ]

7, WILL {NJURY RESULT TN SIGNIFICANT DISFIGURRMENT OR PERMANENT DISABILIYT
wo || NOT DETERMINABLE AT THIS TIME | I

ves | |
IF "YE&", describe:

TV PATIL WAS ORI (N 10 Wiy ST A L O AV T SRGois o
ABLE TO RETURN TO WORK ON:

FROM: ___ THROUGH: __,

T ) IS -

COANMIE On Ak 2
NYS FORM NF-3 (Rev 172004}
Page ol d

i e i




VERIFIGATION OF TREATMENT BY ATTENDING PHYSICIAN CR DTHER PROVIDER OF IIEALTH SERVICE
PAGE 2
14. WILL THE PATIENT REQUIRE REHABILITATION ANDIOR OCCUPATIONAL THERAPY AS A RESULY OF THE
MNIURIES SUSTAINED IN THIS AGCIOENT?
vES [0 ] NO[T ) IF YES, descrbs yau recommendation below:

VRO OF SRS BERSTTY Ay A AT VIOHAT ST e WO COARY :
DATEOF | PLACE OF SERVIGE BESGRIPTION OF TREATMENT FEE BCHERULE CHBNGY S
SERVINE |M'.|.IHIFN*'.:1_’_||’C|’§TIF_ ) OR HEALUTH SERVICE RENDERED TREATMENT CODE |

PEIAL CHAMEELS IGDAITLS]

N DRONIOER 108 DT THT 0 A TS e GO i WieralovanGs:
HG P ROVINER TG  LICENBEOR EOSIESS () ATIONSTI
haarl, P CERTIFEATION KO, GUECK ARILICABLE BOX
S o [T INDEPEHDERT  [Oh 0 BREGIFY)

0 CONTRAGTOR 0
T WOV TROVIDUR O SETVET 16 A T/ GRiom i, Goiariaion ol ok ksies

UNDER AN ASSUMED NAME (DBA), LIST THE OWNER AND PROFESSIONAL LICENSING CREDENTIALS OF
ALL OWNERS (Provide an addlllonst aitachment I nessssary).

18. 1S PATIENT STILL UNDER YOUR CARE FOR THIS COND! 1IONT ves[ Nof ]
1 CE TR DURATION OF TUTURT 1L AT

PATIENT: YoUr healll picvider mny ngioe (0 ancept paymenl for heallh sorvicos parformoed divaelly flom your lnsurer (Authorization to
Py Bowofils) g0 it you i nol required ta mnke payment (o 1he eally provider at the time of service. Such sgregmant Iz optional on
Ik part of ie Boallh probklnr sid st b signad by both patient and kaalth provider. You may use ihio opllonal authorization anguage
providad below, by checking off Ihe designated spot In (tem 20 of tis fam,

20 . (1 YOUHAVE CHOSEN 10 AU)HURIZE THE DIRECT PAYMENT OF SENEEITS ¥ CHECKING THIS OFTION, YOU MAY NOY
RESOLENTTRIETOCAN ASTGHIAUNT O (CHGIES SONTAINED 1H 821)

ATEHORIZATION 10 PAY (NN FN G

LAVTHCEIZE PAVIAUNT DI OEAUTH 00N TS TO THE UMDEISIGHED 1ilAL THEARE PROVIDER OR SUIPPLIER OF SERVICES
OESCRIBED DELOW, TRETAIN ALL GIGHTS. PRIVILEGES 2480 UEMEDIES 10 WeHIGH | AM ENTITLED UNBER ARTICLE 81 (THE
NO PAULT PROVISION) GF THE INSURANCE Lawy,

PRINT NAME _ SIGNED

AT TTRATIENT T DATE

CONTINUE ON PAGE 3
NYE FORM NF-3 (Rev 1/2004)
Page 2 of 3




VERIFICATION OF TREATMENT DY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALYII SERVICE
PAGE 3

VA el pirvie sy e fo e e aa \_"l-l.'_-;.;','_r g R T (T T FANCTaT o vanit bl
provider {Asslanimanit of Benotlis). Il you ond your heall provider agrze to an ssalgnmenl of benefin, you must bolh sign the
agreement Lontiined n # 21 of Ihe prestribed Ni-AOH form ar Its equivalant. The lenguaga contained In ihe assignmant of beaelils is
mardatafy a0 may nol he allered or avolded by any olker [anguage added (o Ihis agreamant or ather wrl(ien agreerent

21, (i YOUNAVE CHOERH YO ASSIGH YOUR BENEFYS 10 THE REALTH (HHOVIDES BY CHECKING THIS OPTION YOU MAY NDT.
ALECTRITE 30 AL ATIGIEATIDE 1O DAY BENGEIE COMTART I P00 AILOVE)

ASHGHRENT OF NOFAULY BENEERS:

| HEREBY ASSIGN TO THE HEALTH CARE PROVIDER INDICATED BELOW ALL RIGHTS, PRIVILEGES AND REMEDIES TO
CAYMENT FOR HEALTH CARE SERVICES PROVIDED BY TIIE ASSIGNEE TO WHICH | AM ENTITLED UNDER ARTICLE §1 (THE
NO-FAULT STATUTE) OF THE INSURANCE LAW. THE ASSIGNEE HEREBY CERYIFIES THAT THEY HAVE NOT RECEIVED ANY
PAYMENT FROM OR ON BEHALF OF THE ASSIGNOR AND SHALL NOT PURSUE PAYMENT DIREGTLY FROM THE ABSIGNOR
FOR SCRVICES PRDVIDED BY SAID ASSIGNEE FOR INJURIES SUSTAINED DUE TO TNE MOTOR VEHICLE ACCIDENT,
NOTWITHSTANDING ANY OTHER AGREEMENT TO THE CONTRARY. THIS AGREEMENT MAY BE REVOKED 8Y THE ASSIGN FF
WHEN DENEFITS ARE NOT PAYABLE BASED UBON THE ABSIGNOR'S LACK GF COVERAGE ANDIOR VIOLATION OF A POLICY
CONDIYION DUE TO THE ACTIONS OR CONDUCT OF THE ASSIGNOR

PRINT NAME BIGKED e x R
PATIENT (Asalgnar) CATICNT DATES

PRINTNAME SIBNED . N —
PROVIIGR OF i fEALTH CARE SCRVICE [Assignes) PROVIDER OFF HEALTH CARE STCRVICE DATE
HAS AN CRIGINAL AUTHORIZATION OR ASSIGNMENT PREVIOUSLY = |
BEEN EXECUTEQT veS | | w~o

1S THE GRIGINAL SIGNATURE OF THE PARTIES ON FILE? ves |1 wo [ ]

ANY PERSON Wit KNOWINGLY AND Wit (NTENT 7O DEFRAUD ANY INSURANGE CONPANY OR OTIIER
PERSON FILES AN APPLICATION FOR COMMERCIAL INSURANCE GR A BTATEMENT OF CLAIM FQR ANY
COMMERCIAL OR PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERJALLY FALSE INFORMATION, OR
CONCEALS FOR THE PURPOSE OF MIBLEADING, INFORMATION CONCERNING ANY PACT MATERIAL THERETO,
AND ANY PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR
KNOWINGLY ASSISTS, ABETS, S0LICITE OR CONSPIRES WITH ANDTHER TO MAKE A FALSE REPORT OF THE
THEFT, DESTRUCTION, DAMAGE OR GONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT
AGENCY, THE DEPARTMENT OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT
INSURANGE AGT, WHICH (38 A CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED
FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH
VIOLATION.

TR | PHOVIOER'S SIGNATURE IRSAIN DENTIFICATION HO. TTWCR IATING COE

IF NONE, SPCCIALTY

YLANGUAGE TO BE FILLED IN BY INSURER QR SELF-INSURER.
NYS FORM NF-3 (Rav 1/2004)
Peage 3 of 3




NEW YORK MOTOR VEHIOLE NOFAULT INSURANCE LAW
APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS

r 1 1
Motar Vehicle Accident Indemniflcation Coeporation

130 WLLIAM STREEY
NEW YORK, N, 10030

L. N R —d

BAIE POV LA DR POLICY NUMSER DATE OF ACCIDENT | CLAIM NURMOER l
MA .

1O ENAGLE US 0 DETERMINE if YOU ARE GNOTLED 70 BENCFITS UNDEA THE NEW YORK NO-FAULT LAW, PLEAGE LONPLETE: THIS FORM AND HETURN IT PRONMPTLY. %

(MPARTANT: 1 YO B% GLIGI & FUR BEHEF(TS YOU MUST COMPLETE ANG H{GN THIS APPLICATION. H

7 YOU MUST SIGH ANY A1 TACHED ALTHORIZAYTIONIE) H

3, OETURN PREMETL Y ¥ATH COMRS OFF ANY BILLE YOU HAVE RECEIVED T DATR i

i

| NAME: AND ATORFRS AF APPLICANT —] y %

1

%

i

i

L. { :

)

1, YOUM NAME l:_ VUDRR MG, h Wi 6

- e e - “ ———— ——— - e _— - -
N U ADGEE DR I, SIRTET 8 ) €23 TN AN 212 CODE) WA b auge 4 SOCIAL BUCLITIY MO,

© MK AND YA OF ACLIHTNT T AW
L'

U e Ul 00 GEAMe |3 NV CET TR ARG GYATE

YT DERCH vl OF ACRIoeatT

@ DESCRING YOUR IHAIRY,

W :EII;L ‘1“"‘&_‘)1'- VEHICLE YO Qg U DR COTRATED AT TSI OF 11, WERE YOU THE DRIVER OF THE MOTOR VEHICI E£7 D Yes D %0
GWNER'S NAME MAKE b 753 WENE YOU A PASBENGER I1d THE MOTOR VEIICLE? [:] Yeb D NO J
WERE YOU A PEDESTRIANT (] ves [Owe
“THIS VEHICLE WAS; WERE YOU A MEMBER OF DU POLIGYHOLDER'S HOLSEHOLOT D ves D L]
[3 arvuck.on {{J asus orschool aus DO YOU OR A RELATIVE YATH WHOM YDU RESIDE OV A MOTOR
] amovoacvere ] anauroncniie VEHECED (e Qe
Y2 \WERE YOU TREATED BY A DOGTGRS| OR OTHER CERYONIS) FURNISHING HEALTI BERVICES? [ Tws [

HARE AND ADORESS OF BUCH DODTGR{E} () FEREGHIE]: P — o ————r

19, IF YOU WERE TREATED ATA HOGRITAL(S), WERE YOU A OUT-PATICNT | | Weavtni []
DATE OF ADMISTION: SOSPITAUS NAME AND ADORENS:
e AL OF REALTHBILIE TA DATE | V5 WEL YOU HAVE RVORE 1GALTI e ATV PR G VO AT B T YT T eORa0 o NI ' i
ANV eneovventy | vy | e '
3o - [_] wos no _ .
VP VOO AN VIO W | DATE ARRGHGE | AN WORRBEOAN | LAVE VOU RETURIED VO Wikt L, DA G IIED T VO
| ven o vig o
FAETTNE O VDA LOBT FNOSVASHIC | 18, VAN ARV YOURE ACERAGEWEEALY | CRIMUER OF GAFR Y00 WK FRIWEUR [ HHATTI ar T WO WETDL g 1 e

14 WERE Yau REEMING UNEMPLOYMENT BENEFITS AT THE TME OF THE ACCIDENTY | |ves | | Mo

(Confinued on next pags)

ARACKETED LANGUAGE (0 DE HILLED IN BY INSURER OR SELF-INSURER.

MYS FORM NE-2 (Rey, $72004)




APPLICATION FOR MOTOR VEHICLE NO-FAULY BENEFITS
iPapo

0,11 T SUMES AND ADDREES GF YOUR EMILOYER ARD OTHEI TMPLOYLRS FOM ORE YCAR PRIDR TTL ACCIBENT DATE AND GIE: QUCUPATIGH AjO BAFEE OF €M OLOYMIENT

ENMIPLE YRR AND ADDREES DCCHPATION FROM mn

EMEL CYER AND ADDRESE SCCIRATION FADM jie)

ENPL GYER AND ANBRESS SCOHRALION 'Y ™w
29,45 A RESULT OF YOLFEUE IR INAVT YOU (AL ANY (TSR TXPUNSEST [ Lees | )

IT YEB, AVTACHESTLANATION ANG AMOUNTR OF SUCK CXPCRERD,

22, DUIE 10 THIE ACCIDENT MAVE YO REGEMCR 0 ART YL FLIGIS F FOR PAYMENTS UNDEL® ANY OF THE FOLLQWNG
HEWYORR STATE DISARRTTY? WORKERE DOMPENSALION?
Tviis [Jwo {Tlves {Jiwo

FHE APELICAMT AUTHOMZES THE INSUAER TO SUBMIT ANY AND AL OF TIESE. FORMR Y11 ANOTHFR PAIRTY 6573 IN5IRER T it JOH IS NEGESKARY TO PEREFECY (YR (RUTENS OF
MECQYERY PROVIDED £NR UMCEE THE NOFALAT LAW.

THIS FORM I8 6UOSCRIBED AND AFRIRMED QY 1iE
APALICANT AS TRLE UNDER THE PENALTIES OF IMERJURY

ANY PERSON WHO KNOWINGE Y ANDG WITH INTENT TO DEFRAUD ANY INSURANGE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR INSURANCE OR STATEMENT OF GLAIM CONTAIMING ANY MATERIALLY EALSL:
ITORMATION, OF CONGEALS COR THE PURIOSE OF RIBLEARING, (RFORMATION CONCERNING ANY TACT MATERIAL

THRETO, COMMITS A FRAUDULENT IMSURANCE AGT, WHIGIS A CRIME, AND SHALL ALSO DE SUBJEGY TO A GIVIL
mznr.:u;u Y fﬁéu‘ O EXCEED FIVE THOUSAND BOLEARS AND THE STATIZD VALUE OF THE GLAIM FOR EACH

SUGH VIOLAT s

PR B LA r = AT

DO NOT DETACH

AUTHORIZATION FOR RELEASE OF WORK AND OTHER LOSS INFORRATION

THES RO PHQUILATION DR PHIVIESIGEY 1ok L ), VWALL ALTIINHNZE YOU TO TRHtHINYS A1 1 INFOFMATION ¥OU hiAY 1IAVE RELATEING MY WAGES, SALARY OR UTIHGH LOUL

WHILE B4U3L.0YFT) BY YOI VAT AME: AUFRDILALD TO PICAAR MIAUS RIFQRIATION 61 ANGORIHGE WITH Tias 14 W PORE EOMPREEHTRSIVE MOTOWE Ui ¢ WSIUAICY
REPARKTEONS ALY (NO-FAULT LA

KAME (PHINTOR 1Y) SOCHKL SECURITY MO,

ERINGTURE WREL

DG KOT DETAGH

AUTHORIZATION FOR RELEASE OF HEALTH SERVIGE OR TREATMENT INFOHMATION

JHihs AL LN N A PLOTOSOPY TIHTOR, WILL AUNHONZE YOU TO FURNELE ALL INFCHUSAT N VA MAY 1UE TEGATGind .9 CLOTTOt Wil URIOG | YERIR ORsLINVATIL DR
L0 ATMENT. INGEUNDING T € HISTOIY OTARGD, X-TIAYE ANG PIYSICAL FIRIHGS, OWA1HO] 1 Afjl) PIOGHBUE, YOV AHI ATITRINZEO TG HIEMIE 1106 INFOIRATRIEN
ACCORDANCE WITLT THE HEYY YORK COWPREHCNEIVE MOTOR VEMCLE iNSURANCE REPARATIONS ACT (HQ-FAULT LAWY

HAME (FRINT OR TYPE)

SIGNATUNE ' AV
{F THE APFLICANY 5 A MINGH. PARENT OR GUATDIAN STIALL SIGHN AND INDICATE GAPACITY ANG RELATIONS! %)

< BRACKE YLD | AHGUADE TDH RE FILLED IN BY INSURER OR SCLR-INSURER

NYR FORM HF 2 (Rew, 10204)




QUEENS CHIROPRACTIC ASSOCIATES P.C.
865 CYPRESS AVENUE
RIDGEWQOOD, NY 11385
PHONE: 718-628-5300
FAX:  718-628-6297

LIENBORM

¥ oo hereby cuten i s g osiment wish QUISHTIS CHIROPRACTIC ABSUCTAT IS .0, (provilen 55 ordor 10 agsure
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 horeby nuthodze and diteet payment 1o the PROVIIER such sws as may be duo and owing for medieal serv-ices 1endeiod
1o Bty By veason of ae actdnt md By eidon of iy aceident and by seanon af any’ oflier Bl hat so die te the
PIOVIDPI sk fo withliont satch sins frons iy settlement judgment, orverdict ns may be necessary Lo adequ stoly protec
Che PRONVINEE. Fadhermare, | hevebsy joave o bien o iy ene G the ROV npainsd any mid al proecds of "y
settlatent, judpient, or vestio whivh iy Be paid to iy ttmney nr to myself asa cosnlt of e lijuries fo) “"E"'?‘" ] hive
b tevatod. Fwill make mysalCovallsblie o nppear o comsprond on beliaf of e PROVIDIR inany colleat®on ofTos (h
i umddostndion, AL BT deomod osing w) prvable fo the PROVIDER shinhh be volleetbie af the pravelling fie sschedie ul
e e servleas wita s,

| fatly widerstand 4hal i stioctly and fally responsible 1o the PROVEER for ) meedieal Bills submitiod for siervicos
vendered aid that diis agsooiment 35 made solaly for ndditionsl protection md in cousideration of poidis, paymesnt, ¥ furthes
msele Estanid fhat such pagisent is oot contingent on iy sefloment, jodgntent, or verdics iy which | may oventual Iy yecavey
wal fre, ‘

[ groe never (o veselnd this docunsent and that & rescissi%on will not be honored by any attorney, [ hereby instraact that i (e
eventinother ptosey is subsfitied in ks wanner, the new stlorney honoy this Hea os inlierent to the seiflemen € and
enforceable vpom ie ease as i were oxeentied Iy i, | linve bees ndvived that it my atiorney dacs nol wisla (o coopevate
i gt the PROVIDERA fotgivad, the PIRONVIDER will nol awealt payment ot May in writing dechre the ontire brlance
duw e payable ot whioh flo suid balance is (o be paid within thiry days, .

(Pationt’s signature) DATE

The undursipned belug the attoney of secord for tho sbove nune paticnt docs hereby agree to gbserve all the {emuus 9of the
et e lien and spees fo withhiold sucli s finm vy settlemnent, judgment, r verdiel us may by negessacy to ndequately
protect the FROVIDER, The sttorney seeepts sotice (hat i pottion of thelr chent's personal injury cluin Jias been assigned to
(he PROVIDII and spuees to dishurse the funds to tlhe 140e0 WIDER in order (o saticfy any outstanding liex or (o act as an
oW paiar fo disbarsing, any proceeds om el elient's setement. The attomey further ackuowledges that they imay be
finbile to cliont’s nusignees i (hey pay ot mioney in divwvepard of this lien. Furthermore, the atlamey agrees that if another
tteiney! is subistituted, this cquitable Nen will be forwindd io the substiluted attorney and the PROVIDER will be notified jn
wsiting of the swne within ity days. Alwinatively, if tho paticnt's legal action is discontinued or resoived, the PROVIDER
will L natifiee fu weiting of the samé within thirty days.

DATE = i
Signature of Aftomey/floprosentutive




NEW YORK MOTOR VENICLE NO-FADLY INSURANCE LAW
. ASSIGNMENT OF WENEFITS (011

(OR ACCILANTSE OCGUIING GN AND APTUR, i)

L - » CAwstganon) ftevsby ussigu o, (Al
1l patient’s pnaired

{"tllll-fﬂ‘:l.ijl.fil‘l or_hm =;m Hrovider nma)
UM adhes prebeges ond voiedlon g Py ot for healil eney sorvicos provided by sgsfpuse o which | am caétt Ted
tider Aveiche 81 (e No-Falt 1fatate) of the Insarauce Law,

Fls Avalgmes hoyely covifties Hewd they hove noe raiolved opy payeind Ironr ar ow helulf of ike Asalgnor * @d
sliall not prvesics pryuiont dsoetly Groy

| (ke Avslgnae foy sorvtees proviided by seld Arelgises for Injurles sostals o
slue ta e amtor vililolo aeelifest wlileli oocuyied
u

b e 10D st dlnig wny uthiel sgveament o the continry,
£ Fetat wecldind date

Thie agicoment may be rvoked by the uuslgnus wlen benolils are not payable based upas the meolguor's lack = f
vovernge andfar vislatlon ol u pallay eondliion dus to the attlang or conduct of ifio usslgnor,

ANY PIREON WHO ENOWINGLY AND WITHL INTMNT 70 DU
PERSUR FHES AN AFPLICAYION BOR I450M AN

VALSE INVORMATION, DI CONC
FAGT MATERIAL 11T
LI SUECE YO A GEVIEL

THADD ANY INSURANCH COMPANY OX 01N

OR STATHMENY OF CLAIN CONTAMNING ANY MATERIALLY
ALK TOR 100 PURKGSH QI MISTE

HANO, [HIORMATION CONCINING AMY
1O, COSIMITE A PIAUDULINT INSURAMCE AGE, WINGIE 10 A GRUMEL ANI SIALL ALEC
FENALEY HOUYO (5010 FIv

HTHOUSAND DOLLART AMD THLE STATED VALUE OF THE
CLAIM FOR RACGH SN VIOLATION
trri;llnlmwri;land- - A m;ﬂ‘:ﬂ;ﬁ)
(Deloalilgmaticn)
M_«.,,M.TAT‘;“_&;WM,..M,.A_M ——




f l' 7 ) . OCA Official Taem Ne.: Y6y
LU AUTHORIZATION FOR BRID _ASE OF HEALTH INFORMATION  RSUANT TO HIPAA

[Fhis tornk bns boe approved by the Now York Stiate Department of ¥lealth)

Patient Name Date of Tiirth Social Seourity Wambe:

Patient Address . |

L, ot my authorzed representative, request thid health intormation regarding ruy eate and greatinent be relessed as set forth onthis forne:

Irs aceordance with New York State Law and the Privacy Rule ol {lie Tealth Tnsurance Portability and Accountability Act of 1994 [
(NPAAY, 1 understand that: !
I ‘This authorization may include disclosure of information relating to ALCOIIOL and DRUG ABUSKE, MENTAL BEALTH |

TREATMENT, except pyychotherapy notes, and CONEFIDENTIAL YIV* RELATED INFOGRMATION only if 1 place my initials on
(he appropriate line in Itens 9(a). o the cvent the health informutivn describied below includes any of (hese types of information, and I
initiz] the line on the box in Kem Y¢a}, 1 specifically authorize release of such information to the personds) indicated in Item 8.

2. 1£ 1 am authorizing the release of 11V-relatcd, alcohol o divg treatment, or mental health freatment information, the recipient is
prolibited from redisclosing such information withoul my authorization wnless permitted to do so under federal of state law. I
understand that 1 have the tight 16 request a list of people who may receive ot use my HIV-related information without autharization, 1F
I experionce discrimination because of the release or disclosure of ITVerelated information, 1 may contact the New York State Division
of Human Mights at {212) 480-2493 or the New York City Commission of Human Rights at (212) 396-7450. These apencies are
responsible for protecting my rights.

3. [ have the right to revoke this authorization nt any fime by writing (o the healih care provider ligted below. I undurstand that T may
revoke this avthorization except to (he oxtent thut action lias already been taken based on this suthorizatiot.

4. 1 understand that signing this euthorization is voluntary. My freatment, payment, enroflment in o health plan, or eligibility for
benefits will not be conditioned upon my suthorization of this disclosure,

5. Infonnation disclosed under this authorization might be redisclosed by the recipient (except as noted above in Iteon 2), and this
redisclosure may no longer he protecled by {federal or slate law,

6. THIS AUTHORIZATION DOES NQT AUTHORIZE YOU 1O DISCUSS MY HEALTH INFORMATION OR MEDICAL

7. Wame and address of health provider or entity to release this information:

8, Name and address of person(s) or category of person to wiieay this information will be seot: {

&(; Sbcciﬁc informatian (o be released:

U Medical Record from (insent date) e 10 {Insert datc) o

U Tintire Medical Record, including patient histories, office notes (except psychotierapy notes), test results, radiology studies, films, |

referrals, consults, billing records, insurance records, and records sent to you by other health cate providers.
@ Other: _ Include: (Mmdicate by Initialing)
Alcohol/Drug Treutment

. Moecntal Healib Inforemation
Autharization to INiscuss Health 1nformation ______ HIV-Related Information

(b) Q By initialing here . I authorize S .
Initinls Name of individual healih care pravider
to discuss my health information with my attomey, or a goversmental agency, listed Tere:

(Ao Natoe or Govennantal A y Nisinie)

10, Reuson for relense ol information: 11. Date or event on which this authotization will expire:
(1 At request of individual
O iy _ o B B

[2. If'not the putient, name of person signing fonn: 13, Authorily to sign ot behalf of patient:

Al jtems on Ui foam have been completed and my questions about this torm have been answered. In adeition, [ have been provided a
capy of the form. : . .

. . Date:
Sipgnature of patient or representative anthorized by law.

* o Hpman Jnanuanodefictoney Vivus (hat causes AHIS Tie New York State Public Healih Law proteels ieformation which ressenasily could
sderdify somcone as kaving JEY syraptons or infection and information peparding a person's conlucts,




Queens Chiropractic Associates, P.C.
Dr, Jason S. Bruliner Pr, Dominie J, Rubino D Frank J. Mandarino
865 Cypress Avenne
Ridgewood, NY 11385
Tek: 718-628-5300 Faxs 718-(28-6297

I do becely enter into an agreement with Quesns Chiropruetic Assoclates, PC. jin order o ensure
reimbursernent for cab setvices provided to me during my (reatmenl.

I fully understand that [ am responsibie for providing Queens Chirepractic Associates, P.C. with
any payments made to me for transpoftation by the insuranee carrier pertaining to this matier,

Yo por ¢ste myedio llego a un acuerde con Quesns Chiropractic Assaciates, P.C. 2 fin de
garantizar el reemolso de los servicios de transporiacion prestados dursnte mi tralamiento.

Eatiendo perfeetamenic que soy responstbite de pr aporcionar Queens Chiropract ic Assnciles,
P.C. con cuslquies pape hecho ami pao ¢l wansporic por 1a compania de seguras relacionados
con este asunto.

Patient Signatore Date




