1601-1625 Gravesend Neck Rd Second Floor
Brooklyn, NY 11229

Motor Vehicle Collision Questionnaire

Patient Name: Date:

IVACY PRACTICES

IS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS 10O THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Iiiis Natice ol Privacy describes how we may use and disclosc your protected health information (PHI) 1o carry our ircatment,
pavment ar health care operations (‘TPO) for other purposes that are permitted or required by law. “Pratected Health
information™ is information aboul you, including demographic information that may identily you and that related 1o your past,
present, or future physical or mental health or condition and related care services.

Use and Disclosures ol Protected Health Information:

Your protected health information may be used and disclosed by your physician, our siall’ and others outside of our alfice thee
are involved in your care and treatment for the purpose of providing health care services to you, pay your health care bills, 1o

support the operations of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care
and any relaled services. This includes the coordination or management of your health care with a thivd party. For example,
we would disclose your protected health information, as necessary, to a home health agency that provides care to you. For
example, your health care information may be provided to a physician to whom you have been referred io ensure that the
physician has the necessary inforrmation to diagnosc or treat you.

Payment: Your protecled health information will be used, as needed, to obtain payment lor vour health care services. For
example, obtaining approval for a hospital stay may require that your relevan( protected health information be disclosed o the
health plan Lo obtain approval for the hospital admission.

Healtheare Qperations: We may disclose, as nceded, your protected health informaltion in order to support the business
activitics of your physician's practice. Thesc activities include, bul are not limited to, quality assessment aciivitics, employee
reviews aclivities, training of medical students, licensing, marketing, and fund raising activitics, and conduction or arranging for
other business aclivities. For example, we may disclose your protected health information 1o medical school studenis that see
panenis at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked 10 sign your
uame and indicate your physician. We may also call you by name in the waiting room when vour physician is ready 10 see
you. We may use or disclose your protected health information, as necessary, to contact you (o remind you of your
appointment,

We may use or disclose your protected health information in the following situations without your authorization. These
situations included as required by law, public health issues, communicable diseases, health oversight, abuse or neglect, fond
and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, and organ donatian.
Required uses and disclosures uncler the law, we must make disclosures to you when required by the Secretary of the
Department of Health and Human Services to investigate or determine our compliance with the requirements ol Scction

164.500.

OTHER PERMITTED AND REQUIRED USES AND DISCLOSURES WILL BE MADE ONLY. WITH . YOUR CONSENT.
AUTHORIZATION OR OPPORTUNITY TO OBJECT UNLESS REQUIRED BY LAW. T

You may rgzoRerthis autizorization, at any time, in writing, except (o the extent that your physician or the physician’s praciice
has takenanigetion in‘rehance on the use or disclosure indicated in the authorization.

Sigiaiure of Patient of Renresentative Date

Ireinted Name”



1601-1625 Gravesend Neck Rd Second Floor
Brooklyn, NY 11229

To Attorney:

RE: Reports and Doctor's for _-

Patient s Name

I do hereby authorize the above Doctor to furnish you, my attorney, with a full

report, diagnosis, treatment, prognosls, etc,, of myself In regard to the accident in which I
was Involved,

1 hereby authorize and direct you, my attorney, to pay directly to sald Doctor such
sums as may be due and owing him/her for medlcal service rendered me both by resson of .
this accldent and by reason of any other bills that are due histher office. And to withhold
such sums from any settlement, judgement or verdict as may be necessary to adequately
protect sald Doctor. T hereby further glve allen on my case to sald Doctor agalnst any .
proceeds of any settlement, judgement or verdict wwhich may be pald to.you, my attorney, or
myself as the resolt of the injuries for which may be paid to you, my attorney, or myself as
the result of the Injurles for which I have been treated or Injuries [n connection therewith.

I fully understand that I am directly and fully responsible to said Doctor for all
medical bills submitted by him/her for service rendered me and that this agreement [s made
solely for sald doctor's additional protection gnd In consideration of his/her awalting
payment. And I further understand that such payment Is not contingent on any settlement,
judgement or verdict by which 1 may eventually recover said fee.

Dated: : Patlent’'s Stgrature:

.
P Y

The undeérsigned, belng the attorney of record for the above patient,«does hereby
agree to observe all the terms of the above and agrees to withhold such sums from any

settlement, Judgement or verdict as may be necessary to adequately protect said Doctor ,
above named, ‘ |

" Dated: _ Attorney’s Signature:

SIGN, DATE and RETURN TO ABOVE LISTED 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)



1601-1625 Gravesend Neck Rd

Second Floor
Brooklyn, NY 11229

. ROCTOR’'S
To Attorney:

RE: Reports and Doctor's for _-

Patient's Name

I do hereby authorize the above Doctor to furnish you, my attorney, with a full

report, dlagnosls, treatment, prognosis, etc.,, of myself [n regard to the acgident [n which I
was {nvolved,

I hereby authorize and direct you, my attorney, to pay directly to sald Doctor such
sums as may be due and owing him/her for medical service rendered me both by resson of .
this accident and by reason of any other bills that are due his/her office, And to withhold
such sums from any settlement, judgement or verdict as may be necessary to adequately
protect sald Doctor. T hereby further glve a lien on my case to sald Doctor agalnst any :
proceeds of any settlement, Judgement or verdict which may be pald to.you, my attorney, or
myself as the result of the in)Juries for which may be pald to you, my attorney, or myself as
the result of the injuries for which T have been treated or Injuries {n connection therewith., .

I fully understand that I am directly and fully responsible to said Doctor for all
medlcal bills submlitted by him/her for service rendered me and that this agreement Is made
solely for sald doctor's addlitlonal protection and In consideration of his/her awalting
payment, And | further understand that such payment s not contingent on any settlement,
judgement or verdict by which 1 may eventually recover sald fee,

Dated: : Patient’s Stgmvature:

The undersigned, being the attorney of record for the above patient,does hereby
agree to observe all the terms of the above and agrees to withhold such sums from any

settlement, judgement or verdict as may be necessary to adequately protect sald Doctor |
sbove named, ' |

" Dated;

Attorney’s Signature:

SIGN, DATE and RETURN TO ABOVE LISTED ADDRESS



1601-1625 Gravesend Neck Rd Second Floor
Brooklyn, NY 11229

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

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

l, , ("Assignor") hereby assign to , ("/(ssignee")
(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

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 , hot 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
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)
(Print name of Provider) 7 (Signature of Provider)

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, » ("Assignor") hereby assign to

(Print patient's name)
all rights privileges and remedies to payment for health care services provided by 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 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
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)

(Print name of ProvideW (Signature of Provider)

1601-1625 Gravesend Neck Rd

(Date of signature)

Brooklyn, NY 11229
(Address of Provider)

NYS FORM NF-AOB (Rev 1/2004)



