
1601-1625 Gravesend Neck Rd Second Floor 

Brooklyn, NY 11229 

Motor Vehicle Collision Questionnaire 

Pn lien t N�Hnc: Date: 

HIPAA NOTJCg OF PRJVACY PRACTICES 

rr IIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED !\ND 
i IOW YOlJ CAN GET ACCESS TO THIS INFORMATION. PLE/\SR REVIEW IT CAREFULLY. 

Th is Nol ice of Privncy describes how we may use and disclose your protected health in formation (Pl-II) tn carry our rrcatmcn;. 
navrncnl or health cHre operations (TPO) for other purposes that nrc permitted or required by law. ''Prntcctcd Hcallh 
1 1iornrntion" is information about you, including demographic information that may idcntif'y you and 1lrn1 rclnted w your pas1. 
pn.!scnl. or future physical or mental health or condition and related care services. 

Use and Disclosures of Protected Health Information: 
Your protected health in formation mny be used and disclosed by your physician, our srn IT and 01hcrs 0111siclc nr our ornc.e lhw
arc involved in your care and treatment for the purpose of providing health core services lo ym1, pny your hen Ith care bill$, 10 

:..i.Ipport the operations of the physician's practice, and any other use required by lav,1. 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your heallh earl� 
:md any related services. This includes the coordination or management of your health cnrc with a third party. For cxamplL\ 
v,1e would disclose your protected health information, as nccessnr")', to a home health agency that provide:; care to you. For 
c.;:,:a:nplc, your henlth care information may be provided to a physician LO whom you have been referred io ensure lhal 1hc 
physician has the necessary informntion to diagnose or treat you. 

Pnymcnt: Your protected health information will be used, as needed, to obtain payment for your health cari! i;l!rviccs. For 
t�:-:,rn1plc, obtaining approval for c1 hospital stay may require that your relt!vanl prolcctcd health information be c.lisclosc.:d in the 
health plan Lo obtain approval for the hospital admission. 

H c:i lthcn re Opcn1tions: We may disclose, as needed, your protected health in formation in meter to support the business 
ac1.ivi1 ics or your physician's practice. These activities include, but are not limited to, quul ity assessment nctivit ics, employee.� 
rcvil·,..., c1c1ivi1ics, training of medical students, licensing, marketing, and fund raising activilics, nnd co11d11c1inn or nrrangi11i! f',,r 
,,11!t.:r b11sincss activities. For example, we may disclose your protected health informntinn 10 medical �chonl studcnl�; ih:ll :;1�t.· 

p;1i11.•11ts ill our office. In addition1 we may use a sign-in sheet at the registration desk where :.,1cH1 will bl! �skccl 10 sign your 
nnm,� and indicate your physician. We may also cal I you by name in the waiting room when your phy:;ician i:-; rendy In :-(:c 
y1111. \Ve may use or disclose your protected health information, as necessary, lo contacl you to remind you of' :,1our
,1ppninLmenl. 

We may use or disclose your protected health information in the following situations without your authorization. These 
�i1uatio11s included as required by law, public health issues, communicable diseases, hcnllh oversight, abuse or neglect, food 
and drug administration requirem1�nts1 legal proceedings, lnw enforcement, coroners, funeral director�, anc.J organ donation. 
Rt�quircd uses and disclosures under the law, we must make disclosures to you when required by the Sccrctnry of the 
Department of Health and Human Services to investigate or determine our compliance with the rcquircmcnl!i of' Section 
I (v1 . .500. 

r>.:JJ:IER PERMITTE.D AND Rfil)UIRED USES AND DISCLOSURES WILL BE M,L\.1)1� _ONLY WITH YOUR CONSENT 
M)THORIZATION OR OPPORTUNITY TO OBJECT UNLESSJrnOUlRED BYLAW. 

·--·····-�--·

Yuu may ri :.olter this �uth:.,rization, at any time, in writing, except to the <!xtenl that your physician or 1hc phy�,ician ·�; pr,1r.i ic:c 

ha:, 1nkenti'l11-�-yc.t,ijon in1rcMncc on the use or disclosure indicated in the a11thorii'.ation . 
.... _ ........ ·----•·•·• -··· ·•··• •· ............ .. Siurmwre ef Paf,ient or Re!llrescn.tative Date 

Printi::d Name 

:l 



T 1601-1625 Gravesend Neck Rd Second Floor 

Brooklyn, NY 11229 

To Attorrrey: ________________ _ 

p:a-t1ent
RE: Reports and Doctor's for_· ________

1 

_________ _ 
·s Name 

I do hereby authorize the above Doctor to furnish you, my attorney, wUh a full 
Feport, diagnosis, treatment, prognosl$1 etc,, or myself In reg a rd  to the ac�ld en  t In which I 
was Involved, 

J hereby authorize a·nd direct you, my attorney, to pa y df rectly to said Doctor suth 
sums as may be due and owing him/her for medical service rendered me· both by reason or 
th-ls ucldent and by reason or any other bUl$ that �re due his/her offl�e. And to withhold 
such sums from any settlement,Judiement or verdict as may be necessary to adequately 
protect said Doctor. l h ereb)' further ilve a Hen on my ca$e to said Doctor against any 
proceeds o'f any settlement, Ju�gemerrt or verdict which ma)' be paid to iou, my attorney, or 
myself as the r-esott or the lnJurfet ror which may b·e paid to you, my attorney, or myself as 
che result or the Injuries for whtch I have been treated or Injuries In connection therewith. 

I fully understand that lam directly and fully responsible to said Doctor (or all 
medical bllb submitted by h im/her ror serv ice rendered me and that thls agreement Is msd� 
solely for said doctor's additional protection 1,nd In consideration of his/her awaiting 
payment. And l further undenumd that such pa yment Is nol contingent on any settlemenc, 
judgement or verdict by which 1 may eventually recover said rec. 

Da,ed: ______ _ 

Th·e undersigned, being the attorney or record for the above patfent 1 •does hereby 
agree to ob$erve all the terms of the above and agrees to withhold such sums rrom any 
settlement, judgement or verdict as may be necessary to adequately protect said Doccor 
above named. • 

• o·o,ed: ----- Attorney's Signature: 
-------------:----

SlGN, DATE and R'EiURNTO ABOVE L-ISTED ADDRESS 

.' .



1601-1625 Gravesend Neck Rd 

Second Floor 

Brooklyn, NY 11229 

DIRECT ACCESS NOTICE OF ADVICE 

I have been informed of the possibility that Physical Therapy treatment 
may not be covered by my health care insurer without the referral of a 
physician) dentist) podiatrist) or nurse practitioner, but may be a covered 
expense) if treatment was rendered pursuant to such referral. 

Treatment will begin on (MM/DD /YYYY) 

Patient's Name 

Patient's Signature Date (MM/ DD/ YYYY) 



T
1601-1625 Gravesend Neck Rd 

Second Floor 

Brooklyn, NY 11229 

DQCIQB •s 

To Attorn·ey: ________________ _ 

RE: Reports and Doctor's  for_· _________________ _ 
Pa·ttent's Name 

I do hereby a uthorlze the above Doctor to furnish )'OU, my a uorn ey
1 wleh a full 

,:eport 1 diagnosis, treatment, progno$I$, et�., of myself In regard to the ac�ldent In which r 
was Involved, 

I hereby authorize a·nd direct you, m)' attorney, to pay directly to said Doctor such 
sums as may be due and owing him/her for medical service rendered me· both by reason of 
th-ls accident and by rea$on or any o-ther bills that �re due his/her offt�e. And to withhold 
such sums from any settlement, judiement or verdict u may be necessary to adequately 
protect said Doctor. l hereby further give a lien on my case to said Doctor against any 
proceeds of any settlement,Ju�gemerrt or verdict which may be pa Id to .you, my attorney, or 
myself as the r-esolt of the lnJurt'es for which ma)' b·e paid to you, my a�torney, or myself as 
the result or the Injuries for which I have been treated or Injuries In connection therewith. 

I fully understand that lam directly and fully responsible to said Doctor ror all 
medical bllb submitted by him/her for service rendered me and that thls agreement Is mad� 
solely for said doctor's additional protection v.nd In conslderatlon or his/her awaiting 
payment. And l rurther understand that such payment Is not cont ingent on any sentement, 
judgement or verdict by which 1 may eventually recover said ree. 

Dated: _____ _ 

Th·e undersigned, being the attorney of record ror the above patient 1 •does hereb>· 
agree to observe all the terms or the above and agrees to withhold such sums rrom any 
settlement, Judgement or verdict as may be necessary to adequately protect said Doctor 
above named, • 

• Dated: _____ Attorney's Signature: _______________ _

SlGN, DATE and R'ETURN TO ABOVE L·ISTE:D A DD RESS 

. 
. . 



1601-1625 Gravesend Neck Rd Second Floor 

Brooklyn, NY 11229 

NEW YORK MOTOR 'iE:HICLE NO-FAULT INSURANCE LAW 
ASSIGNMENT OF BENEFITS FORM 

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

I I, ("Assignor") hereby assign to I ("Assignee") 
(Print patient's name) (Print hospital or health care provider nar:ne) 

all rights privileges and remedies to payment for health care services provided by assignee to which I 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 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 
of 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 
(:>URPOSE 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. 

(Print name of Patient) (Signature of Patient) 

(Date of signature) 

(Address of Patient) 

(Print name of Provider) . / -----�(S�i-gn_a_t-ur_e _o�f�P -ro- v�id""!""e-r)�-----

1601-1625 Gravesend Neck Rd 

(Date of signature) 
Brooklyn, NY 11229 

(Address of Provider) 

NYS FORM NF-AOB (Rev 1/2004) 



1601-1625 Gravesend Neck Rd 

Second Floor 

Brooklyn, NY 11229 

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

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

I, •
(Print patient's name) 

("Assignor'') hereby assign to

all rights privileges and remedies to payment for health care services provided by assignee to which I 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 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 
of coverage and/or violation of a policy condition due to the actions or conduct of the assi gnor. 

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. 

(Print name of Patient) (Signature of Patient) 

(Date of signature) 

(Address of Patient) 

(Prirrt name of ProviderJ/ ------(S-i -gn_ a_t _uf'\_e _o_f _P _ro_ v_id_ e_r _) -----

1601-1625 Gravesend Neck Rd 

(Date of signature) 
Brooklyn, NY 11229 

(Address of Provider) 

NYS FORM NF-AOB (Rev 1/2004) 


