NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
VERIFICATION OF TREATMENT BY ATTENDING'PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
{This form is pot for verification of hospital treatment )

NAME AND ADDRESS OF INSURER QR SELF- NAME, ADDRESS, AND PHONE NUMBER CF
INSURER" INSURER'S CLAIMS REPRESENTATNVE*

DATE POLICYHOLDER - POLICY NUMEER DATE OF ACCIDENTl CLAIM NUMBER |

PROVIDER'S NAME AND ADDRESS™

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

ENDORSEMENT IN.EFFECT AT THE TIME OF THE ACCIDENT. IF YOU ARE UNSURE OF THE APPLICABLE

TIME REQUIREMENT, KINDLY CONTACT THE CLAIMS REPRESENTATIVE TO DETERMINE WHICH
DEADLINE IS APPLICABLE TO THIS CLAIM.

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

1. PATIENT'S NAME AND ADDRESS

7. DATE OF BIRTH 3. BEX [ CCCUPATION (IF KNGWN)

5. DIAGNOSIS AND CONCURRENT CONDITIONS

6. WHEN DID SYMPTOMS FIRST APPEAR? 7. WHEN DID PATIENT FIRST GONSULT YOUFOR THIS
DATE: CONDITION?  DATE:
8. HAS PATIENT EVER HAD SAME OR SIMILAR CONDITION?
ves [ ] wno [ IF YES, state when and describe:
T, 15 CONDITION SOLELY A RESULT OF THIS AUTOMOBILE ACCIDENT?
ves [ 1 nNo [ IF "NC", explain:

70, 15 CONDITION DUE 10 INJURY ARISING GUT OF PATIENT S EMPLOYMEN 1 7

ves [T wo [ ]
1. WILL INJURY RESULT IN SIGNIFICANT DISFIGUREMENT OR PERMANENT DISABILITY?
yves [ ] ~no [ ] NOT DETERMINABLE AT THIS TIME 1

IF"YES", describe:

72 PATIENT WAS DISABLED (UNABLE TO WWORK) T3, TF SIILL DISABLED THE PATIENT SHOULD BE
ABLE TO RETURN TO WORK ON:
FROM: THROUGH: .
(DATE

GONTINUE ON PAGE 2
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VERIFICATION OF TREATVIENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
PAGE 2
14. WILL THE PATIENT REQUIRE REHAEILITATION ANLVOR OCCUPATIONAL THERAPY AS A RESULT OF THE
INJURIES SUSTAINED IN THIS ACCIDENT?

ves [ 1 ~no [ ] IF YES, describe your recommendation below:
5. REPORT OF SERVICES RENDERED — ATTACH ADDITTONAL SHEETS IF NECESCARY
DATE OF | PLACE OF SERVICE DESCRIPTION-OF TREATMENT FEE SCHEDULE CHARGES
SERVICE | INCLUDING ZIP CODE OR HEALTH SERVICE RENDERERD TREATMENT CODE

TOTAL GHARGES 10 DATES
T6. IF TREATING PROVIDER 1S DIFFERENT THAN BILLING PROVIDER COMPLETE THE FOLLOWING: ;
TREATING PROVIDER'S TITLE LICENSE OR BUSINESS RELATIONSHIFP ;
NAME CERTIFICATION NO. CHECK APPLICABLE BOX ]

EMPLOYEE INDEPENDENT OTHER (SPECIFY)

CONTRACTOR

———————————————————————————————teer e —— —

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

PTTT st R i e o e e

18. IS PATIENT STILL UNDER YOUR CARE FOR THIS CONDITION? yes [ ] N [ ]
19. ESTIMATED DURATION GF F ENT
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 health provider at the time of service. Such agreement is optional an
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 desighated spot in item 20 of this form.

20.. {IF YOU HAVE CHOSEN TO AUTHORIZE THE DIRECT PAYMENT OF BENEFITS 8Y CHECKING THIS OPTION,YOU MAY ROT
ALSO ENTERINTO AN ASSIGNMENT OF BENEFITS CONTAINED IN #21)

AUTHORIZATION TO PAY BENEFITS:

| AUTHORIZE PAYMENT OF HEALTH BENEFITS TO THE UNDERSIGNED HEALTH CARE PROVIDER OR SUPPLIER OF SERVICES
DESCRIBED BELOW. | RETAINALL RIGHTS. PRIVILEGES AND REMEDIES TOWHICH | AM ENTITLED UNDER ARTICLE 51 {THE
NO-FAULT PROVISION) OF THE INSURANCE LAWY,

PRINT NAME ‘ SIGNED
FPATIENT PATIENT DATE

CONTINUE ON PAGE 3

NYS FORM NF-2 (Rev 1/2004)
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VERIFICATION OF TREATMENT BY ATTENDING E’;HYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
AGE 3
]

PATIENT: Your health provider may agree to have you assigh your right to No-Fault benefits from your insurer directly to your health
provider (Assignment of Benefits). | you and your health provider agree 1o an assignment of benefits, you must both sign the
agreement conteined in # 21 or the prescribed NF-ACRB form or |ts equivalent. The language contained in'the assignment of benefits is
mandatory and may not be altered or avoided by any other Ianguage added to this agreement or other written agreement.

21, (IFYOU HAVE CHOSEN TO ASSIGN YOUR BENEFITS TO THE HEALTH PROVIDER BY CHECKING THIS OPTION, YQU MAY NOT

ALSO ENTER.INTO.AN AUTHORIZATION. TO PAY BENEFITS CONTAIN EO IN |ITEM #20 ABOVE)
ASSIGNMENT OF NO-FAULT BENEFITS:

| HEREBY ASSIGN TO THE HEALTH CARE PROVIDER INDlCATED BELOW ALL RIGHTS, PRIVILEGES AND REMEDIES TO
PAYMENT FOR HEALTH CARE SERVICES PROVIDED BY THE ASSIGNEE TO WHICH | AM ENTITI.ED 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 ANDJSHALL NOT PURSUE PAYMENT DIRECTLY FROM THE ASSIGNOR
FOR SERVICES PROVIDED BY SAID ASSIGNEE FOR INJURIES SUSTAINED DUE TG 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 ANIYOR VIOLATION OF A POLICY
CONDITION DUE TO THE ACTIONS OR CONDUCT OF THE ASSSIGNOR

PRINT MAME SIGNED
PATIENT (Assignar} : PATIENT DATE

PRINT NAME l SIGNED
PROVIDER OF HEALTH CARE SERVICE (Assighes) PROVIDER OF HEALTH CARE SERVICE CATE
i

|
HAS AN ORIGINAL AUTHORIZATION OR ASSIGNMENT PREVIOUSLY

BEEN EXECUTED? ; 1 ves 1 wo

IS THE ORIGINAL SIGNATURE OF THE PARTIES ON FILE? . L1 ves 1 wo

ANY PERSON WHO KMOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER
PERSON FILES AN APPLICATION FOR COMMER(E:IAL 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 WITHé SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR
KNOWINGLY ASSISTS, ABETS, SOLICITS OR CONSPIRES WITH ANCTHER TO MAKE A FALSE REPORT OF THE
THEFT, DESTRUCTION, DAMAGE OR CONVERSIGN OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT
AGENCY, THE DEPARTMENT OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT
INSURANGE ACT, WHIGH IS A CRIME, AND SHALL ALSO BE SUBJECT TC 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 TDENTIFICATION NG, WGB RATING GODE
? IF NONE, SPECIALTY

|

|
|

* ANGUAGE TO BE FILLED IN BY INSURER CR SELF-INSURER.
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NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT|OF BENEFITS FORM

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

L, . , ("Assignor") hereby aésl'gn to S)\'ﬁ\lef\ S‘\]‘QLVI\ MF\\) {"Assignee")
{Print patlent'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-Fauit statute) of the Insurance Law,

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

shall not pursue payment directly from the Assignor for/services provided by sald Assignee for injurles sustained
due to the motor vehicle accident which océurred on | , not withstanding any other agreement
(Print accident date)

to the-contrary.

This agreeméni may be revoked by the asslgnes when benefits are not payable based upon the assignor's lack
of coverage andior violatlon of a policy conditlon due tothe actlons 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 'CLJE\‘IM, KNOWINGLY MAKES DR KNOWINGLY ASSISTS, ABETS,
SOLICITS ' OR-CONSPIRES WITH ANOTHER TO- MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTCR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMIT§ 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 Palient) [Signature of Patient)
(Date of signature)
TAddress of Patient)
F ‘ f,..-*"‘"""""'“'_"" N
Stedir Buael - MD f (Sighalufe oL Previder)
681 Lexington Avenue
Ve loas (Date of signature)
New York, NY 10022

(Address of Provider) -
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STEVEN STRUHL M D., LLC.

Stevan Stm.hl MD
681 Lexmgton Avenue
5tih Floor
~New York, NY 10022

ASSIGNMENT OF RECOVERY PROCEEDS AND
AUTHORJZAT[ON TO DR b’I’EVE’N STRUHL, M.D.

PATIENT | R
ADDRESS
ATTORNEY
L » the undersigned, do hereby

assign to STEVEN STRUHL, M D., any sums die and payable received
by me or on my behalf from any, source for any and all medical treatment
andfox fees for services rendered to me and/or my attorney.

I authorize and direct my attorney to deduct and immediately pay
STEVEN STRUHL, M.D., such fees as may be due and payable from the
assigned monies that may come into my hands or my attorney’s bands in
any recovery resulting from any._claims or lawsuit. I further direct my
attorney to contact STE\?EN"STRUHL ﬁI"D to determine the exact
amount owed before any money is paid tmneﬁ-om any recovery resulting
from any claim or lawsuit. 1 further diréct my attorney to advise STEVEN
STRUHL, M.D., upon request, of the status of my lawsuit and/or any
claims which may result ina monetary recovery from which the fees due
andpayable o STEVEN STRUHL M.D, may be satisfied, If my attorney
is replaced by another attorney, ‘I direct that the outgoing attorney not
forward my file until written acknowiedgment from my new attorney is
sxgned and forwarded to the undersxgned acknowledging the terms and
conditions set forth in this assignment.

. l .
. STEVEN STRUHL, M.D., agrees to provide reasonable
cooperation in connection with| securing payment for il insurance claims

to the extent required by law. |
j

. In the event ot‘any brmch of this assignment by the patlent and/or
the patients attorney, it is understood that the patient shall remain
responsible for all legal fees required to cither abtain insurance information
and/or collect any monies owed to STEVEN STRUHL, M.D., plus the

. . T
PP % W wiubo VAL



STEVEN STE..UHL, MDD, t LC.

o

_ Steven Struhl MD :
681 Le:ungton Avenue

5th‘“ Floor

New York NY 10022

. expensc‘: of" !mg:itlon and/or: m:bnmhnn ’

It::is understood that this. agfeensent in) no manner whatsoever makes the piiyment pfthe
Feedpe and’ ‘payable to’ STEVEN STRUHL, M., contingent upon SECUrmEta recovery
In‘any Tawsuit or in any insurance ciaim that T may have. ) understend that 1 temain
Persenuity responsible for. aff foes for medica) reatmient as well as forservices rendered
Om iy bakalfto my aftorney and et | d personatly lighlo'for payment oftlie sau,
I~urlher 1.a¢knowledge that.this: assignme'ut does apt, it any fashion, preclude.or
Otlierivise prevent STEVEN STRUHL, M D, from demanding payment:at.eny time
Aﬁ:er su;h Setvices ag émbraced within this asslgnmem are rendered.

“TPatient of lgal Guardian Signatire)

e TR L [ e

{Witriss)

THE TERMS AND-CONDIT, lONS O¥ THE FOREGUOING ASSSI(:I!« MENT AR
UNDERSTGOD AND AGREED TO.

! J v
ADDRESS;

ATTORNEY SIGNATURE: _

DATED: _



