Queens Chiropractic Associates, P.C.
865 Cypress Avenue
Ridgewood, NY 11385
Tel: 71.8-628-5300 Fax: 718-628-6297

Chiropractic Health Questionnaire

Name:_ oo ... SocimlSecurity#®: o

Address:_ e, Oy Stater ZipCodei
HomeTelephone: _ _ Ager _  Birth Date: __Marital Statuss MS D W
Work Telephone: . Emal AGAresS:
Cell Telephone: | e H#ofChildren _____ . Spouses Name: _

Occupalion: . BOFTOPT Referred By: )

What are your complaints?

How long have you had this condition? _

_. Have you had this condition in the past? Oyes O no
What activities aggravate your condition?

Is the condition getting worse? Clyes Ono s the pain: CConstant OComes and goes/Occasional

Have you had previous chiropractic care? Oyes Ono If yes, doctor R

List surgical operations and years: _

List of medications you are presently taking:

Age of mattress: . Comfortable Clyes [lno Uncomfortable Oyes Clno

Are you using any of the following? ClHeel lifts OSole lifts Cinner soles DArch supports

Were you ever In an automobile accident? Llyes Dlno If yes, give dates:

ot . B ke B

—= !

Wereyou-everlrjured-at-work?-ByesHno-Hyes;give dotes:
Have you had any othet personal injuries or accidents? Oyes Ono If yes, give dates: ~

Date of your {ast physical exarndnation: ___ Family Dactos:

[ s e Vi) s



Q. 95 Chirgpractic Assoclates, B.C,
865 Cypress Avenue
Ridgewouod, NY 11385
Tel: 718-628-5300 fax; 718-628-6287

Have you ever suffered from the following?

[ODizziness OArthritis  [CNeuritis OSinus Trouble
(Backaches [Headaches [lHeart Trouble Opigestive Disorders
ONeck Pain  ClAsthma ONervousness CDlabetes

Flaase list any other allments or conditions: e

Please list any treatments or physicians you have seen tor these condittons:

Insurance Information
is your condition due 1o an autc or job related injury? [ Yes 0 No
Do you have Health Insurance? [ Yes TINo

rf yes, please provide us with the name of your health insurance:

Policy#:. __Plan Type (HMQ/PPO/Senior Plan): o

| understand and agree that health and accident policies are an arrangement between an insurance
carrier and myself. Furthermore | understand that this chiropractic office will prepare any necessary
veports and funms to assist me in making collection from the insurance company and that any armount
autharized to be pald directly to this chiropractic office will be credited to my account upon receipt.
However, | clearly understand and agree that ali services rendered to me are charged directly to me and
that | am personally respensible for payment. 1also understand that if { suspend or terminate my care
and treatment, auny fees for professional services rendered to me will be Immediately due and payable.,

Pattent'sSignature; Date: e

Guardian’s Signature: .




NEW YORK MOTOR VEHIGLE NO-FAULY INSURANGE LAW
ASSIGNMENT OF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

Claim Nymbats
661s Chir otio Assa. . T
) | (Assigno") hereby assignt 08NS Chiropract Assa. pgsignee’)
{liintpaticor's name) THGNL Toapitnl or Turllie e g provider name)

all fghts privileges and ramedles to payment for health cars sorvices providad by assignee Lo which | am
entllied under Arficie 61 {the No-Fault stalute) of tho Ineurance Law

The Asslgnes heieby cardifios tat thay have nol rocelved any payment fram of on behalf of (o Agsignar and.
shall not pursue paymanl directly from he Assignor for services provided by aald Asalgnee (or injurles suslained
due (o tha molor vehicle accldent which eceurred on . not withetanding aiy other agreemant

f P el i doscd
10 the cantrary.

This agreemant may be revoked by (he assignee when bensfils are nol payable based upon the assignor’s lack
ol covérago ahd/ar Vidlalich 6f a polloy bonditlon dus to ha actians or conduel of the kLD

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERS ON
FILES AN APTLICATION FOR COMMERCIAL INALIRANGT. OR A GTATTMINT OF GLAIM FOR ANY COMMERGIAT OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MIS| EADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WATH SUCH APPLICATION OR CLAIM, KNOWINGLY MAIKES OR KNOWINOLY ASSISTS, ABETS,
S0LICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUGTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPAKTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSG BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MUTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION,

(PR nama of Falidiit) {S\gnature of Fatien)
= = -- {Onte of signowre)

(Aadress ol Patznl)
tHrinal name oi Provider) (Signature of Provider)

N {Date of sighature]

{Aadress of Provider)

NYS FORM NF-AOS (Rev 1/2004)



NEW YORK MOTOR VEHIGLE NO-FAULT INSURANCE LAW
VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
(This form is not for verification of hospital treatment )

NAME AND ADDRESS OF INSURER OR SELF- NAME, ADDRESS, AND PHONE NUMBER OF
INSURER* INSURER'S CLAIMS REPRESENTATIVE*
DATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDENT| CLAIM NUMBER

PROVIDER'S NAME AND ADDRESS*

KINDLY COMPLETE AND SUBMIT THIS FORM AS SOON AS POSSIBLE. PLEASE NOTE, THIS COMPLETED
FORM MUST BE SUBMITTED TO THE INSURER AS SOON AS REASONABLY POSSIBLE BUT NO LATER
THAN 45 DAYS OR 180 DAYS AFTER THE TREATMFNT DATE, DEPENDING UPON THE POLICY

ENDORSEMENT I EFFECT AT THE TIME OF THE ACCIDENT. IF YOU ARE UNSURE OF THE APPLICABLE
TIME REQUIREMENT, KINDILY CONTAGT THE CLAIMS REPRESENTATIVE TO DETERMINE WHICH

DEADLINE 1S APPLICABLE TO THIS CLAIM,

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

1. PATIENT'S NAME AND ADDRESS

2. DATE OF BIRTH |3, SEX 4. OCCUPATION (IF KNOWRN)

5. DIAGNOSIS AND CONCURRENT CONDITIONS

DATE: CONDITION? DATE:

6. WHEN DID SYMPTOMS FIRST AFPEAR? 7. WHEN DID PATIENT FIRST CONSULT YOU FOR THIS

B. HAS PATIENT EVER HAD SAME DR SIMILAR CONDITION?

YES [ | NO | | IF YES, state when and describe:
9. 1S CONDITION SOLELY A RESULT OF THIS AUTOMOBILE ACCIDENT?
YES | | w~No | | IF “NO*, explain:

10. 13 CONDITION DUE TO INJURY ARISING OUT OF PATIENT'S EMPLOYMENT."‘?
ves [ 7] w0 [
11. WILL INJURY RESULT IN SIGNIFICANT DISFIGUREMENT OR PERMANENT DISABILITY?

YES | | w~No | 1 NOT DETERMINABLE AT THIS TIME [

IF "YES", desaribe:

12 PATIENT WAS DISABLED (UNABLE TO WORK) 13_IF STILL DISAR = PATIENT S E
ABLE TO RETURN TO WORK ON;
FROM, THIROUGH.
- ==—— (DATE]

CONTINUE ON PAGE 2
NYS FORM NF-3 (Rav 1/2004)
Page 1 0of 3



VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
PAGE 2
14, WILL THE PATIENT REQUIRE REHABILITATION AND/OR OCCUPATIONAL THERAPY AS A RESULT OF THE
INJURIES SUSTAINED IN THIS ACCIDENT?

YES | | NO | | IF YES, describe your recommendation below:
15, REFORT OF SERVICES RENDERED — ATTACH ADDITIONAL SHEETS IF NECESSARY o
DATE OF | PLACE OF SERVICE DESCRIPTION OF TREATMENT FEE SCHEDULE CHARGES
SERVICE | INCLUDING ZIP CODE OR HEALTH SERVICE RENDERED - TREATMENT CODE
TOTAL CHARGES TODATES| )

16. I TREATING PROVIDER IS DIFFERENT THAN BILLING PROVIDER COMPLE TE THE FOLLOWING:

TREANG PRUVIDER'S TITLE LICLNSE OR BUSINESS RELA | IONSHIP
NAME CERTIFICATION NO, CHECK APPLICARI F BOX
EMPLOYEE INDEPENDENT OTHER (SPECIFY)
CONTRACTOR

17, IF THE PROVIDER OF SERVICE 1S A PROFESSIONAL SERVICE CORPORATION OR DOING BUSINESS
UNDER AN ASSUMED NAME (DBA), LIST THE OWNER AND PROFESSIONAL LICENSING CREDENTIALS OF
ALL OWNERS (Provide an additional attachment if necessary).

18. IS PATIENT STILL UNDER YOUR CARE FOR THIS CONDITION? YES | | No [ ]
18. ESTIMATED DURATION OF FUTURE TREATMENT

PATIENT: Your health provider may agree to accept payment for health services performed directly from your insurer (Authorization to
Pay Benefits) so that you are not required to make payment to the heallh provider at the time of service. Such agreement is optional on
the part of the health provider and must be signed by both patient and health provider. You may use the optional authorization language
provided below, by checking off the designated spot in item 20 of this form.

20, ___(IF YOU HAVE CHOSEN TO AUTHORIZE THE DIRECT PAYMENT OF BENEFITS BY CHECKING THIS OPTION, YOU MAY NOT

ALSO ENTER INTO AN ASSIGNMENT OF BENEFITS CONTAINED IN #21)
AUTHORIZATION. TO PAY BENEFITS:

| AUTHORIZE PAYMENT OF HEALTH BENEFITS TO THE UNDERSIGNED HEALTH GARE PROVIDER OR SUPPLIER OF SERVICES
DESCRIBED BELOW. | RETAIN ALL RIGHTS, PRIVILEGES AND REMEDIES TO WHICH | AM ENTITLED UNOER ARTICLE 51 (THE
NOFAULT PROVISION OF THE INSURANCE LAW,

PRINT NAME SIGNED
PATIENT PATIENT DATE

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




VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
PAGE 3

PATIENT: Your heaith provider may agree to have you assign your right to No-Fault benefits from your insurer direclly to m
provider (Assignment of Benefits). If you and your heailh provider agree to an assignment of benefits, you must both sign the
agreemenl contained in # 21 or the prescribed NF-AOB form or ils equivalent, The language contained in the assignment of benefits ig
mandatory and may not be altered or avolded by any other language added to this agreement or other wiitten agreement,

21. (IF YOU HAVE CHOSEN TO ASSIGN YOUR BENEFITS TO THE HEALTH PROVIDER BY CHECKING THIS OPTION,YOU MAY NOT
ALSQ ENTER INTO AN AUTHORIZATION TO PAY BENEFITS GONTAINED IN [TEM #20 ABOVE)

ASSIGNMENT OF NO-FAULT BENEFITS:

| HEREBY ASSIGN TO THE HEALTH CARE PROVIDER INDICATED BELOW ALL RIGHTS, PRIVILEGES AND REMEDIES TO
PAYMENT FOR HEALTH CARE SERVICES PROVIDED BY THE ASSIGNEE TO WHICH | AM ENTITLED UNDER ARTICLE 51 {THE
NO-FAULT STATUTE) OF THE INSURANCE LAW. THE ASSIGNEE HEREBY CERTIFIES THAT THEY HAVE NOT RECEIVED ANY
PAYMENT FROM OR ON BEHALF OF THE ASSIGNOR AND SHALL NOT PURSUE PAYMENT DIRECTLY FROM THE ASSIGNOR
FOR SERVICES PROVIDED BY SAID ASSIGNEE FOR INJURIES SUSTAINED DUE TO THE MOTOR VEHICLE ACCIDENT,
NOTWITHSTANDING ANY OTHER AGREEMENT TO THE CONTRARY. THIS AGREEMENT MAY BE REVOKED BY THE ASSIGNEE
WHEN BENEFITS ARE NOT PAYABLE BASED UPON THE ASSIGNOR'S LACK OF COVERAGE AND/OR VIOLATION OF A POLICY
CONDITION DUE TO THE ACTIONS OR CONDUCT OF THE ASSIGNOR

PRINT NAME _ SIGNED o
FPAILIENT (Assignor) PATIENT DATE

PRINT NAME ~ SIGNED e
PROVIDER OF HEALTH CARE SERVICE (Asslgnae) PROVIDER CF HEALTH CARE SERVICE DATE

HAS AN ORIGINAL AUTHORIZATION OR ASSIGNMENT PREVIOUSLY

BEEN EXECUTED? [ 1 ves [ | NO

IS THE ORIGINAL SIGNATURE OF THE PARTIES ON FILE? [ "1 vyes | ] wo

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER
PERSON FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT 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 WHO, 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 TO 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 TO A CIVIL PENALTY NOT TO EXCEED
FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH
VIOLATION.

DATE | PROVIDER'S SIGNATURE IRS/TIN IDENTIFICATION NO. WCH RATING CODE
IF NONE, SPECIALTY

“LANGUAGE TO BE FILLED (N BY INSURER OR SELF-INSURER.
“NYS FORM NF=3 (REV 172004)
Page 3 0f 3




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

nilm

— =

DATE OF ACCIDENT

A AMNNMEER

TO ENABLE US YO DETERMINE IF YOU ARE ENTITLED TO BENEFITS UNDER THE NEW YORK NO-FAULT LAW, PLEASE COMPLETE THIS

IMPORTANT:

2 YOU MUST SIGN ANY ATTACHED AUTHORIZATION(S).
3. RETURN PROMPTLY WITH COPIES OF ANY BILLS YOU HAVE RECEIVED TO DATE

l NAME AND ADDRESS OF APPLICANT

(.

1. TO BE ELIGIBLE FOR BENEFITS YOU MUST COMPLETE AND SIGN THIS APPLICATION,

—

—

FORM AND RETURN IT PROMPTLY.

1 YOUR NAME

2. PHONE HOS.

HOME

BUSINESS

3. YOUR ADDRESS (NO,, STREET, CITY OR TOWN AND 2P CODE}

4. DATE OF BIRTH

§. SOCIAL SECURITY NO.

6. DATE AND TIME OF ACCIDENT

AM
PM

Ti PLACE OF ACTIDENT (STREET), CITY OR TOWN AND STATE

8. BRIEF DESCRIFTION OF ACCIDENT!

@ DESCRIBE YOUR INJURY:

10. IDENTITY OF VEHICLE YOU OCCUPIED OR OPERATED AT THE TIME OF

ACCIDENT:
OWNER'S NAME

THIS VEHICLE WAS;
[ ATruck, or
[] Amotorevei e

[[J asus or scHoot sus
[1 an automosue

1

=

MAKE ~ YEAR

DO ¥OU OR A RELATIVE WITH WHO!
VEMICLE?

- WERE YOU THE DRIVER OF THE MOTOR VEHICLE?
WERE YOU A PASSENGER IN THE MOTOR VEHICLE?
WERE YOU A PEDESTRIAN?

WERE YOU A MEMBER OF OUR POLICYHOLDER'S HOUSEHOLD?

M YOU RESIDE OWN A MOTOR

[ wo
o
[w~o
(Do

[(Ino

[ ves
[ ves
[ ves
[] ves

[ ves

12 WERE YOU TREATED BY A DOCTOR(S) OR OTHER PERSON(S) FURNISHING HEALTH SERVICES?

[lves [ Jwo

NAME AND ADDRESS OF SUGH POCTOR(S) OR PERSON(S):

12.IF YOU WERE TREATED AT A HOSPITAL(S). WERE YOU AN: OUT-PATIENT | ]

DATE OF ADMISSION:

IN-PATIENT [ ]

HOSPMITAL'S NAME AND ADDRESS:

14, AMOUNT OF HEALTH BILLS 10 DATE

0 AT THE TIME OF YOUR ACEIDENT WERE YOU I THE TBITREF oF Your

§— —

YIS NO

mmm‘r——m'vn—ﬁio

17 0ID YOU LOSE TIMEE FROM WORK?
[Jyes NG

DATE ABSENCE FROM WORK BEGAN:

HAVEE ViU RETURNED TO WORK?
vis | |no

IF YES, DATE RETURMED 11 WORK:

AMOUNT OF TIME 1L.OST FROM WORK.

18. WHAT AL YOUR AVERAGE WEEKLY
EARNINGS?

NUMBER OF DAYS YO WORK PER WEEK.

19 WFRE YOL) RECERIVING UNCMPLOYMENT BENEHIS AY THE TIME OF THE AéCIIDENT’? l__l YES

NUMBETR OF HOURS YOU WORK PER DAY,

[]w~o

(Gontinned on next page)

BRACKFETEN LANGUAGE TO DE FILLED iN BY INSURER OR SELF-INSURER.

NYS FORM Nf-2 {Rev, 1/2004)




APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS
(Page 2)

20, LIST NAMES ANC ADDRESS OF YOUR EMPLOYER AND OTHER EMPLOYERS FOR ONE YEAR PRIOR TO ACCIDENT DATE AND GIVE QCCUPATION AND DATES OF EMPLOYMENT:

EMPLOYER AND ADDRESS QCCUPATION FRCM 1O

EMPLOYER AND ADDRESS OCCUPATION FROM 10

EMPLOYER AND ADDRESS OCCUPATION FROM TC
21, AS ARESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES? [:] YES l:] NO

IF YES, ATTACH EXPLANATION AND AMOUNTS OF SUCH EXPENSES.

22, DUE TO THIS ACCIDENT HAVE YOU RECEIVED OR ARE YOU ELIGIBI.E FOR PAYMENTS UNDER ANY OF THE FOLLOWING
NEW YORK STATE DISABILITY? WORKERS' COMPENSATION?
Oyes [Owo dves [Owo

THE APPLICANT AUTHORIZES THE INSURER TO SUBMIT ANY AND ALL OF THESE FORMS TO ANOTHER PARTY OR INSURER IF SUGH IS NECESSARY TO PERFECT ITS RIGHTS OF
RECQVERY PROVINEN FOR | INDFR THE NQ-FAULT LAW,

THIS FORM IS SUBSCRIBED AND AFFIRMED 8Y THE
APPLICANT AS TRUE UNDER THE PENALTIES OF PERJURY

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE
INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL
THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL
g&g:lﬁ'gﬂﬁggo EXCEED FIVE THOUSAND DOLLARS AND THE STATED VALUE OF THE CLAIM FOR EACH

SIGNATURE: DATE: S

DO NOT DETACH

AUTHORIZATION FOR RELEASE OF WORK AND OTHER LOSS INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY THEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY HAVE REGARDING MY WAGES, SALARY OR OTHER LOSS
WHILE EMPLOYED BY YOU, YOU ARE AUTHORIZED TO PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE
REPARATIONS ACT (NO-FALLT LAW),

NAME (PRINT OR TYPE) SOCIAL SECURITY NO.

SIGNATURE DATE

DO NOT DETACH

AUTHORIZATION FOR RELEASE OF HEALTH SERVICE OR TREATMENT INFORMATION

DITION WHILE LINDER YOUR OBSERVATION OR

THIS AUTHORIZATION QR PHOTOCOPY THEREGF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY HAVE REGARDING MY CON ONOR
3 OR 5 R o AOHOSIS A 2 e TR TYHE slhfelzl-TeiVils NFORMATISN TN

A - e 2 P S DINGSTD 5 3
ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE REPARATIONS ACT (NO-FAl

ULT LAW).
NAME (PRINT OR TYPF)
e —
SIGNATURE =

{IF THE APPLICANT IS A MINUR, PARENT OR GUARDIAN SHALL SIGN AND INDICATE CAPACITY AND RELATIONSHIP).

+ ARACKETED LANGUAGE TO BE FILLED N BY INSUKRER UR SELF-INSURER.

NYS FORM NF-2 (Rev. 1/2004)




QUEENS CHIROPRACTIC ASSOCIATES P.C,
65 CYPRESS AVENUE '
RIDGEWOOD, NY 11385
PHONE: 718-628-5300
FAX:  718-628-6297

LYEN KORM

CHIBOPRACTIC ASSOUIATIE PO Groviden Iy ardsr 16 asarg

¥ dohereby caster inse g g evmen with GULBgE A
componatfois for seevice repdered, | anlbesive e MROVIDER (o fwsakd, sy dpsasapee ot i o Afernel< Witly copise o4

medieal sevonds pad diggiontiv ted restite an Wl as inbisadion yepaging diagnosds, progesty, sl loahnent,

I herehy suiharize aid divect yment 1o the PROVIDER sueh soms w6 may be duo and owing for medienl senvsices seidered
e Bt by reason of sy acotdont wnd by reson of iy wosidind mid By tispzon of spy othor bilie that are doe o the
PROVIDEE el vy il snedy some ot mey <ol e Judgament, on verdies ns may he necessany (@ ndequ sitaly prales)
thi PREOSIDER Fythervnne, | hiorehy pive ol on my e Go e PROVIEIOE agrinst any sad ol praceads oF my
sedtlnments s, o verdion which iy b paid so iy allonny v tomysell w6 a vesolt of tie inimies for W!:ich ) hinve
Doen seatid el muke mnvaedCavailahbe fonppen or conespond an Gelad £ of flie PROVIDER it any collodtXon offart fhl
fevndeitabion. Aditte deonied ewing annd el to e PROVIDIUU stigll B coljsctihie uf e |||W|\}lil~|.|}. o =5udiedle ni

iho “"N’ fog l".‘l\-‘. Wit H"llfj_t‘_f_l."'

I rolly understind thal ) i Mrectly and Tty peaponsible (o e PROVIDER for alf medical hills salunitied for 2504 viceg
rentered wnd ot this apseomanl s made solely fo sdditional protoetion and by simsadunmion of pending payanenl. 1 farther
SIRENE I ot continpent on iy setiioment, Jndp i, or ivdict by which T omy eventusb ly cecover

nuvederatnd flat gucly g
anl fee,

I agree nover iovescing this document and il # 1 escisei9an will not be lionoied by uny attomey, I lerehy instiiaot dan¢ in the
evinbnnothes stioaney s shbsdited it mames, e pew atlotney honw this lien s inlieaent (o the seltlemen { and
enfurecable wpoa (e vise i it wers executed by hingtier. 1 fave been advised that if my atomey docs not wishx (o cooparaie

i preotesting tie FROVIDEIGA fnemst, (e PROVIDER will noawalt payment bl May in writing decliae the ¢ntive Dalance |
dyee nved payuble at wiich finee soid balagee is to be il within thiney dnys, '

(Patient’s signatuic) B DATH

The oudersigmed bedng, the atorney of recond i the sliove mime patient does hereby agree to gbserve all the tertas $olthe
caitable Hoi and wprecs fo withliodd suebs swms Trom Ay netilement, judgment, 7 verdict ug nuay be necessary 1o adeguatoly
profeot the FROVIDER. “The attornay neeepts sotice Mal pruttion of thelr elieat’s personal injiry claim has been assigned to
the PROVIDEI aml agpeces 0 distairse the finids to the PROVIDER i order (o satisfy iy oatstanding livw or (o act o5 aw
st ow ol o dishiarsng iy proveeds oom tiedy cicint's settlement, The attomey fudher ack;lo“'lodges that they may be
Hable Lo elient’s wsaijmves if they iy o nimiey in divopand of this lien. Purthermore, the attorney agress that ifanother
attenney is sabistitined, (s cquifable New will be forwided 1o the substitaied aitorney and the PROVIDER will be notificd it
wiilinge of e sime st thirty diys, Altcinatively, if (lie paticat's legat action is discontinued or resolved, the PROVIDI

f |

sl B il inovariting of e sanie ithin thiv y ilayn,

DATE

Signature of Af lﬂnlr'.}'flh'l wesentilivie




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

1, , ("Assignor") hereby assign to , ("Assignee"”)
(Print patient's name) (Print hospital or health care provider name)

all rights privileges and remedies to payment for health care services provided by assignee to which | am

ontitled under Article 51 (the No-Fault statute} of the Insurance Law.

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and

shall not pursue payment directly from the Aasignor for services provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurred on , not withstanding any other agreement
{Print accident date)

to the contrary,

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor’s lack
ot coverage and/or violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT 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 WHO,
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, DESTRUCTICN, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSBURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS 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.

(Print name of Patient) (Signature of Patient)

(Date of signature)

{Address of Patient)
(Print name of Provider) {Signature of Provider)
(Date of signature)
(Address of Provider)

NYS FORM NF-AOB (Rev 1/2004)



Brattner

Chiropractic Group
Serving Long Island, Brooklyn & Queens

| do herby enter into an agreement with Queens Chiropractic Associates, P.C. in order to ensure
reimbursement for cab services provided to me during my treatment.

[ fully understand that | am responsible for providing Queens Chiropractic Associates, P.C. with any
paymients made Lo me lor ransportation by the insurance carrier perlaining to this malter.

Yo por este medio llego a un acuerdo con Queens Chiropractic Associates, P.C. a fin de garantizar el
reemolso de los servicios de transportation prestados durante mi tratamiento.

Entiendo perfectamente que soy responsible de proporcionar Queens Chiropractic Associates, P.C con
cualquier pago hecho a mi para el transporte por la compania de seguros relacionados con este asunto.

Patient Signature Date

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



h‘?i{(‘ 0OCA official Foym No.: 960

L )? AUTI-IORIZATION FOR RE" JASL OF HEALTH INFORMATION RSUANT TO HIPAA
[This form has beeuw approved by the New York State Department of Health}

Pati;ntName Datc of Birth . Social Security Number

Patient Address

[, or my authorized reptesentative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), 1 understand that:

1. This authorization may include disclosure of information relating to ALCOIIOL and DRUG ABUSE, MENTAL BEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the event the health information described below includes any of these types of information, and I
initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.

2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law. I
understand that I have the right to request a list of people who may reccive or use my HIV-related information without authorization. If
I experience discrimination because of the release or distlosure of HIV-related information, I may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. I have the right to revoke this authorization at any time by writing ta the health care provider listed below. 1 understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure,

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protccted by federal or state law,

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED INITEM 9 ().
7. Name and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person to whom this information will be sent:

9(a). Specific information to be released:
(] Medical Record from (insert date) . to (inscrtdatc) .
O Entire Medical Record, including patient histories, office notes (except psychotherapy notes), ‘test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

Q Other: — Include: (Indicate by Initialing)
— Alcohol/Drug Treatment
Mental Health Information
Autharization to Discuss Health Information HIV-Related Information
(b) A By initialinghere_  Tauthorize - -
Initials Name of individual healtly care provider

to discuss my health information with my attorney, or a govemmental agency, listed here:

i = {Auomey/Firm Name or Governmental Agency Name) o
10. Reason for release of information: 11. Date or event on which this authorization will expire:
O Atrequest of individual
__OOther: — S -
12. If not the patient, name of person signing form: "13. Authority to sign on behalf of patient:

All items on this form have been completcd- and iny questions about this form have been answered. In addition, I have been pr_ov_idcd a
capy of the form.

N ; Date: —
Signature of patient or representative authorized by law.

*  J{uman lmmunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could
identify sonicone as having HIV symptoms or infection and information regarding a person’s contacts.




