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

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

L , ("Assignor™) hereby assign to Precision Chiropractic Healith, P.C.. (“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
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 tack
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 AGT, 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)

Precision Chiropractic Health, P.C.

{Print name of Provider) {Signature of Provider)

135 W. Jericho Tpke.

({Date of signature)

Huntington Station, NY 11746

{Address of Provider)
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.%)I'CCISlon Dr. Jennifer Carrasco e Dr. Alan Furman e _Dr. Ross Ginsberg
& Chiropractic Health

No-Fault Patients

If you have a deductible with your no-fault carrier and this deductible has not been met
at the time of your accident, your no-fault carrier will deduct this amount from our bills
until this deductible has been met.

In these instances, please be advised that you are responsible for this amount of
outstanding money until your deductible has been met.

Thank you for your consideration in this matter.
Sincerely,

Rita Furman
Billing Department

Patient Name: __

Patient Signature: Date:

135 W Jericho Tpke Huntington Station, NY 11746 e Tel: (631) 423-1969 e Fax: (631) 423-2328



Automobile Accident Description

Patient Name: Today's Date:
Date of Accident: Time of Accident: a.m./p.m
1. Your Vehicle Type:

10.
1.

12.

13.

14,

15.

16.

oCar oSUV oPick-up oVan olLarge Truck oBus oOther

Your Position in vehicle:
oDriver oFront pas. olLt. Rear Pas. oRt. Rear Pas. nOther

Were there any passengers in the car with you?: oYes ©No

What was your vehicle doing at time of accident?:
o Stopped at intersection oStopped in Traffic nStopped at light

oMaking right turn oMaking leftturn - oParked

cProceeding along nSlowing down oAccelerating

oOther

Your Vehicle Speed: m.p.h. Their Vehicle Speed: m.p.h.

Damage to your vehicle: oMild oModerate oTotaled

Damage to their Vehicle: cMild oModerate oTotaled

Visibility at time of accident: ocPoor oFair ocGood

Who hit what?: oYou hit other vehicle oOther vehicle hit you oOther(hit object)
Road Conditions: uClean & Dry oDark oWet oSandy olcy

Point of impact: oHead-on cRear-end olLt. Front oRt. Front olLt. Rear oRt. Rear

Did you see the accident coming?: oYes oNo
Were you braced for the impact?: oYes oNo
Did you have a seat belt on?: oYes oNo

What was the direction of your head at time of accident?:
ostraight ahead oturned right oturned left.

Did your body strike the inside of your vehicle?: oYes coNo
If yes, describe

Did the Driver’s airbag deploy? oYes oNo

Did passengers airbag deploy? oYes oNo



17.

18.

19.

20.
21.
22,
23.
24,
25.

26.

27.
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Did you lose consciousness during the injury?: oYes oNo
If yes, For how long?

Did the police show up?: oYes oNo Was an Accident report filled out?: oYes oNo

Where did you go after the accident?: cHome oWork oHospital oPrivate Doctor
If Hospital, name of hospital:

How did you get there? cDrove self ocSomeone else oAmbulance oPolice

Were X-Rays Done? oYes oNo If yes, what body part?

Was lab work done?: oYes oNo If yes, what type?

Treatments received:

Medications:

Follow-up instructions:

Fill in any other doctor seen prior to your first visit to this office:

Dr. Specialty:
First visit date: Types of treatments received:
How many treatments?: Did treatments benefit you? oYes oNo

Currently Treating? oYes ©oNo  Last visit date:

Check off your symptoms right after and a few days following the accident:

oHeadaches oFatigue oCold hands
oNeck pain oTension o Cold Feet

oNeck stiffness olrritibility coDiarrhea
oFainting oShortness of breath oDepression
oRinging in ears oMid back pain oAnxious

olLoss of smell olLow back pain oChest pain

oPain behind eyes oNervousness oSleeping Problems
oDizziness DlLoss of taste olLeg pain

oNausea oToe numbness oArm pain

oConfusion oConstipation 0Other:




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

DATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDENT] CLAIM NUMBER

TO ENABLE US TO DETERMINE IF YOUR ARE ENTITLED TO BENEFITS UNDER THE NEW YORK NO-FAULT LAW,
PLEASE COMPLETE THIS FORM AND RETURN IT PROMPTLY.

IMPORTANT. 1. TO BE ELIGIBLE FOR BENEFITS YOU MUST COMPLETE AND SIGN THIS APPLICATION
2. YOU MUST SIGN ANY ATTACHED AUTHORIZATION(S).
3. RETURN PROMPTLY WITH COPIES OF ANY BILLS YOU HAVE RECEIVED TO DATE.

1. YOUR NAME 2. PHONE NOS., HOME BUSINESS

3. YOUR ADDRESS 4. DATE OF BIRTH |5. SOCIAL SECURITY NO.

(NO., STREET, CITY OR TOWN AND ZIP CODE}

'E. DATE AND TIME OF ACCIDENT
AM.O
PMO

7. PLACE OF ACCIDENT (STREET), CITY OR TOWN AND STATE

8. BRIEF DESCRIPTION OF ACCIDENT

9. DESCRIBE YOUR INJURY

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

OWNER'S NAME MAKE YEAR
THIS VEHICLE WAS; ABUSOR SCHOOLBUS,  [____JATRUCK [ ]JAN AUTOMOBILE,
Jor AmMoTORCYCLE

YES NO

11. 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?
DO YOU OR A RELATIVE WITH WHOM YOU RESIDE OWN A MOTOR VEHICLE?

CONTINUATION ON NEXT PAGE

NYS FORM NF-2Z (Rev 172004)
Page 1 of 3



APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS - - PAGE TWO

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

IF YES, NAME AND ADDRESS OF SUCH DOCTOR(S) OR PERSON(S):

13. IF YOUR WERE TREATED AT A HOSPITAL(S), WERE YOU AN

OUT-PATIENT? [ IN-PATIENT? —

DATE OF ADMISSION:

HOSPITAL'S NAME AND ADDRESS:

14 AMOUNT OF REALTH 15. WILL YOU HAVE MORE HEALTH 16, AT THE TIME OF YOUR ACCIDENT WERE—
BILLS TO DATE: TREATMENT(S)? YOU IN THE COURSE OF YOUR
YES NO EMPLOYMENT?
$ I I . Il YES NO
L I |
7. DIDYOU LOSE TIME DATE ABSENCE FROM HAVE YOU RETURNED TO
FROM WORK? WORK BEGAN: WORK?
YES NO YES NO
IF YES, DATE RETURNED TO WORK: AMOUNT OF TIME LOST FROM WORK:
18. WHAT ARE YOUR GROSS AVERAGE JNUMBER OF DAYS YOU WORK NUMBER OF HOURS YOU WORK

WEEKLY EARNINGS? PER WEEK: PER DAY:

19. WERE YOU RECEIVING UNEMPLOYMENT BENEFITS AT THE TIME OF THE ACCIDENT?

20. LIST NAMES AND ADDRESS OF YOUR EMPLOYER AND OTHER EMPLOYERS FOR ONE YEAR PRIOR TO
ACCIDENT DATE AND GIVE OCCUPATION AND DATES OF EMPLOYMENT;

EMPLOYER AND ADDRESS OCCUPATION FROM TO
EMPLOYER AND ADDRESS OCCUPATION FROM TO
EMPLOYER AND ADDRESS OCCUPATION FROM TO

WMMMIMS?

IF YES, ATTACH EXPLANATION AND AMOUNTS OF SUCH EXPENSES

22. DUE TO THIS ACCIDENT HAVE YOU RECEIVED OR ARE YOU ELIGIBLE FOR PAYMENTS
UNDER ANY OF THE FOLLOWING:

YES NO
NEW YORK STATE DISABILITY? [ | ]
WORKERS' COMPENSATION? [ T 1

CONTINUATION ON NEXT PAGE
NYS FORM NF-2 {Rev 1/2004)
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APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS - - PAGE THREE

e —
THE APPLICANT AUTHORIZES THE INSURER TO SUBMIT ANY AND ALL OF THESE FORMS TO ANOTHER PARTY
OR INSURER IF SUCH IS NECESSARY TQ PERFECT ITS RIGHTS OF RECOVERY PROVIDED FOR UNDER THE
NO-FAULT LAW.

THIS FORM IS SUBSCRIBED AND AFFIRMED BY 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 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.

SIGNATURE DATE

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. YOUR ARE AUTHORIZED TO
PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE
INSURANCE REPARATIONS ACT (NO-FAULT LAW).

NAME (PRINT OR TYPE) SOCIAL SECURITY NO.
SIGNATURE DATE
B DO NOT DETACH

AUTHORIZATION FOR RELEASE OF HEALTH SERVICE OR TREATMENT INFORMATION

THIS AUTHORIZATION OR PHOTQCOPY THEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY
HAVE REGARDING MY CONDITION WHILE UNDER YOUR OBSERVATION OR TREATMENT, INCLUDING THE HISTORY
OBTAINED, X-RAYS AND PHYSICAL FINDINGS, DIAGNOSIS AND PROGNQOSIS. YOU ARE AUTHORIZED TO PROVIDE
THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE
REPARATIONS ACT (NO-FAULT LAW).

NAME (PRINT OR TYPE)

SIGNATURE DATE

(IF THE APPLICANT IS A MINOR, PARENT OR GUARDIAN SHALL SIGN AND INDICATE CAPACITY AND RELATIONSHIF).

NYS FORM NF-2 (Rev 1/2004)
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